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PatEnt l.idme:

Are you urder a physiciut's tare now?
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'''.,., .',,,'','-','.1'',,',.,,,
ffiodren: Are you.'

i' PreErantlTrynrg to ,get p{egnant?

Ne$Port Center Dental GrouP

Eaglesoft i{€dkal H'rstory l}sE THIS Ol{E(Copy}(ccpy){copy}
Birfi DatEl Date Crenied:

Date 11'?5/:016

taking,-rsuld hdve an impqtant hLrrelatioNtrip ,rdfr dre dentisfy you will receive, Thar*. you for ansurering tre fo$owing quesbons.
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TIME 10:44 AM

ID: Chart ID:

First Name:

Patient Is:fiPolicy Holder [Responsible Party

Responsible Party ( if someone other than the patient )

PATIENT REGISTRATION

Last Name:

Prefened Name:

Last Name:

Address 2:

DATE 12612026

Middle lnitial:

Middle Initial:

Pager:

Cellular:

lJ Secondary Insurance Policy Holder

First Name:

Address:

City, State, Zip:

Home Phone:

Birth Date:

Work Phone:

Soc Sec:

| -lResponsible 
Party is also a Policy Holder for Patient lf frimary Insurance Policy Holder

Patient Intbrmation

Address:

City:

Home Phone:

cender: ff uate f Female

Birth Date:

E-mail:

EmPloYment;*1Full Time
Status:

Student Status: ilFull Time

Medicaid ID:

. Employer ID: 
-

Carrier ID:

Work Phone:

l_*lUnknown

Age:

Address 2:

State / ZiP:

Marital Status: f] Married IDivorced f,seParated f,widowed

Drivers Lic:

Ext:

Pager:

Cellular:

fl singte

I I woutd like to receive correspondences via e-mail'

Section 3
Section 2

f,tart'rime

f fa.t rime

f Retired
Referred BY

Previous Dentist

EmergencY Contact

EmergencY Contact #

Primary Insurance Information

Name of Insured:

Insured Soc. Sec:

Employer:

Address:

Address 2:

City, State, ZiP:

Rem. Benefits:

Insured Birth Date:

Relationship to Insured: fi Self Ispouse Ictrita Iotte,

Ins. ComPanY:

Address:

Address 2:

City, State, ZiP:

Ilem. Deduct:

Secondary Insurance Information

Insured Birth Date:

RelationshiP to Insured: i: Self

Ins. CompanY:

Address:

Address 2:

City, State, Zip:

{l]spouse Ictllo i*lott er

Name of Insured:

lnsured Soc. Sec:

EmploYer:

Address:

Address 2:

City, State, ZiP:

Rem. Benefits: Rem. Deduct:

Soc Sec:



WELCOME TO OUR DENTAT GROUP

Wearehappythatyouhavechosenourgroupasyourdentalhealthprovider'Thedentistandstaffare
lookingforwardtoalonghealthfulrelationshipwithallorourpatients'

our primary concern is your oral health and dental needs; we will strive to provide you with the best

quality a professional care that you desire and deserve'

lnordertoprovidetimelyappointmentsforallpatients,weaskthatyoupleasecancelanappointment
which you have scheduled and that you are unable to keep, by at least 24 hours before that

appointment time. This will enable us to provide that valuable time for another patient and/or an

emergency.lnfairnesstoall,achargeofs5'00per15minutesofscheduledtimewillbebilledifyour
appointment is not cancelled. we record the cancellation/broken appointments in your medical legal

records.

Naturaily the cost of dental care is a concern to alr patients. lt is customary to have the patient's share or

co-payment paid as the service is rendered unless special arrangements have been discussed and agreed

uponbytheofficemanager.lnordertokeepourfeesatthelowestreasonablelevelspossible,wemust
haveapreciseandjustpaymentprocedures.Whileonlyasmallminorityofourpatientsfallintothe
followingcategory,wemustinformyouthatreturnedchecksandbalancesolderthat30daysmaybe
subject to additional collection fees and late payment fee 1 %%per month to any balance owed' in the

event of default to pay, reasonable collection charges and/or attorney fees will be added as provided by

law.

your dental coverage is a contract between you, your employer and the lnsurance company' we are not

apartofthatcontract.Notallservicesareacoveredbenefitinallcontracts.Somelnsurancecompanies
arbitrarily select certain dental services they do not cover' No special letters or words to them will

change that coverage. lf you request, *. *itt give you good faith estimate of charges after your

examination. Those estimates are subject to change if you decide on a different course of treatment and

useofdifferentmaterials,orabiomechanicalneedencounteredduringthetreatmentphase'The
estimate is not a guarantee of the price. lt is your responsibility to know your insurance coverage' not

ours.Therearethousandsofpoliciesandpaymentschedules'Wecannotknowpreciselywhatyouor
youremployerhaspurchased.Youarepersonallyresponsiblefortheentirefeeforprofessionalservices
rendered.

lf you have any questions regarding your dental care, privacy rights' or any other needs that we should

know,pleasefeelfreetospeaktoyourdentistortheofficemanagementregardingyouconcern'
Remember we want to help and encourage your participation in your good oral health goals'

By signing this form you are allowing Newport center Dental Group to bill and receive insurance

payment from your dental insurance if you have insurance' lf you have no insurance full payment is due

at the time of service'

Thank you, and welcome to our dental group'

Patient's signature
Date



NewPort Cerlter (Dentaf Qrory
:'::'

1401 Avocado e (949) 640-1122

NOTICE OF PRIYACY PRACTICES
Effective Date: January 21r 2026

THISNnTICEDESIRIBESHoWDENTALANDMEDICALINF1RMATI1NAB1(]TYoUMAYBEUSEDANDDISCL)SEDANDHOIT
YOU CAN GET ACCNii fiiili MTORMATION, PLEASE REVIEW IT CAREFULLY'

OURLEGALDUTY
we are required by law to maintain the privacy of your protected health information ("pHI"), to provide you with this Notice ofPrivacy Practices' to follow the terms of this

f.f",i." .rrr*,fv in effect, and to notif you ifa breach ofyour unsecured PHI occurs'

to you, or payment for that care.

no*,*'.il1Y.'.:"-til1lJ::.T::,f"y*IJf"Hil'l}#Hfl'ot&id:, c:,o1g1nltq ormanagevourdentar care. rhis incrudesshari'g inrormationwith dentists'

; lfiin,;.;;*:tii;*,:1\::ffi:l:#,";*H*ffiif,'ii:T::H[tXi.:l![r[:];":" ::p:1.,, denta, benerit p'ans, or other responsibte parties

3. Health care operations: we may use u.a airaorJ voi, r,""r,r, irrrr"*ri", r"; J*"ii". lp;;ri,".r, including quaiity assessment, staf training' licensing' audits'

accreditation, business planning' and administrative purposes'

oraen uisi tNo ptsctosunbs pmurrto oR REQUIRED BY LAIr'

Wemaydiscloseyourhealthinformationwithoutyourauthorizationinthefollowingsituotions:
. As required by federal, state, or local law

o For Public health activities
o For'health oversight activities such as audits or investigations

o In response to a court order, subpoena' or lawful request

o For law snlorcement Purposes
. To prevent or lessen i serious threat to hcalth or safety

r Foiworkers' compensation or similar programs

$:T,,i}?J:::h?"t"',l}:Jil"fi"1*,ox'I3"""",',Jfl::TT,f"Yffi3.::?ffi::*.t,is 
Notice unress vou provide written authorization' rhis incrudes:

o Marketing PurPoses
r Sale ofYour health information

You may revoke your authorization at any lime in writing'

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION

You have the right to:
r Get a copy of your Recordsl you may inspect or request a copy. of your dental and billing records. we will provide access within 30 days as required by law'

o Request corrections: you may request an amenl'm"iiiiv." il,i.r.i your health information is incorrect or incomplete'

o Request confirlential communication.: You tuy 
'"qu"st 

that w.e contact you in a specific way oI at a specific location'

. Request Restrictions: you may request limits on f,ow we use or disclose your informition' we are not required to agree to all requests'

o Receive a List of Disclosures: You may ,"quttiun-ut"tu"i"iorcertain aisctosures ofyour health information'

o Ger s prper copy of rhis Notice: you may r"d;r;;il;;;py of this r'rou." ui uny ti.., 
"utn 

if you agreed to receive it electronically'

o Fire a comptainii you may fire a compraint if y*;i;;'.-;"riprirucy ,igr,o^i""" il'.* ,iorur"a vou n,av file a complaint with our office or with the U'S'

Department of H."rit 
"rJ 

firr"" Servlces. you wilt not be retaliated against for filing a complaint'

CHANGES TO TTIIS NOTICE
we reserve the right to change this Notice and make the revised notice effective for all health information we maintain Updated notices will be available in our offtce and on our

website.

CONTACT INFORMATION
if v"" t 

"r"qr*tior,, 
uboutiii' Notice or wish to exercise your rights' 

''*i"nt""t??i"cer: Kristy M.

Dental Oflice Nami: Newport Center Dental Group

Phone: (949) 640-1122

Address: 1401 Avocado Ave" buite 404' Newport Beach' CA 92660

You may also contact
U.S. Depa(ment of Health and Human Services

Oflice for Civil Rights
l-877-696'6775

ACKNOWLEDGMENT OF RECEIPT

I acknowledge that I have received a copy ofthe Notice ofPrivacy Practices'

Patient Name:

Signature

Date:


