
Esparza Family Dentistry

Patient Registration
(Please Print)

Date ________________

Home Phone _____________________Work Phone _______________________Cell Phone ________________________

  

Patient Name ___________________________________________________________________________________________

                               Last                       First                    Middle Int.              Preferred Name

Address ________________________________________________________________________________________________

                       Street                                       City                 State                         Zip

Email Address_____________________________________________        Age ____________       DOB ______________ 

Patient SS# ______________________ Marital Status S ___ M ___ D ___ W ___

Employer ________________________________        Occupation _________________________

Primary Insurance

Name of Dental Insurance Co. _____________________________________________________

Member ID # _____________________________ Group/Policy #_________________________

Guarantor’s Name _________________________________ SS# __________________________

Guarantor’s Employment ___________________________ Guarantor's DOB ____________

Secondary Insurance

Name of Dental Insurance Co. _____________________________________________________

Member ID # ____________________________ Group/Policy #__________________________

Guarantor’s Name _________________________________ SS# __________________________

Guarantor’s Employment ___________________________Guarantor's DOB______________

Emergency Contact _______________________________________________________________

                                               Name                                                  Phone Number

Whom should we thank for referring you? ________________________________________

I agree to be responsible for payment of all services rendered on my behalf or my dependents.  
I understand dental insurance may pay less than the actual bill for services.

Signature of patient or parent, if minor ____________________________________________

Relationship to Patient _________________________                       
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Esparza Family Dentistry

Financial Policy
Our office is committed to providing you with the highest quality dental treatment and the best possible care. We

are happy to discuss our professional services and related fees with you at any time.  Your clear understanding of

our financial policy is important to our professional relationship. We encourage you to ask questions regarding 

fees, the office financial policy and your account status. You are responsible for all fees related to your treatment.

You are responsible for the timely payment of your account. We expect either payment in full or your co-

payment on the day of service. We will file your insurance as a courtesy to you. If your insurance company has 

not paid your claim within 45 days you will be notified. You will be expected to pay your balance at that time. If 

the balance on your account is not paid in full within 60 days, your account will be forwarded to our collection 

service. Collection fees, court cost, attorney fees and any other fees would be your responsibility.  In cases of 

disputes, you agree that venue and jurisdiction for all matters concerning our relationship shall be proper only in 

the courts of the City of Virginia Beach, Virginia.  

If you cancel your scheduled appointment within less than 24 hours notice, or fail to come to your 

appointment, a $25 per appointment hour charge will be incurred.

Insurance

This office is a participating provider with Delta Premier and United Concordia (please note:  we are not 

contracted with United Concordia's Tricare Dental Program).  It is very important that you understand your 

insurance benefit is a contract between you and your insurance company. We will gladly file your claim as a 

courtesy to you. However, you are ultimately responsible for any and all fees related to your dental treatment. If 

your insurance company denies payment for a service deemed necessary by the dentist, we will do our best

to appeal but you are ultimately responsible for payment of services rendered.  Any grievances or concerns 

regarding coverage and benefits should be directed to your employer or dental insurance provider. We will not 

become involved in disputes between you and your insurance company regarding deductibles, co-payments, 

covered charges and benefits other than to supply factual information.   

In cases where a secondary insurance is involved, you will be required to pay the portion of your account 

balance that was not covered by your primary insurance.    If you have 3 or more insurances, we will file the 

primary and secondary insurances only; we can give you the information you need to file any additional 

insurances you have.  

This office does not participate in HMO’s or DMO’s. It is imperative that you discuss your co-payment 

obligation prior to treatment. Due to the significant discount from our normal fee with certain insurance 

companies, your account must be paid in full on the date of service, per your insurance contract.

I have read the above financial policy and understand the provisions of the agreement. I have had an 

opportunity to ask questions and have them answered to my satisfaction. By signing this agreement, I accept the 

terms, provisions and obligations of the financial policy of this office.

Note:  In the case of default on payment of this account, I agree to pay collection costs and attorney fees of 

33 1/3% incurred in attempting to collect on this outstanding account balance.

Signature of patient/responsible party: _________________________________    Date: ________________



Esparza Family Dentistry
AUTHORIZATION TO USE DISCLOSE PROTECTED HEALTH INFORMATION

Patient:  ______________________________________________Date of Birth:__________________
Address: ___________________________________________________

___________________________________________________
Telephone: ___________________________________________________

Other names under which the Patient has been treated:  
___________________________________________________

I authorize Sarah T. Esparza, DDS, PC and its employees, agents or associated healthcare practitioners 
(“PROVIDER”) to use or disclose the Patient’s protected health information as described below.

1. Relevant Time Period.  PROVIDER may use or disclose information relating to healthcare provided 
during the following time period:  
Anytime.
Healthcare provided between (date) ____________________ and (date) _____________________.

2. Types of Information.  PROVIDER may use or disclose the following type(s) of information:
Any information concerning the Patient’s healthcare or payment during the relevant time period.
Medical records concerning the Patient’s healthcare during the relevant time period, including:

Records from the Patient’s chart (e.g., history, examination, progress notes, lab results, 
diagnostic test results, operative reports, discharge summaries, photographs, etc.)
Diagnostic images, films or other recordings (e.g., x-rays, etc.)

Billing and payment records for healthcare rendered during the relevant time period.
Other:  _______________________________________________________ 

3. Persons to Whom Disclosure Allowed.  PROVIDER may disclose the information to the following 
entity (ies):

Name: ___________________________________________
Address: ___________________________________________

___________________________________________
Phone number: ___________________________________________

Relationship                   ___________________________________________

4. Purpose.  PROVIDER may use or disclose the information for the following purpose(s):
The disclosure is made at the Patient’s request.
For a potential or pending legal proceeding.
Other:  ____________________________________________________________________

I understand that I have the right to revoke this authorization at any time except to the extent that PROVIDER 
has taken action in reliance on this authorization.  To revoke this authorization, I must submit a written revocation
to:

Sarah T. Esparza, DDS, PC

I understand that PROVIDER may not condition the Patient’s healthcare on this authorization unless (1) the 
purpose for PROVIDER’s evaluation and treatment is to obtain and disclose information to entities consistent 
with this authorization, or (2) the Patient is involved in research-related treatment and the use or disclosure is for 
such research.

I understand that information disclosed by PROVIDER pursuant to this authorization may be re-disclosed by the 
entity who receives this information and may no longer be protected by privacy regulations.

                                                                                  ____________________________
Signature Date

                                                                                  
Authority or relationship to the Patient
* Give a copy of the authorization to the Patient or personal representative     HIPPA authorization Sarah T. Esparza, DDS, PC               


