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Intake Form 
As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, 

receive, and maintain.  Your answers are for our records only and will be kept confidential subject to applicable laws.  Please note that you 

will be asked some questions about your responses to this questionnaire and there maybe additional questions concerning your health.  

This information is vital to allow us to provide appropriate care for you.  Our office does not use this information to discriminate. 
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Medical History 

Patient Name     Date of Birth 

 
To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect information can 

be dangerous to my (or the patient’s) health.  It is my responsibility to inform the dental office of any changes in my medical status. 

Signature of Patient, Parent or Guardian 

                           Signature                                                                                                           Date 
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Patient Name       

 

Financial Policy 

Barrett Family Dental proudly accepts most dental insurance plans.  We file all dental insurance claims as a 

patient courtesy.  In the event of a treatment plan, we create a reasonable estimate of patient co-payments 

and insurance contributions.  This estimate is based on contracted insurance rates, the general breakdown 

of benefits obtained through the insurance verification process and our knowledge of common insurance 

practices.  This estimate is not a guarantee of insurance payment.  All benefit determinations are at the 

discretion of the insurance company and are not determined until after a claim is submitted.  We provide 

treatment estimates as a courtesy in order to minimize the total out-of-pocket cost due by the patient.  All 

estimated co-payments are due at the time of service.  

Checks that are returned to our office by your financial institution are subject to a $100.00 returned check 

fee.  This fee covers the processing fees that are charge to our office for a returned check. 

The Patient is responsible for any remaining account balance resulting from insurance nonpayment or 

underpayment.  A statement will be mailed to you regarding this balance.  Payment is due immediately 

upon receipt. 

PATIENT ACKNOWLEDGEMENT AND AUTHORIZATON 

I understand and agree to the Dental Insurance Policy stated above.  I authorize all my insurance companies 

to make payment directly to Barrett Family Dental PC.  This assignment will remain in effect unless revoked 

by me in writing.  I understand that I am financially responsible for all charges whether or not paid by said 

insurance company.  Further, I authorize the release of any patient information necessary to process these 

claims. 

 

                           Signature                                                                                                           Date 
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Patient Name       

 

Cancellation Policy 

Barrett Family Dental makes an effort to see patients on time in order to give patients the care they deserve.  

Your scheduled appointment time is reserved for you.  Therefore, we ask that you please give us 48 hours’ 

notice if you are unable to keep your scheduled appointment.   Failure to provide 48 hours’ notice of 

cancellation will result in a short notice cancellation charge.  The fee for short notice cancellation is $75.00 

per hour cancelled. 

Barrett Family Dental utilizes an automated phone and texting service to provide appointment reminders.  

This system is not configured to allow for appointment changes.  Any attempts to change appointments 

using the texting service or after-hours phones may not be received.  If you must change your appointment, 

please call and speak with a member of the team during normal business hours.   

 

I understand and agree. 

 

                           Signature                                                                                                           Date 

 

Acknowledgement of the Receipt of Notice of Privacy Practices 

The Notice of Privacy Practices describes how my private health information may be used and disclosed and 

how I can get access to this information. 

I acknowledge that I have received a copy of this office’s Notice of Privacy Practices. 

 

 

                           Signature                                                                                                           Date 
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Authorization for Release of Information 

 
 Patient Name___________________________ Date of Birth__________________________  
 
Many of our patients allow family members such as their spouse, parents or others to call and request dental 
or billing information. Under the requirements of HIPAA we are not allowed to give this information to 
anyone without the patient’s consent. If you wish to have your dental or billing information released to 
family members you must sign this form. Signing this form will only give information to family members 
indicated below.  
 
In the State of Oregon, the medical age of consent is 15 years of age.  This form is required for the release of 
information for any patient age 15 or older. 
 
I authorize Barrett Family Dental to release my medical and/or billing, appointment, financial, and/or 
treatment information to the following individual(s):  
 

1.________________________________ Relation to Patient:_________________________  
 
2.________________________________ Relation to Patient:_________________________  
 
3.________________________________ Relation to Patient:_________________________  

 

 

 
Patient Information  

 
I understand I have the right to revoke this authorization at any time and that I have the right to inspect or copy 
the protected health information to be disclosed.  
 

I understand that information disclosed to any above authorized recipient or voicemail or email is no longer 
protected by federal or state law and may be subject to redisclosure by the above recipient or someone who has 
access to your voicemail or email.  
 

You have the right to revoke this consent in writing.  
 
 
 
 

Signature:______________________________________Date:_________________________________ 

 


