



Patient Information


Date ____________________


Name___________________________________________     SS# ____________-________-_____________

               (last)                                         (first)                                 (middle initial)         (full social required for anyone over 18)


Address_________________________________________________________________________________

                               (Street)                                                             (APT #)                       (City)                                      (State)             (Zip Code) 


DOB ______-_______-_________     Gender (M)   or   (F)      Relationship Status   single   married     partner


Cell Phone # _________-___________-___________  E-Mail ______________________________________


Employer or School ________________________________   Phone # _________-__________-__________


Emergency Contact ________________________________   Phone # _________-__________-__________


How did you hear about us? ______________________________________


**PLEASE PROVIDE STATE ISSUED ID & INSURANCE CARD**

YOU MUST COMPLETE ALL THE INFORMATION BELOW TO ENSURE PROPER PROCESSING 

OF YOUR CLAIM


Primary Subscriber  is  SELF / SPOUSE  / PARENT     Secondary Subscriber  is  SELF   / SPOUSE  /   PARENT


Subscriber Name __________________________	 Subscriber Name _____________________________


Subscriber DOB_______-_______-_____________ 	Subscriber DOB_______-_________-____________


Subscriber SS# _______-________-____________	 Subscriber SS#_________-_________-___________

**(PARENT’S SS# REQUIRED FOR ALL PATIENTS UNDER 18) 


Subscriber Employer________________________	 Subscriber Employer___________________________


Ins Company______________________________	 Ins Company_________________________________


Ins Phone #___________________________	 Ins Phone #__________________________________


Ins ID #___________________________________	 Ins ID #______________________________________


Ins Group #________________________________	 Ins Group #___________________________________

        

Medical Insurance Company ___________________________  phone # ____________________________


Subscriber ID/Member ID  ______________________________________




4760 Hardscrabble Rd Suite 102, Columbia SC, 29229 	 email- office@betheafamilydentistry.com

Phone # 803-462-4554	 	 	 	 	 Fax # 803-832-1725


Health History


Print Patient Name______________________________________________________________________


**Please check the box beside any medical condition for which you have been diagnosed**


ALLERGIES


OTHER ALLEGERIES NOT LISTED ABOVE_______________________________________________________


ADDITIONAL MEDICAL CONDITIONS:_________________________________________________________


Have you ever taken medication for Osteoporosis?        YES	 	 NO           Date? ______________


Please list all Medications that you are taking _________________________________________________


___________________________________________________________________________________________________________________________________.


Alcohol / Drug Abuse Heart Valve Replacement Pneumonia

Anemia Heart Pacemaker Osteoporosis

Angina Hepatitis Psychiatric Disorders

Artificial Bones or Joints Herpes Respiratory / Lung Disease

Asthma High Blood Pressure Shortness Breath

Blood / Bleeding Disorder High Cholesterol Sinus Problems

Cancer  /  Tumor/ HIV  / AIDS Stomach Ulcers

Cardiovascular Disease Hormone Problems Stroke

Covid-19 Hypoglycemia Thyroid Problems

Diabetes Kidney Disease TMJ

Heart Disease Liver Disease Tuberculosis

Heart Murmur Low Blood Pressure AUTISM or Developmental 
Delays

ASPRIN IODINE NSAIDS

ACRYLIC LATEX PENICILLIN

BARBITUATES LOCAL ANESTHETICS SULFA DRUGS

CODEINE METALS OTHER ALLERGIES NOT LISTED

mailto:office@betheafamilydentistry.com


Women:      Taking oral contraceptives?           YES              NO  


                         Pregnant or Trying to?                    YES              NO


	             Breastfeeding?      	 	        YES              NO


  

Patient Signature:____________________________________________________________

(PARENT / GUARDIAN SIGNATURE IF PATIENT IS UNDER 18)


FINANCIAL POLICY


Print Patient Name _____________________________________________________________________


Guarantor if Patient is under 18 ___________________________________________________________


Guarantor’s DOB______-______-________	 	 Guarantor’s SS#_________-__________-__________

	 	 	 	 	 	 	 	 **Required for patients under the age of 18**


PLEASE READ CAREFULLY AND INTIAL BELOW


___________ PAYMENT FOR SERVICE IS COLLECTED BEFORE TREATMENT IS PROVIDED ON DATE OF 
SERVICE


___________ ALL APPOINTMENTS MUST BE CONFIRMED VIA TEXT OR VOICE CALL TO OUR OFFICE 7 DAYS 
PRIOR TO YOUR APPOINTMENT IN ORDER TO HOLD YOUR APPOINTMENT TIME. **WE DO HAVE A 
CONFIDENTIAL VOICEMAIL TO LEAVE MESSAGES ON REGARDING YOUR APPOINTMENT**


DENTAL INSURANCE


AS A COURTESY TO YOU, OUR OFFICE WILL FILE A DENTAL CLAIM WITH YOUR INSURANCE COMPANY IN 
AN EFFORT TO MAXIMIZE YOUR BENEFITS. WE CAN ONLY ESTIMATE WHAT INSURANCE MAY PAY. THIS 
ESTIMATE MAY INCLUDE YOUR DEDUCTIBLE AND THE PORTION NOT COVERED BY YOUR INSURANCE.

HOWEVER, THIS IS NOT A GUARANTEE OF PAYMENT; YOU WILL ULTIMATELY BE RESPONSIBLE FOR ALL 
FEES ASSOICIATED WITH TREATMENT PROVIDED BY OUR OFFICE. WE REQUIRE 100% PAYMENT OF YOUR 
ESTIMATED PATIENT PORTION AT TIME OF SERVICE OR ON PREP/IMPRESSION DATE. 

IF YOU HAVE QUESTIONS WITH THE AMOUNT YOUR INSURANCE COMPANY HAS PAID OR WILL PAY 
PLEASE CALL YOUR INSURANCE CARRIER.

**IF YOUR INSURANCE IS OUT OF NETWORK WITH BETHEA FAMILY DENTISTRY YOU WILL BE REQUIRED 
TO PAY FOR YOUR VISIT IN FULL AND WE WILL REIMBURSE YOU ONCE YOUR INSURANCE HAS PAID.


PLEASE INTIAL BELOW THAT YOU UNDERSTAND 




___________ I ACKNOWLEDGE AND UNDERSTAND THAT MY PATIENT PORTION IS ONLY AN ESTIMATE 
AND I AM RESPONSIBLE FOR THE COST OF ANY AND ALL PORTIONS LEFT UNPAID BY THE INSURANCE 
COMPANY.

___________ I AM FINACIALLY RESPONSIBLE FOR ANY AND ALL TREATMENT REGARDLESS OF INSURANCE 
STATUS.


___________ I UNDERSTAND THAT ANY CLAIM DENIED BY MY INSURANCE WILL AUTOMATICALLY 
BECOME THE RESPONSIBILITY OF THE PATIENT OR PARENT, IF THE PATIENT IS UNDER 18.


___________ BETHEA FAMILY DENTISRTY ACCEPTS THE FOLLOWING TYPES OF PAYMENT CASH, CHECK, 
CREDIT CARD, PAYMENT FOR INURANCE COMPANIES, AND CARE CREDIT. WE DO NOT OFFER ANY TYPE OF 
FINANCING. 


PATIENT SIGNATURE ________________________________________________________


   ***PARENT’S SIGNATURE IF PATIENT IS UNDER 18***



**Initial the boxes below 
& sign the bottom



HIPAA OMNIBUS RULE 

PATIENT ACKNOWLEDGEMENT FORM FOR RECEIPT OF NOTICE OF PRIVACY PRACTICES 
CONSENT/LIMITED AUTHORIZATION & RELEASE FORM 

You may refuse to sign this acknowledgement & authorization. In refusing we may not be allowed to process your insurance claims. 

Date: ________ Patient Name: _________________________ _ 

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM RECEPTION AREA: 

o First Name Only o Proper Surname o Other __________

PLEASE LIST ANY OTHER PARTIES WHO ARE ACTIVELY INVOLVED IN YOUR HEALTH CARE AND WHO CAN HAVE ACCESS TO 

YOUR HEALTH INFORMATION: (This includes step parents, grandparents and any care takers who can have access to this patient's records): 

Name: ____________________ Relationship: _____________ _ 
Name: ____________________ Relationship: _____________ _ 

I AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENTS, TREATMENT & BILLING INFORMATION VIA: 

�ell Phone Confirmation �mail Confirmation 
¢ext Message to my Cell Phone o Work Phone Confirmation
�Home Phone Confirmation o Any of the Above

I AUTHORIZE INFORMATION ABOUT MY HEALTH BE CONVEYED VIA: 

\)a"Cell Phone Confirmation rJ Email Confirmation 
$Text Message to my Cell Phone !J Work Phone Confirmation
o Home Phone Confirmation rJ Any of the Above

I APPROVE BEING CONTACTED ABOUT SPECIAL SERVICES, EVENTS, FUND RAISING EFFORTS or NEW HEALTH INFO on 
behalf of this Healthcare Facility via: 
o Phone Message
!J Text Message
□Email

o Any of the Above

CJ None of the Above (opt out)

In signing this HIPAA Patient Acknowledgement Form, you acknowledge and authorize, that this office may recommend products or services to promote your improved 
health. This office may or may not receive third party remuneration from these affiliated companies. We, under current HIPAA Omnibus Rule, provide you this information with 
your knowledge and consent. 

As a healthcare provider, we may receive substance use disorder records, which are protected under title 42 of the Code of Federal Regulations Part 2. In no event will we use 
or disclose your Part 2 Program record, or testimony that describes the information contained in your Part 2 Program record, in any civil, criminal, administrative, or legislative 
proceedings by any Federal, State, or local authority, against you, unless authorized by your consent or the order of a court after it provides you notice of the court order.  

Some information, such as HIV-related information, genetic information, alcohol and/or substance use disorder treatment records, and mental health records may be entitled 
to special confidentiality protections under applicable state or federal law. We will abide by these special protections as they pertain to applicable cases involving these types 
of records.

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for this healthcare facility. A copy of 
this signed, dated document shall be as effective as the original. MY SIGNATURE WILL ALSO SERVE AS A PHI DOCUMENT RELEASE 

SHOULD I REQUEST TREATMENT OR RADIOGRAPHS BE SENT TO OTHER ATTENDING DOCTOR/ FACILITIES IN THE FUTURE. 

Please print name of Patient 

Legal Representative/ Guardian 

OFFICE USE ONLY 

Please sign Patient/ Guardian of Patient 

Relationship of Legal Representative/ Guardian 

As Privacy Officer, I attempted to obtain the patient's (or representatives) signature on this Acknowledgement but did not because:

0 It was emergency treatment 
0 I could not communicate with the patient 
0 The patient refused to sign 
0 The patient was unable to sign because 
0 Other(please describe) __________________________________ _ 

Signature of Privacy Officer _____________ _ 

HIPAA MADE EASY® I ©2009/2019 All Rights Reserved 1 160 1 HIPAA MANUAL TO OMNIBUS RULE STANDARD 





COVID‐19 PANDEMIC ‐ PATIENT DISCLOSURES 
 

This patient disclosure form seeks information from you that we must consider before making treatment decisions in the 
circumstance of the COVID‐19 virus. 
 
A weak or compromised  immune system (including, but not  limited to, conditions  like diabetes, asthma, COPD, cancer 
treatment, radiation, chemotherapy, and any prior or current disease or medical condition), can put you at greater risk 
for contracting COVID‐19. Please disclose to us any condition that compromises your  immune system and understand 
that we may ask you to consider rescheduling treatment after discussing any such conditions with us.  
 
It is also important that you disclose to this office any indication of having been exposed to COVID‐19, or whether you 
have experienced any signs or symptoms associated with the COVID‐19 virus.  
 

 Yes No 

Do you have a fever or above normal temperature?   ☐ ☐ 

Have you experienced shortness of breath or had trouble breathing? ☐ ☐ 

Do you have a dry cough? ☐ ☐ 

Do you have a runny nose? ☐ ☐ 

Have you recently lost or had a reduction in your sense of smell? ☐ ☐ 

Do you have a sore throat? ☐ ☐ 

Have you been in contact with someone who has tested positive for 
COVID‐19? ☐ ☐ 

Have you tested positive for COVID‐19? ☐ ☐ 

Have you been tested for COVID‐19 and are awaiting results? ☐ ☐ 

Have you traveled outside the United States by air or cruise ship in 
the past 14 days? ☐ ☐ 

Have you traveled within the United States by air, bus or train within 
the past 14 days? ☐ ☐ 

 
I fully understand and acknowledge the above information, risks and cautions regarding a compromised immune system 
and have disclosed  to my provider any  conditions  in my health history which may  result  in a  compromised  immune 
system.  
 
 
By signing this document, I acknowledge that the answers I have provided above are true and accurate. 
 
 
____________________________________    ____________________________________ 
Signature            Date 
 
 
____________________________________ 
Witness 
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