
 

                                       Haley E. Schmitt, D.D.S 
                      5120 Virginia Way, Ste B-12. Brentwood, TN 37027 
                                                         (615) 373-0883 

 
WELCOME 

Patient Information (Confidential) 
 
Name: _______________________________ Birthdate: ______________________ SSN: ___  ___ ______ 
 
Home Phone: ____________________ Cell Phone: ____________________ Work Phone: _________________ 
 
Email: _________________________________ May we confirm your appointment via email? ______ 
 
Address: ________________________________ City: ___________________ State: _____ Zip: ______________ 
 
Check appropriate status:     Minor___ Single ____Married ____Divorced____ Widowed ____Separated ____ 
 
Patient’s or Patient/Guardian Employed: ____________________________ Work Phone: ___________________ 
 
Business Address: ________________________ City: ___________________ State: _____ Zip: _______________ 
 
Spouse or Parent’s Name: ___________________ Employer: _________________ Work Phone: _____________ 
 
If patient is a student, name of School/College: _________________________ City: _____________State: _____ 
 
Whom may we thank for referring you? ___________________________________________________________ 
 
Emergency Contact: _____________________________________ Phone Number: ________________________ 
 
Responsible Party 
 
Person responsible for this account: ____________________________ Relationship to patient: _____________ 
 
Address: _________________________________________________________ Home Phone: _______________ 
 
SSN: ____ __ ______ Birthdate: ___________________ Employer: _____________________________________ 
 
Work Phone: _________________________________ Is this person currently a patient in our office? _________ 
 
Insurance Information (Please provide insurance card) 
 
Name of Insured: _________________________________ Relationship to Patient: ________________________ 
 
Birthdate: __________________ SSN: ___ ___ _____ Home Phone: ________________ 
 
Name of Employer: _______________________________ Work Phone: __________________________ 
 
Address of Employer: _________________________________ City: ________________ State: _____ Zip: ______ 
 
Insurance Company: _______________________________ ID: ____________________ Group Number: ______ 



  



 
 



 

 
                                          

                                                                   Haley E. Schmitt, DDS 
                                         5120 Virginia Way Ste B-12. Brentwood, TN 37027 
                                                                       (615) 373-0883 
 

 

I, ____________________________________________________, HAVE RECEIVED A COPY OF PRINT 

THIS OFFICE’S NOTICE OF PRIVACY PRACTICES.  

 

_____________________________________________________________________________________

PLEASE PRINT PATIENT’S NAME (IF DIFFERENT FROM ABOVE)  

 

_____________________________________________________________________________________
PATIENT’S SIGNATURE (PARENT/GUARDIAN SIGNATURE IF PATIENT IS A MINOR)  
 
 
_____________________ 
DATE 

I understand that due to HIPAA regulations, patient information may NOT be released to ANY 

family member or friend without written authorization completed on the HIPAA disclosure 

form. There are disclosure exceptions if the patient is a minor or when Power of Attorney has 

been established.  

IF SOMEONE OTHER THAN YOURSELF WILL NEED TO PICK UP PRESCRIPTIONS, REQUEST DENTAL 

RECORDS OR SCHEDULE APPOINTMENTS, PLEASE COMPLETE THE “AUTHORIZATION FOR USE OR 

DISCLOSURE OF INFORMATION” BELOW.  

Please list the names of those you wish to give permission for our office to speak with on your behalf.  

 

 

1._____________________________________RELATIONSHIP TO PATIENT: ______________________ 

2._____________________________________RELATIONSHIP TO PATIENT: _______________________ 
 
 
 
 
 
 



 

 
     

                                              Financial Agreement  

 

1. At your appointment, your services will be filed with your insurance as a courtesy and your ESTIMATED 

portion is collected. Payment is due in full the day of the appointment as services are rendered.  Each dental 

insurance policy is different, and it is your responsibility to know and understand your individual benefits. 

Please note, we are unable to know exactly how much your insurance company will cover until we receive 

payment on the submitted services. If your insurance company does not cover a portion of the treatment 

performed, you will be responsible for the balance. For your convenience, we accept all major credit cards. 

