
10:33 AMTIME

PATIENT REGISTRATION

DATE 9/12/2022

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

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

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

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

Section 2 Section 3

Employment
Status:

Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Emergency Contact

Emergency Number

Primary Insurance Information

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:





Daniels Parkway Dental 
Patient Authorization for Use and Disclosure of Protected Health Information 

 
Patient Name:____________________________________                   Patient DOB:_________________ 

 
Please CHECK one of the following: 
 
_____I give my permission to Daniels Parkway Dental to disclose my protected health information and patient 
medical record information to the following individuals (this would allow for example discussion of any 
treatment options, insurance coverage or payment options): 
 
NAME:_______________________________________      RELATIONSHIP:__________________  
 
NAME:_______________________________________      RELATIONSHIP:__________________ 
 
NAME:_______________________________________      RELATIONSHIP:__________________  
 
NAME:_______________________________________      RELATIONSHIP:__________________ 
 

OR 
 
____I request that all my Protected Health Information and/or Medical Record Information be disclosed 
 to ME ONLY. 
 
 

May we contact you and/or leave appointment reminder information on any of the following?  
Please initial the device(s) acceptable: 
 

_____Home Answering Machine/Spouse 
_____Cellular Phone Voicemail 
_____Work Voicemail or Answering Machine 
 
 

 
Due to current changes in the dental insurance industry, it is becoming increasingly difficult  to obtain 
insurance benefit specifics for individual plans.  We do our best as a courtesy to our patients,  but we can only 
give an ESTIMATE of coverage.  The patient or guarantor is responsible for all treatment rendered not covered 
by insurance.   
 
 
At any time the patient may revoke this consent through written notification to Daniels Parkway Dental. 
 
 
Signature of Patient or Authorized Representative:___________________________________________________  Date:___________________ 
 
 
Printed Name of Patient or Authorized Representative:_______________________________________________   Date:___________________ 

 



 

 

 
 DANIELS PARKWAY DENTAL 

 
ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

(You May Refuse to Sign This Acknowledgment.) 
 

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for 
Daniels Parkway Dental this ______day of____________,20____.  A copy of this signed, dated 
Acknowledgement shall be as effective as the original. 
 

_________________________________________________ 
PLEASE PRINT YOUR NAME 

 
_________________________________________________ 

PLEASE SIGN YOUR NAME 
 

If you are the legal representative of the patient, please print the patients’ name(s) and describe your 
authority:__________________________________________________ 
 
Thank you and if you have any questions about this form or our Notice, please contact our privacy officer, 
Shelly King, D.M.D.. 
_____________________________________________________________________________________ 
Office Use Only  As privacy officer, I attempted to obtain the patient’s (or representative’s) signature on                       
.                            this Acknowledgment but did not because: 
                                __  It was emergency treatment. 
                           __  I could not communicate with the patient. 
                                __ The patient refused to sign. 
                           __ The patient was unable to sign because:________________________ 
                           __ Other (please describe)_____________________________________ 
 
             Signature of privacy officer________________________________ 
_____________________________________________________________________________________ 

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
DENTAL BENEFIT EXPLANATION 

 
It is our policy to provide the best dentistry for you.  To do this, it is important that we do not let dental 
benefits be a determining factor in the diagnosis.  Your treatment will be based upon your specific needs, 
and we assume that you are as concerned as we are about maintaining your good health. 
 
As a courtesy to you, we will submit claims to your dental plan carrier.  We will also accept benefit 
assignment, meaning that we will estimate the expected benefit payment and allow you to pay your estimated 
portion at the time the services are provided.  However, we do not guarantee any estimate, and should your 
dental plan pay less than expected, you are fully responsible for the balance.  We will only allow a 60 day 
hold on insurance payments and then we will need to bill the balance to your account.  We take no 
responsibility for any denials by dental plans.  For your convenience, we do accept Mastercard, Visa, and 
offer interest free financing as well. (Ask us for more information.) 
 
I agree and understand these policies regarding my dental benefits.  I also authorize the dentist to release any 
information including the diagnosis and the records of any treatment or examination rendered to me or my 
child during the period of such dental care to third party payors and/or health practitioners.  I authorize and 
request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise 
payable to me. 
 

 
   ______________________________________________________                           ______________________ 
                        PATIENT SIGNATURE                                                          DATE 



DANIELS PARKWAY DENTAL 
Dr. Bryant King D.M.D. 

6900 Daniels Parkway Suite 30 
Fort Myers, FL  33912 

239-337-5464 
office@danielsparkwaydental.com 

 
 

  CANCELLATION POLICY 
 
We ask that you provide us with 24 hours notice of cancellation 

for any appointments. 
 

We reserve the right to charge a $45.00 fee for any appointments 
that are missed without notice. 

 
Thank You for understanding 

 
 
 
Print Name:________________________________ 
 
 
Signature:__________________________________ 
 
 
Date:______________________________________ 

mailto:office@danielsparkwaydental.com
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