
 
We would like to welcome you to our office.  Our 

goal is to make everyone’s visit pleasant and 

educational.  We strive to teach exceptional oral care 

that will enable you to have a beautiful smile that 

lasts a lifetime. 

PATIENT INFORMATION 

First Name __________________________MI_____ 

Last Name __________________________________ 

Birthdate____________________Age____________ 

Married ___  Divorced ____  Single ____ 

Address ____________________________________ 

___________________________________________ 

Phone (Home)______________________ 

 (Cell)________________________ 

Email ______________________________________ 

Employer/Occupation _________________________ 

RESPONSIBLE PARTY (For children under 18) 

Please list names of Mother/Father/Guardian.  

___________________________________________ 

___________________________________________ 

HOW DID YOU HEAR ABOUT OUR OFFICE? 

Please circle all that apply: 

Insurance Google  Facebook 

Newsleader    

Friend_____________________________________ 

Other______________________________________ 

Today’s Date_________________________ 

DENTAL HISTORY 

Purpose of today’s visit________________________ 

Previous Dentist______________________________ 

Date of last visit______________________________ 

What was done______________________________ 

Last cleaning________________________________ 

How often do you brush?______________________ 

Gums bleed?     Y____N____ 

Any concerns?_______________________________ 

CONSENT 

1. The undersigned hereby authorizes doctor to order x-

rays, photographs, or any other diagnostic aide deemed 

appropriate by doctor to make a thorough diagnosis of the 

patient’s dental needs.  

2. I authorize doctor to perform all recommended 

treatment mutually agreed upon by me and to use the 

appropriate medication and therapy indicated for such 

treatment in connection with (name of patient) 

______________________________ 

I understand that using anesthetic agents embodies a 

certain risk. Furthermore, I authorize and consent that 

doctor choose and employ such assistance as deemed fit 

to provide recommended treatment.  

3. I understand that all responsibility of payment for dental 

services provided in this office for myself or my 

dependents is mine, due and payable at the time services 

are rendered. I understand that if my account goes to a 

third party collections agency, I am responsible for any 

fees involved.  

4. I understand that it is my responsibility to advise your 

office of any changes in the information contained in this 

form. 

 

________________________________________ 

Patient/Guardian signature 



 
 

FINANCIAL & OFFICE POLICY 
 

INSURANCE BILLING:  (If applicable) 
As a courtesy, our staff will attempt to verify insurance plan benefits prior to treatment. However, there may be plan limitations that 
are not disclosed to our office, such as waiting periods, frequency limitations, age limitations, non-covered services, or procedure 
downgrades.   Verifying your own benefits will help to prevent receiving an unexpected bill after the claim has been processed. 
 
In addition, due to pending claims and patient privacy issues, we do not always know how much an insurance company has already 
paid to another office or specialist, or the balance remaining on your yearly benefits.   If the insurance company pays more than the 
estimated fee, our office will send you a check for the difference. It is important to understand that the insurance contract is 
between the insurance company and you, the insured.   Treatment recommended by Dr. Kasem is never based on what your 
insurance company will pay. Treatment is based on your dental needs.  
 
When a Treatment Plan is given, please remember that it is an estimate of insurance benefits and if there is any balance after the 
insurance company’s payment, that balance is the responsibility of the patient.  
 

Initial______ 

   
PAYMENT and DEPOSIT FOR APPOINTMENTS                                           
Hancock Village Dental accepts Visa, Mastercard, Discover, American Express, Cash, and Care Credit.  Checks are not an accepted 
form of payment. Please note: Per Care Credit policy, account holder must be present to sign Care Credit agreement and present 
with two forms of identification. 
 
Payment or Co-payment is due at the time that services are rendered. When making an appointment for future treatment, a $100 
deposit is required to reserve your appointed time and materials for your procedure. 
        

Initial______ 

 
APPOINTMENT CANCELLATION POLICY 

 
We strive to render excellent dental care to all our patients.   When an appointment is scheduled, we reserve that time especially for 
you.  We require that you give our office 48 hours’ notice (or if your appointment is on Monday, please let us know by the Thursday 
before) in the event that you need to reschedule your appointment.     
 
If you have more than two no-show or same-day cancellations, we will be unable to offer you pre-booked appointments.  We invest 
in technology that will help with reminders such as emails and text message reminders, so that there are several ways you can 
inform our office of any changes to your schedule. We thank you for your understanding. 
 
If you miss an appointment without contacting our office within the required time, you will incur a $50 fee for a missed 
appointment, which cannot be billed to your insurance company and will be the responsibility of you, the patient.   
 

Initial______ 

 
 
By providing your signature below, you agree that you have read, understood, and accepted the Financial and Office Policy and 
Appointment Cancellation Policy of Hancock Village Dental. 
 

 
____________________________________  ___________________ 
Signature of Patient/Parent or Legal Guardian Date 
 
If signed by other than patient, specify relationship to patient:___________________________ 



 
 
Patient name (please print):_____________________________________ DOB:___________________ 
 
 

 

Please list any person(s) we are allowed to share appointment, billing or dental information with: 

 
Name:___________________________________ Relationship:____________________________ 
 
Name:___________________________________ Relationship:____________________________ 
 
Name:___________________________________ Relationship:____________________________ 
 
 
________________________________________  ___________________ 
Signature of Patient/Parent or Legal Guardian  Date 
 
If signed by other than patient, specify relationship to patient:__________________________________ 
 
 
 
 

Acknowledgment of Receipt of Notice of Privacy Practices 
 

 
I, ________________________________ have received a copy of this office’s Notice of Privacy Practices to review. 
 
________________________________________  ___________________ 
Signature of Patient/Parent or Legal Guardian  Date 
 
If signed by other than patient, specify relationship to patient:__________________________________ 
 
 
 

 

FOR OFFICE USE ONLY 
 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgment could not be obtained: 
 
 ____ Patient / Parent or Legal Guardian refused to sign form 
 ____Other: ___________________________________________________________________ 
 
______________________________________________  ___________________ 
Signature of Office Manager     Date

 





 
NOTICE OF PRIVACY PRACTICES OF HANCOCK VILLAGE DENTAL (HIPAA) 

 
 
THIS NOTICE DESCRIBES HOW PROTECTED HEALTH INFORMATION (PHI) ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS 
INFORMATION.  REVIEW IT CAREFULLY. 
 
Our practice is dedicated to protecting your PHI.  We are required by law to maintain the privacy of PHI and provide you with our legal duties and privacy practice 
practices with respect to PHI.  PHI is information about you, including demographic information that may identify you in relation to your condition and related health 
care services.  This notice explains how we may use this information and your rights to access and control your PHI. 
 
We understand that health information about you and your health is personal.  We are committed to protecting your PHI.  We create a record of the care you receive 
and maintain it in order to provide you with quality care and comply with certain legal requirements.  This notice applies to all of your care generated by this office. 
This notice will tell you about the ways we may use and disclose your PHI.  We also describe your rights to the health information we keep about you, as well as 
certain obligations we have regarding the use and disclosure of your health information.  We are required to:  make sure your health information that identifies you is 
private, give you this notice regarding your PHI, and follow the terms of this notice.  You may request a copy of our notice of privacy practices any time. 
 
REVISION OF THIS NOTICE.  We reserve the right to change the terms of this notice, making any revisions applicable to the entirety of the PHI we maintain.  If we 
revise the terms of this notice, we will post a revise notice at our office and will make paper copies of the revised notice of privacy practice available upon request. 
 
AUTHORIZATIONS.  We will not use or disclose your PHI for any other purpose without your written authorization.  Once given, you may revoke your authorization in 
writing at any time. 
 
YOUR RIGHTS REGARDING YOUR PHI.   

• You may ask us to restrict certain uses and disclosures of your PHI.  We will honor your request when it is legally possible.   
• Generally, you may inspect and copy your PHI.  This right is subject to certain specific exceptions, and you may be charged for any reasonable fees for any 

copies of your PHI.  
• You may ask us to amend your PHI.  We may deny your request for specific reasons.  If we deny your request, we will provide you with a written 

explanation for the denial and the information regarding further rights you may have at that point.   
• You have the right to receive the accounting of the disclosures of your PHI that we have during the last six years, except for treatment, payment, or health 

care operations. 

HOW YOUR PHI WILL BE USED AND DISCLOSED. 

• Treatment.  We will use and disclose your PHI to provide, coordinate, or manage your health care and any related services.  This includes disclosure to any 
other dentists to whom you have been referred to ensure they have necessary information to treat you. 

• Payment.  Your PHI will be used, as needed, to obtain payment for dental care services.  This includes, but not limited to, eligibility in benefits, claims filing, 
and utilization reviews. 

• Office Operations.  We may use and disclose your PHI, as needed, in order to support the business activities of our office.  These activities include, but are 
not limited to, training of staff and quality assessment activities.  In addition, we may use a sign-in sheet at the front desk where you will be asked to sign 
in your name.  We may also call you by name in the waiting room when your provider is ready to see you. 

• Appointment Reminder.  We may contact you to provide appointment reminder or to request that you call our office for information about your 
treatment. 

• Disclosure to the Department of Health and Human Services.  We may disclose PHI when required by the United States Dept of Health and Human 
Services. 

• Family and Friends.  Your expressed verbal or written authorization is required for disclosure of your PHI to family members, other relatives, or close 
personal friends that are involved in your health care. 

• Abuse and Neglect.  We may disclose your PHI when it concerns abuse, neglect, or violence in accordance to federal and state law. 
• Legal Proceedings.  We may disclose your PHI in the course of certain judicial or administrative proceedings. 
• Law Enforcement.  We may disclose certain parts of your PHI for law enforcement purposes or other specialized governmental function. 
• Coroners, Medical Examiners and Funeral Directors.  We may disclose your PHI to coroners, medical examiners or funeral directors. 
• Public Safety.  We may use or disclose your PHI to prevent the decrease or serious threat to the health or safety to another or to the public. 
• Workers Compensation.  We may use or disclose your PHI as authorized by law relating to workman’s compensation. 
• Business Associates.  We may disclose your PHI to a business associate with whom we contract to provide services on our behalf. 

QUESTIONS AND COMPLAINTS.  If you want more information about our privacy practices or have questions or concerns, please contact us. 
 

Nusrat Kasem, Office Administrator 
  Hancock Village Dental 
  2560 E Highway 50, Ste 103 
  Clermont, FL 34711 
  (352) 989-5815 


