




PROFILES ORAL & FACIAL SURGERY

PATIENT INFORMATION

Patient’s Name:__________________________________________ Date: __________________________

Sex____ Age:_____ Birth Date:___________ Soc. Sec.# ________________________________________

Address: ______________________________________________________________________________

City:_______________________________________ State:_______________   Zip: __________________

Home #:______________________ Cell #:______________________ Work #: ______________________

Email Address: _________________________________________________________________________

Spouse’s Name (if minor, parent’s name): ____________________________________________________

Dental Insurance Plan:_________________________________ Member ID #: ______________________

Primary Subscriber Name:___________________________________ D.O.B. _______________________

**Medical insurance information is needed as some dental carriers require oral surgery to be submitted 
to your medical insurance prior to paying your claim.**

Medical Insurance Plan:________________________________ Member ID #: ______________________

Insurance Telephone #: ___________________________________________________________________

Primary Subscriber Name:___________________________________ D.O.B. _______________________

Responsible Party’s Name:___________________________________ D.O.B. _______________________

Address: ______________________________________________________________________________

City:_______________________________________ State:_______________   Zip: __________________

Family members who have been patients here: _________________________________________________

Emergency Contact: _____________________________________________________________________

Relationship:___________________________________ Phone #: ________________________________

We request that charges for services rendered be paid at the conclusion of each visit. We accept the following 
forms of payment:

• All major credit cards accepted  • Cash  • Money Order  • CareCredit®  • LendingClub®

Insurance is filed as a courtesy to our patients. Our office will allow 90 days for the insurance company to respond. If no response 
is received within the 90 days, you will be responsible for the entire amount due. All costs including collection fees, court costs and 
reasonable attorney fees will become the financial responsibility of the signing party if payment is not received as described above. 
Your signature indicates agreement with the above stipulations.

______________________________________________________________________________________
PATIENT/GUARDIAN SIGNATURE DATE





PROFILES ORAL & FACIAL SURGERY CENTER

2051 45th Street, Suite 205 2560 RCA Blvd., Suite 102 24 N Loxahatchee Dr., Suite 1
West Palm Beach, FL 33407 Palm Beach Gardens, FL 33410 Jupiter, FL 33458
(561) 622-9065 (561) 622-9065 (561) 622-9065

Notice of Privacy Practices
Patient Acknowledgement

Patient Name:_________________             Date of Birth:_________

I have received this practice’s Notice of Privacy Practices written in plain language. The Notice provides in detail 
the uses and disclosures of my protected health information that may be made by this practice, my individual 
rights and the practice’s legal duties with respect to my protected health information. The Notice includes:

 • A statement that this practice is required by law to maintain the privacy of protected health information.
 • A statement that this practice is required to abide by the terms of the notice currently in effect.
 • Types of uses and disclosures that this practice is permitted to make for each of the following purposes:
  treatment, payment, and health care operations.
 • A description of each of the other purposes for which this practice is permitted or required to use or 
  disclose protected health information without my written consent or authorization.
 •   A description of uses and disclosures that are prohibited or materially limited by law.
 •   A description of other uses and disclosures that will be made only with my written authorization and
  that I may revoke such authorization.
 • My individual rights with respect to protected health information and a brief description of how I may
  exercise these rights in relation to:
   - The right to complain to this practice and to the Secretary of HHS if I believe my privacy rights
   have been violated, and that no retaliatory actions will be used against me in the event of
   such a complaint.
   - The right to request restrictions on certain uses and disclosures of my protected health information,
   and that this practice is not required to agree to a requested restriction.
   - The right to receive confidential communications of protected health information.
   - The right to inspect and copy protected health information.
   - The right to amend protected health information.
   - The right to receive an accounting of disclosures of protected health information.
   - The right to obtain a paper copy of the Notice of Privacy Practices from this practice upon request.

This practice reserves the right to change the terms of its Notice of Privacy Practices and to make new provisions 
effective for all protected health information that it maintains. I understand that I can obtain this practice’s 
current Notice of Privacy Practices on request.

Signature:______________________________________ Date: ____________________________________

Relationship to patient (if signed by a representative of patient): ____________________________________
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