There will be a $24 returned check fee assessed to your account if a payment is returned to us for any 

reason.  

 

2. Dental Insurance: Haley E. Schmitt DDS strives to provide our patients with the best quality of care available 

and base our treatment recommendations on what we feel is best for your oral health not what your 

insurance company does or does not pay for. Please review the following regarding dental insurance 

coverage: 

 

a. As a dental care provider, our relationship is with you the patient and not your dental insurance 

company. Your dental insurance is a contract between you and your insurance company.  

b. As a courtesy, we will file your insurance claim for you at the time services are rendered. Please note, 

any amount that is not paid by your insurance company is the patient’s responsibility. This may 

include deductibles, co-payments, frequencies, and procedures not covered by your dental insurance.  

c. Some insurance companies downgrade services. They determine if they will pay for a less costly 

service than the covered service performed by the dentist. For example, composite fillings and 

porcelain crows may be downgraded to amalgam fillings and full metal crowns.  The difference 

between the services performed and the less costly service is the patient’s responsibility. Any co-

payment that is collected at the time of visit is an ESTIMATE. Please understand that it is ultimately 

your responsibility to find out if your insurance is in or out of network with us.  

 

3. Confirmation/Cancellation Policy:  In order to accommodate our patient’s needs, we require all 

appointments to be confirmed 48 hours prior to the scheduled date. If your appointment is not confirmed 

this can delay your treatment. We require a minimum of 48 hour notice prior if unable to keep your 

appointment. If notice is not given there will be a $50 charge notated on your account.  

 

By signing below, I have read and understand my financial obligation and agree to abide by this policy. 

 

 

 

______________________________________                                                    ___________________   
Signature                                                                                                                       Date                              
                                  
 



 

 
 
 

                       Photo and Testimonial Release  

 

 
 
I,___________________________________ hereby grant permission to Haley E. Schmitt DDS Cosmetic 
& Family Dentistry to use my photograph and any testimonial or review I give regarding the dental care I 
have received in any print and electronic form including, but not limited to, marketing, contests, 
advertising and educational materials used to advertise the dental practice. This may include use on our 
dental website and social media pages. I acknowledge the right of Haley E. Schmitt DDS to crop or 
otherwise edit any photograph, testimonial or review at their discretion. I also acknowledge that Haley 
E. Schmitt DDS may choose not to use my photograph, testimonial or review at this time but may do so 
at their discretion at a later date.   
 
I understand the policy that Haley E. Schmitt DDS is only to use first name and last initial when labeling 
photographs, reviews and testimonials.  
 
 
 
 
_________________________________                                ________________________________ 
Patient/ Legal Guardian Name (Print)                                     Patient/Legal Guardian Signature 
 
 
 
_________________ 
Date  
 
 
 

 

 

 

 

 

 

 

  



 

   

                                                                    Patient Rights 

 
Access: You have the right to look at our obtain copies of your health information, with limited exceptions. 

Access to health information must be requested in writing. 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 obtain access by sending us a letter to the address at the end of this 
notice. If you request copies, we will charge you $18.00 to copy your dental information and x rays, and postage if 
you would like the copies mailed to you. 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 March 25, 2022. 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, but if we do, we will abide by our 

agreement (except for in an emergency).  

 
Alternative Communication: You have the right to request that we communicate with you about your health 

information by alternative means of 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 show be amended). We may deny your request under certain 
circumstances.  
 

Electronic Notice: If you receive this notice on our website or by electronic mail (e-mail), you are entitled to 

receive this notice in written form.  

 
Questions and Complaints  
If you would lie 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 voice your complaint 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 privacy of your health information. We will not retaliate in any way you choose to file a 
complaint with us or with the U.S. Department of Health and Human Services.  
 
 
 

Contact Officer: Lynn McPhail,  Office Manager 
Telephone: 615-373-0883 

Email: Office@haleyschmittdds.com 
Address: 5120 Virginia Way, Ste B-12. Brentwood, TN 37027 

mailto:Office@haleyschmittdds.com

