
First   MI   Last 

First   MI   Last 

Welcome! 
 

Liberty Park Dental   1508 NE 96th Street, Suite A, Liberty, MO 64068      (816) 415-8080 

PATIENT INFORMATION 

Name: ________________________    [ ] Dr. [ ] Mr. [ ] Mrs. [ ] Ms. [ ] Rev. [ ] Other: ______ 

Address: ________________________   Occupation: _______________    [ ] Male [ ] Female 

City: ____________________   State: ______   Zip: ______      Home #: (      )        -_______ 

Employer: ___________________________________   Work #: (      )        -_______ Ext: ___ 

Email: ______________________________________   Cell #: (      )        -_______ 

DOB: ______________________________   SSN: __________________________ 

Are you: [ ] Minor [ ] Married [ ] Single [ ] Divorced [ ] Widowed [ ] Separated 

Spouse’s Name: _________________________________________________ 

Spouse Occupation: ______________________________________________ 

Is patient a full time student? [ ] No    [ ] Yes: Name of School: _________________________ 

 

RESPONSIBILITY PARTY (if different than patient) 

Name: _________________________________________________ 

Address: ________________________   City: ________________   State: ______   Zip: ______     

Home #: (      )        -_____    Work #: (      )        -______ Ext: ___      Cell #: (      )        -_______ 

DOB: ___/____/_____   SSN: _____________  Relationship: ____________ 

 

INSURANCE INFORMATION 

MEDICAL INSURANCE: 

Subscriber’s Name: _______________________  Relationship to patient: __________ 

DOB: ___/____/_____ Subscriber’s SSN: __________________ 

Insurance Company: _______________________ Policy #: ____________ Group #:__________ 

DENTAL INSURANCE: 

Subscriber’s Name: _______________________  Relationship to patient: __________ 

DOB: ___/____/_____ Subscriber’s SSN: __________________ 

Insurance Company: _______________________ Policy #: ____________ Group #:_________ 

Thank you for choosing our practice. Please fill out 

this form as completely as you can. If you have any 

questions, we'll be glad to help. (Please print). 



Primary Physician's Name: ________________          Physician's Phone Number: _______________ 

 

Are you under the care of other physicians? If so, please list:  

Physician                                          Phone Number                                          Reason 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

GENERAL CONSENT TO DIAGNOSE AND TREAT: The undersigned hereby authorizes Liberty Park Dental 

to take radiographs, study models, photographs, or any other diagnostic aids deemed appropriate to make a 

thorough diagnosis of the undersigned patient's dental condition and needs. I authorize Liberty Park Dental to 

perform any and all forms of treatment, medication, and therapy that may be necessary and further consent that 

Liberty Park Dental choose and employ such assistance as deemed necessary. I understand that the use of local 

anesthetics agents embodies certain risks and consent to their use as deemed appropriate by Liberty Park Dental. 

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

providing incorrect or incomplete information can be dangerous to my/the patient's health. It is my responsibility 

to inform the dental office of any change in medical health or status. 

 

FINANICAL CONSENT: I understand that responsibility for payment of services provided in this office for 

myself and my dependent(s) is mine, due and payable at the time services are rendered. I understand that I am 

responsible for any portion of fees for services rendered not covered by my dental and medical insurance (if any). 

I further consent to and agree to pay a 1.5 % finance charge (18% annually) that may be applied to any balance 

over 30 days as well as any fees deemed necessary to collect my account. I authorize Liberty Park Dental, LLC 

and staff to verify insurance coverage, if any, to submit claims and provide my insurance company with 

information required for a claim, to assign benefits, as well as handle any necessary claim appeal(s). Lastly, I 

acknowledge that if I cancel an appointment with less than 24 hour cancelation notice, I may be charged a fee 

based upon the amount of time I was scheduled. 

 

Consent (adult): 

Name of Patient: _________________   Signature of Patient: ____________________ Date: ________ 

 

Consent (for a minor child): 

Name of Patient: _________________   Signature of Patient: ____________________ Date: ________ 

 





HIPAA OMNIBUS RULE 

PATIENT ACKNOWLEDGEMENT FORM FOR RECEIPT OF NOTICE OF PRIVACY 

PRACTICES 

CONSENT/LIMITED AUTHORIZATION & RELEASE FORM 

 

You may refuse to sign this acknowledgement & authorization. In refusing we may not be allowed 

to process your insurance claims. 

Date: __________________ Patient Name: 

________________________________________________ 

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM RECEPTION AREA: 

❏ First Name Only  ❏ Proper Surname  ❏ Other _____________________ 

 

PLEASE LIST ANY OTHER PARTIES WHO ARE ACTIVELY INVOLVED IN YOUR 

HEALTH CARE AND WHO CAN HAVE ACCESS TO YOUR HEALTH INFORMATION: (This 

includes step parents, grandparents and any care takers who can have access to this patient’s 
records): 

Name:_________________________________ Relationship:_________________________ 

Name:_________________________________  Relationship:_________________________ 

 

 

I AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENT or 

discuss TREATMENT/HEALTH CONCERNS and/or BILLING INFORMATION VIA: 

(choose all that apply) 

❏ Cell Phone Text/Call 

❏ Home Phone Confirmation/Message 

❏ Work Phone Confirmation/Message 

❏ Email  

❏ Any of the Above 

 
 

 

 

In signing this HIPAA Patient Acknowledgement Form, you acknowledge and authorize, that this office may recommend products or services to promote your improved 

health.  This office may or may not receive third party remuneration from these affiliated companies. We, under current HIPAA Omnibus Rule, provide you this information 

with your knowledge and consent. 

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for this 

healthcare facility. A copy of this signed, dated document shall be as effective as the original.  

MY SIGNATURE WILL ALSO SERVE AS A PHI DOCUMENT RELEASE SHOULD I REQUEST TREATMENT OR 

RADIOGRAPHS BE SENT TO OTHER ATTENDING DOCTOR / FACILITIES IN THE FUTURE. 

_________________________________ ________________________________ 
Please print name of Patient Please sign Patient / Guardian of Patient 

_________________________________ ________________________________ 
Legal Representative / Guardian Relationship of Legal Representative / Guardian 
 

 

Office Use Only 

As Privacy Officer, I attempted to obtain the patient’s (or representatives) signature on this Acknowledgement but did not because: 

❏❏It was emergency treatment 

❏❏I could not communicate with the patient 

❏❏The patient refused to sign 

❏❏The patient was unable to sign because 

❏❏Other (please describe)________________________________________________________________________________________________ 

Signature of Privacy Officer_________________________________________________ 


