
We ESTIMATE your portion on the date of service based from the information you provide us regarding your employee / 
insurance benefits.  All reasonable efforts are made to verify benefits.  Any difference in payment versus fees leaving a 
balance is billed to you.  Any credit amounts may be applied as a credit to your account for future treatment or returned to 
you as a reimbursement upon request.

All portions not covered by your insurance benefits are due at the time of the service.  Unpaid balances within 60 days of 
treatment are due IMMEDIATELY regardless of insurance contribution.  Balances over 60 days may have interest in the 
amount of 18% annually applied.  Balances due that are not paid within 90 days after treatment are subject to being 
forwarded to a collections agency and may have additional fees applied.

Welcome New Patients,
We are pleased you have chosen this office to provide your comprehensive dental care.  We look forward to providing you the 
best dental care possible.  If your care should require the additional services with a specializing dentist, necessary referrals 
will be provided to facilitate your needed treatment.  Please be aware of the following office policies and initial that you have 
read and understand each one.  Please see the office staff if you have any additional questions.

Financial Policy
As a courtesy to our patients, our office assists you in obtaining maximum benefit from your PRIMARY employee benefits.  
Secondary insurance claims are not filed by this office.  We may provide computer generated claims to you to be filed for 
reimbursement upon after balances have been paid.  There are many misconceptions about dental insurance.  Here is some 
information to help you better understand your insurance coverage.

Dental insurance is a form of payment only.  Your relationship is with your insurance carrier and the 
acceptance of benefits on behalf of any patient at this office is a privilege, not a right.  YOU, the patient or 
parent/guardian/responsible party of any minor patient(s), ARE ULTIMATELY RESPONSIBLE for payment 
WITHIN 60 DAYS FOR ALL FEES incurred as a result of treatment rendered at this office.

1.

An annual deductible required by your insurance company is to be paid prior to benefits being applied.  This 
must be submitted at the initiation of any restorative treatment within each calendar year.
(This may or may not apply to routine hygiene procedures or preventative treatment.)

2.

Employee Benefits help to defray some costs of dental care and requires patients to pay the portion of fees 
incurred that benefits do not cover.  This is your CO-PAYMENT.  Any applicable deductibles and co-payments 
are due at the beginning of each appointment before being seated for treatment.

3.

Employee benefits pay based on the premium paid by your employer.  Higher premium plans may pay more of 
the fees for your dental care.  Please familiarize yourself with your coverage and present any changes prior to 
dental appointment if requesting claims be filed to your insurance carrier on your behalf.  Our office is not 
notified by insurance carriers of specific changes in coverage outside of denial of claims.

5.

Claims are filed to insurance carriers based on information provided by patient.  Any changes MUST be 
presented prior to time of service to allow timely filing.  It is important to verify correct and update insurance 
information at EACH visit.  Please be prepared to present driver's license, social security number and/or 
birth date to facilitate the verification process.

6.

If an insurance check for treatment rendered at this office is disbursed to a patient and cashed and 
payment for said treatment not forwarded immediately to our office, future treatment may be rendered fee-
for-service ONLY as the privilege to have insurance filed as a courtesy has been forfeited.

7.

Billing

Dental insurance companies restrict payment for some services, may use restricted fee schedules and may 
exclude some procedures based on prior conditions and/or length of time on the plan.  Restrictions are based 
on the premium paid for benefits or laws governing insurance benefits.

4.



Payment Options
For your convenience, forms of payment accepted include cash, money orders, cashier's checks, Visa, Mastercard, American 
Express, debit cards and personal checks.  Insurance benefits are also accepted on patient's behalf upon request for up to 
60 days from treatment.  After 60 days, one of the above forms of payment must be remitted.

A returned check relinquishes the privilege of check payments on an account and will be charged a $35.00 fee in addition to 
the original check amount.  Such fees must be reconciled in the form of cash, money order or certified check ONLY within 10 
days in order for future appointments to be scheduled.

Appointments
Our appointments are scheduled to respect your time.  Unreported changes in address and phone number can impede our 
attempts to contact you.  We reserve a specific appointment for your care and we make every effort possible to see you at 
the appointed time.  We attempt to help remind you of appointment times; however, it is your responsibility to observe 
appointment times regardless of courtesy reminders.  We appreciate your promptness and consideration in observing your 
scheduled appointment.

After hour calls require at least two staff members to be present in order to perform treatment for both the patient and 
staff safety.  This may not always be a viable option when calling the after hours number.  Therefore, when experiencing dental 
discomfort, the most efficient response will be to contact the office during treatment hours.  For acute emergencies, proceed 
to the nearest emergency facility and contact our office during the next scheduled business day.  After hours calls are 
recorded and returned as soon as reasonably possible to address the dental needs of our patients.

This office requires a minimum of forty-eight (48) business hours notice to avoid assessing a $75.00 broken appointment fee 
should an appointment be cancelled or rescheduled lacking sufficient notice.

Certain services may be required to have a deposit of 50-100% of the estimated patient portion to reserve appointment 
time.  This is to help decrease broken appointments and keep the most available schedule opportunities for all patients.  
Deposits are non-refundable and may have the broken appointment fee deducted in the case an appointment that was 
schedule with the deposit is broken.

I have read and understand the policies of this office understanding that I have the opportunity to ask any questions 
regarding said policies prior to signing.  I hereby authorize the office of REDD Family Dentistry to provide my dental care.  My 
signature indicates my understanding and acceptance of all of the presented office policies.

Patient/Parent, Guardian or Responsible Party for Minor Patient Date

Signed:





REDD Family Dentistry
Designated Party Release


 REDD Family Dentistry to disclose my protected health information 
to (enter name of person/entity who will receive your protected health information):
At my request, I also authorize the office of 


Authorized Signature:


I understand that I may cancel this authorization at any time by signing this notice below.  However, if I cancel this 
authorization, I also understand that the cancellation will not affect any action the office of Tanya D. Redd, D.D.S., 
P.A. took in reliance on this authorization before receiipt of written notice of cancellation.


Signature Authorizing Cancellation:


Date Authorization Cancelled:


Patient Name: Date of Birth:


Date: Account #: Chart #:


Name: Address:


City: State: Zip:


Phone Number: Relationship to Patient:


 REDD Family Dentistry to communicate my protected health 
information to me via the following methods:
At my request, I also authorize the office of 


Leave detailed message on my home answering machine (phone #: )


Leave detailed message on my mobile phone voice mail (phone #: )


Fax detailed medical information (fax #: )


Email detailed medical information (e-mail: )


Leave detailed message on my voice mail at work (phone #:                                          ext: )


You may give the office of Tanya D. Redd, D.D.S., P.A. written authorization to disclose your protected health information 
to anyone that you designate, such as a family member or personal representative. If you wish to authorize a person to 
receive your protected health information, please complete the form below. You may also use this form to give us consent 
to leave detailed information (results of labs, x-ray, prescription refills, pertinent appointment information, etc.) on your 
home answering machine, voice mail at work, cell phone, e-mail, or another party that you designate.








Notice Of Privacy Practices 
REDD Family Dentistry


THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS 
TO THIS INFORMATION. 


PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US. 


We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you 
this Notice about our privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy 
practices that are described in this Notice while it is in effect. This Notice takes effect 04/14/2003, and will remain in effect until we 
replace it. 


We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by 
applicable law. We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all health 
information that we maintain, including health information we created or received before we made the changes. Before we make a 
significant change in our privacy practices, we will change this Notice and make the new Notice available upon request. 


You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this 
Notice, please contact us using the information listed at the end of this Notice. 


OUR LEGAL DUTY


 We use and disclose health information about you for treatment, payment, and healthcare operations. For example: 


Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to you. 


Payment: We may use and disclose your health information to obtain payment for services we provide to you. 


Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. Healthcare 
operations include quality assessment and improvement activities, reviewing the competence or qualifications of healthcare 
professionals, evaluating practitioner and provider performance, conducting training programs, accreditation, certification, licensing or 
credentialing activities. 


Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations, you may give us 
written authorization to use your health information or to disclose it to anyone for any purpose. If you give us an authorization, you 
may revoke it in writing at any time. Your revocation will not affect any use or disclosures permitted by your authorization while it was in 
effect. Unless you give us a written authorization, we cannot use or disclose your health information for any reason except those 
described in this Notice. 


To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights section of this Notice. 
We may disclose your health information to a family member, friend or other person to the extent necessary to help with your 
healthcare or with payment for your healthcare, but only if you agree that we may do so. 


Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of (including identifying or 
locating) a family member, your personal representative or another person responsible for your care, of your location, your general 
condition, or death. If you are present, then prior to use or disclosure of your health information, we will provide you with an opportunity 
to object to such uses or disclosures. In the event of your incapacity or emergency circumstances, we will disclose health information 
based on a determination using our professional judgment disclosing only health information that is directly relevant to the person's 
involvement in your healthcare. We will also use our professional judgment and our experience with common practice to make reasonable 
inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other similar forms of 
health information. 


Marketing Health-Related Services: We will not use your health information for marketing communications without your written 
authorization. 


Required by Law: We may use or disclose your health information when we are required to do so by law. 


Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible 
victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health information to the 
extent necessary to avert a serious threat to your health or safety or the health or safety of others. 


USES AND DISCLOSURES OF HEALTH INFORMATION







National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain 
circumstances. We may disclose to authorized federal officials health information required for lawful intelligence, counterintelligence, 
and other national security activities. We may disclose to correctional institution or law enforcement official having lawful custody of 
protected health information of inmate or patient under certain circumstances. 


Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as voicemail 
messages, postcards, or letters).


 


 You have the right to look at or get copies of your health information, with limited exceptions. You may request that we provide 
copies in a format other than photocopies. We will use the format you request unless we cannot practicably do so. (You must make a 
request in writing to obtain access to your health information. You may obtain a form to request access by using the contact 
information listed at the end of this Notice. We will charge you a reasonable cost-based fee for expenses such as copies and staff time. 
You may also request access by sending us a letter to the address at the end of this Notice. If you request copies, we will charge you 
$1.00 for each page, $25.00 per hour for staff time to locate and copy your health information, and postage if you want the copies 
mailed to you. If you request an alternative format, we will charge a cost-based fee for providing your health information in that format. 
If you prefer, we will prepare a summary or an explanation of your health information for a fee. Contact us using the information listed at 
the end of this Notice for a full explanation of our fee structure.) 


Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health 
information for purposes, other than treatment, payment, healthcare operations and certain other activities, for the last 6 years, but 
not before April 14, 2003. If you request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-
based fee for responding to these additional requests. 


Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information. We 
are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency). 


Alternative Communication: You have the right to request that we communicate with you about your health information by alternative 
means or to alternative locations. (You must make your request in writing.)  Your request must specify the alternative means or 
location, and provide satisfactory explanation how payments will be handled under the alternative means or location you request. 


Amendment: You have the right to request that we amend your health information. (Your request must be in writing, and it must explain 
why the information should be amended.) We may deny your request under certain circumstances. 


Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive this Notice in 
written form.


Access:


 


PATIENT RIGHTS


If you want more information about our privacy practices or have questions or concerns, please contact us.


If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your health 
information or in response to a request you made to amend or restrict the use or disclosure of your health information or to have us 
communicate with you by alternative means or at alternative locations, you may complain to us using the contact information listed at 
the end of this Notice. You also may submit a written complaint to the U.S. Department of Health and Human Services. We will provide 
you with the address to file your complaint with the U.S. Department of Health and Human Services upon request. 


We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint with us 
or with the U.S. Department of Health and Human Services. 


 
QUESTIONS AND COMPLAINTS 


Contact Officer:   Dr. Redd or Office Manager


Address:   2006 New Garden Road, Suite 101, Greensboro, NC 27410


Telephone:   (336) 286-2400 Fax:   (336) 286-2404
E-mail:   office@drtdredd.com







Notice Of Privacy Practices 


Purpose:
privacy practices. {Note: this form may need to be changed to reflect the dental practice's particular privacy policies and/or stricter 
state laws.}
We must provide this Notice to each patient beginning no later than the date of our first service delivery to the patient, including 
service delivered electronically, after April 14, 2003. We must make a good-faith attempt to obtain written acknowledgement of receipt 
of the Notice from the patient. We must also have the Notice available at the office for patients to request to take with them. We must 
post the Notice in our office in a clear and prominent location where it is reasonable to expect any patients seeking service from us to 
be able to read the Notice. Whenever the Notice is revised, we must make the Notice available upon request on or after the effective 
date of the revision in a manner consistent with the above instructions. Thereafter, we must distribute the Notice to each new patient 
at the time of service delivery and to any person requesting a Notice. We must also post the revised Notice in our office as discussed 
above. 


 This form, Notice of Privacy Practices, presents the information that federal law requires us to give our patients regarding our 


© 2002 American Dental Association
All Rights Reserved
Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires the prior 
written approval of the American Dental Association. 


HIPAA PRIVACY FORM 1


ACKNOWLEDGEMENT FORM


I have been offered for review or received a copy at my request of the Privacy 
Practices and I have been provided the opportunity to review it.


Name:


Birthdate:


Signature:


Date:








Welcome New Patients using Medicaid Insurance,
We are pleased you have chosen this office to provide your comprehensive dental care. We look forward to providing you the 
best dental care possible. If your care should require the additional services with a specializing dentist, we will gladly provide 
the necessary referrals to facilitate your needed treatment.  Please be aware of our following office policies and acknowledge 
that you have read and understand each one.  Please see the office staff if you have any questions.


Financial and Billing Policy


As a courtesy to our patients, our office assists you in obtaining the maximum benefits from your insurance provider. In order 
to do this, certain requirements are mandatory from all patients or parents/guardians of patient(s).


Appointments


A CURRENT MEDICAID CARD MUST BE PRESENTED AT THE BEGINNING OF EACH VISIT FOR ALL PATIENTS UNDER 21 
YEARS OF AGE


A CURRENT MEDICAID CARD MUST BE PRESENTED WITH $3.00 COPAY AT THE BEGINNING OF EACH VISIT FOR ALL 
PATIENTS 21 YEARS OF AGE OR OLDER


PATIENTS PRESENTING WITHOUT A CURRENT CARD AND/OR CO-PAY may not be seen for that visit and may forfeit any 
future participation in the medicaid clinic due to non-compliance.


PARTICIPATION IN THE MEDICAID CLINIC PROVIDED BY THIS OFFICE IS A PRIVILEGE. NOT A RIGHT. Therefore, strict 
compliance with all rules for participation are mandatory.


For your convenience, we accept cash, money orders, cashier's checks, Visa, MasterCard, American Express, debit cards.  
Personal checks are accepted, however, returned checks are subject to fees, including, but not limited to returned check 
fees and collections efforts fees.


1.


2.


3.


4.


5.


Due to the high demand on providers who do accept Medicaid Insurance, it is mandatory for patients to adhere to the 
following Appointment policy:


Patients must arrive on time (or before appointment time) to insure being seen.  Patients arriving 15 minutes late for an 
appointment may forfeit that appointment time. If forfeited, this is considered as a Broken Appointment.


A Broken Appointment may automatically forfeit that patient from future participation in the Medicaid Clinic (sufficient 
notice of 48 business hours is needed to allow someone else to be scheduled in that clinic spot). Duplicate records may 
be forwarded to another Medicaid provider at the provider's request only after signing the release of records form by 
patient or patient guardian which may incur duplication &/or other fees.


After 2 consecutively rescheduled appointments, patients may be scheduled on a "work in" basis ONLY on a clinic day if 
someone else forfeits an appointment slot. Rescheduling appointments require at least 48 business hours notice to 
allow for someone else to be scheduled in that appointment slot. Patients who allow the appropriate notice for 
rescheduling or cancelling an appointment may be rescheduled to a future clinic appointment.


Once Medicaid Clinic position is forfeited. payment of the Broken Appointment fee in the amount of $75.00 is mandatory 
to be considered to re-enter the Medicaid Clinic.  All appointments must be attended ON TIME or patient may be 
dismissed from practice and records inactivated.


1.


2.


3.


4.







Appointments are scheduled to respect your time. Unreported changes in address and/or phone number can impede 
attempts to contact you. Specific appointment time is reserved for your care and every reasonable effort possible is made to 
see you at the appointed time. Attempts to help remind you of appointment times are made by phone and/or e-mail, however, 
it is your responsibility to observe appointment times regardless of courtesy reminders. Your promptness and consideration 
in observing your scheduled appointment is greatly appreciated.


Any patient who does not abide by the requirements for participation in the Medicaid Clinic will forfeit their clinic spot. Any 
preauthorizations for treatment may be forwarded along with record duplicates upon request to other Medicaid providers 
after signing of release of records form and payment of any associated duplication &/or other fees. Patients may have to 
wait for re-approval with the new providers if treatment has to be sought elsewhere due to non-compliance.


After hour calls require at least two staff members to be present in order to perform treatment for both patient and staff 
safety. This may not always be a viable option when calling the after hours number. Therefore, when experiencing dental 
discomfort, the most efficient response will be to contact the office during treatment hours. For acute emergencies, proceed 
to the nearest emergency facility and contact our office during the next scheduled business day. After hours calls may be 
recorded and all reasonable attempts to return appropriate calls to address the dental needs of our patients can be 
expected.


I have read and understand the policies of this office understanding that I have the opportunity to ask any questions 
regarding said policies prior to signing. I hereby authorize the office of REDD Family Dentistry to provide my dental care.


Patient/Parent, Guardian or Responsible Party for Minor Patient Date


Signed:








Primary reason for this dental appointment: Examination Emergency Consultation
PATIENT NAME: DATE:


Heart Surgery/Disease*
Heart Murmur or Defect*
Irregular Heartbeat
Angina/Chest Pain
Heart Attack/Failure
Congenital Heart Disorder*
Mitral Valve Prolapse*
Scarlet Fever
Rheumatic Fever*
Artificial Heart Valve*
Heart Pace Maker*
Pulmonary Shunt*
High Blood Pressure
Low Blood Pressure
Bacterial Endocarditis*
Unexplained Fever
Anemia
Coronary Stint*


YES NO DX


Excessive Bleeding
Sickle Cell Dieease
Hemophilia/Bleeding Problem
Leukemia
Recent Blood Transfusion
Swelling of Limbs
Lung Disease
Respiratory Illness
Shortness of Breath
Frequent Cough
Bloody Sputum
Tuberculosis
Sinus Problems
Asthma
Emphysema
Hay Fever
Bruise Easily/Blood Disease
Bronchitis


YES NO DX


Tumor(s)/Growth(s)
Cancer
Chemotherapy
Radiation Therapy
Osteonecrosis of Jaw
Aredia I.V.
Zometa I.V.
Fosamax, Actonel, Boniva
Stomach/Intestinal Disease
Ulcers
Recent Weight Loss
Diabetes
Excessive Thirst
Hypoglycemia
Liver Disease
Hepatitis A (Infectious)
Hepatitis B or C
Protease Inhibitor


YES NO DX


Night Sweats
Yellow Jaundice
Kidney Problems
Renal Dialysis
Thyroid Disease
Parathyroid Disease
Arthritis/Gout
Rheumatism
Pain in Jaw Joints/TMJ
Cortisone Medicine
Artificial Joint*
STD
AIDS
HIV+
Genital Herpes
Drug Addiction
Alcoholism
Tattoo(s)


YES NO DX


Cold Sores
Fever Blisters
Herpes
Stroke
Convulsions
Epilepsy/Seizures
Fainting/Dizziness
Glaucoma
Nervousness
Psychiatric Care
Alzheimer’s Disease
Allergies (Medicine)
Allergies (Seasonal)
Hives or Rash
Need Premedication?
Ever taken fen-phen*?
Cochlear implant(s)
Piercing(s)


YES NO DX


MEDICAL HISTORY


DENTAL HISTORY


Do you floss and brush on a regular basis (every night)? 
Do you have specific dental problem? Describe :  
Have you had dental examinations on a routine basis? Last professional dental visit? 
Do you think you have periodontal disease or active decay? 
Do you like your smile? Why or why not? 
Do your gums bleed? 
Do you catch food between your teeth? Any loose teeth? 
Do you want to keep your remaining teeth? 
Do you brux or grind your teeth? Experience clicking, popping or discomfort in the jaw joint? 
Do you smoke or chew tobacco? Use snuff? 
Do you have any sores or growths in your mouth? Please describe. 
Have your past dental experiences been positive? 


YES NO


Name of last dental provider:
Date of last full mouth x-rays (Panoramic or 16 small individual x-rays)


Phone Number:


MEDICATION REACTION DATE


What medications are you currently taking?  Please note name, dosage and frequency:


MEDICATION DOSAGE FREQUENCY HOW LONG? GENERIC FOR ?


Do you wish to speak to the dentist privately about any problem? Discuss


To the best of my knowledge, all of the preceding answers are correct.  If I have had any change in my health status or if my medications change, I shall inform the dentist and staff at the next appointment without fail.


Date:X


History Review and Significant Findings:
Reviewed by Doctor: Date: BP: Pulse:


Have you ever had any other illness or condition not checked above? Describe:


Are you allergic to any medications or substances?


Are you under the care of a physician now? Why?
Who? How long? Phone Number:
Have you been hospitalized or had a major surgery? Why? When?
Are you restricted to a special diet? Why? How long?
Have you ever had an allergic reaction to a medication? When? What medication?


(list below)


PATIENT: DATE: MEDICAL AND DENTAL HISTORIES


Y N


Y N
Y N


Y N
Y N


Y N








PATIENT NAME: DATE:


PATIENT: DATE: PATIENT INFORMATION


PATIENT INFORMATION


Address:


Social Security Number: Date of Birth:
Home Number: Work Number:


Mobile Number: Other Number:
Email Address:


I hereby authorize payment directly to the Dental Office of the group Insurance Benefits otherwise payable to me. I understand that I am responsible for 
all costs of the dental treatment. I hereby authorize the Dental Office to administer such medications and perform such diagnostic, photographic and 
therapeutic procedures as may be necessary for proper dental care. The information on this page and the dental/medical histories are correct to the 
best of my knowledge. I grant the right to the Dentist and/or employees to release my dental/medical histories and other information about my dental 
treatment to third party payors and/or other health professionals by any method including electronic transfer.


AUTHORIZATION


EMERGENCY CONTACT


How did you hear about our office?
Who may we thank for referring you to our office?


Date: State Driver's License:
X


INSURANCE INFORMATION


Address:
Social Security Number: Date of Birth:


Home Number: Work Number:
Email Address:
Employer:


Dental Insurance Company: Subscriber Number: Group Number:


Name:
Address:
Home Number: Work Number:


Mobile Number: Other Number:


Insured (Primary):


RESPONSIBLE PARTY


Address:
Home Number: Work Number:


Mobile Number: Other Number:
Email Address:


Name:





