
  

Acknowledgement Of Receipt  
Of  

Notice Of Privacy Practices 
 

 
 
I, ______________________________________________________ have received a copy of  
                              (Name of Patient) 
 
HELOTES COSMETIC & FAMILY DENTISTRY, PLLC’s  Notice of Privacy Practices. 
 
 
 
______________________________________________________________________________ 
(Signature of Patient/Legal Guardian)      Date 
 
 
 
 
 
 
 
 
 

Staff Will Fill Out This Section If Patient's Signature Not Obtained 
 
Our office made a good faith effort to obtain Acknowledgement of Receipt of our Notice of 
Privacy Practices, but it could not be obtained for the following reason: 
 
___________  Patient refused to sign. 
 
___________  Emergency situation kept us from obtaining the patient's signature. 
 
___________  Language barriers kept us from obtaining the patient's signature. 
 
___________  Other _______________________________________________________ 
 
 



PATIENT REGISTRATION

Patient Information

Additional Comments:Referred By:

Previous Dentist:

Emergency Contact:

Emergency Contact #:

Education Level:

Occupation:

Primary Insurance Information

Responsible Party (if someone other than the patient)

ID:

First Name:

Policy Holder
Responsible Party

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Section 2

Full Time Part Time Retired

Section 3

Address 2:

State / Zip:

Sex: Marital Status: Married Single Divorced Separated Widowed

E-mail: I would like to receive correspondences via e-mail.

Address:

City:

Male
Other

Female

Birth Date:

Full Time Part Time

Employment Status:

Student Status:

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg.:

Name of Insured: Self Spouse Child Other

First Name:

Address 2:

First Name:

Address:

Home Phone:

Birth Date: Drivers Lic:Soc Sec:

Work Phone: Ext: Cellular:

City, State, Zip: Pager:

Last Name: Middle Initial:Last Name:

Insured Soc. Sec: Insured Birth Date:

Secondary Insurance Information

Name of Insured: Self Spouse Child Other

Rem. Deduct: .00

Employer:

Address:

Address 2:

City,State,Zip:

Ins. Company:

 Address:

Address 2:

City,State,Zip:

Rem. Benefits: .00

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City,State,Zip:

Ins. Company:

 Address:

Address 2:

City,State,Zip:

Rem. Benefits: .00 Rem. Deduct: .00

Soc. Sec:Age: Drivers Lic:

Chart ID:

Home Phone: Work Phone:

Pager:

Ext: Cellular:

Last Name: Middle Initial:

Patient Is:

Relationship to Insured:

Relationship to Insured:

Preferred Name:


