
lDr Mark A. Nobles, DMD       Willowbrook Dental Center   Benjamin W. Harrelson, DMD 

Please Complete the Following Confidential Information  

PATIENT REGISTRATION 

 

 

DATE:________________________ 

 

Last Name:________________________________  First:____________________  M.I.:_________ 

Address:____________________________________ City:___________________ State/Zip:_________ 

Home #:________________________ Cell#:___________________ Wk #:________________________ 

Birthdate:________________  Age:_________   Male/Female      Married/Single/Divorced/Widowed 

Social Security No.: ______________________ Email Address: __________________________________ 

Employer: ______________________________________ Position:_______________________________ 

Spouse: ________________________________________ Spouse cell:____________________________ 

 

 

IF PATIENT IS CHILD OR DEPENDANT:  

Mother’s Name: ________________________ D.O.B:_______ Social Security No.___________________ 

Address: ___________________________________ City:_______________ State/Zip:_______________ 

Employer: ___________________________ Wk: __________________ Cell:_______________________ 

 

Mother’s Name: ________________________ D.O.B:_______ Social Security No.___________________ 

Address: ___________________________________ City:_______________ State/Zip:_______________ 

Employer: ___________________________ Wk: __________________ Cell:_______________________ 

**** Please note the parent that brings the child/dependent to the appointment and signs this form is the responsible party***** 

 

*******PLEASE COMPLETE INSURANCE INFORMATION ON NEXT PAGE: ****** 

540 Willowbrook Road, Columbus, MS 39705     Tele: 662-327-4523 



DENTAL INSURANCE  

Primary Carrier: 

Insurance: ____________________________________ Group #: _____________________ 

Employer Name: _______________________________ Work #: ______________________ 

Insured’s Name : _______________________________ DOB: ________________________ 

Insured I/D # : _________________________________ Social #: _____________________ 

 

 Secondary Carrier:  

Insurance: ____________________________________ Group #: _____________________ 

Employer Name: _______________________________ Work #: ______________________ 

Insured’s Name: ________________________________ DOB: ________________________ 

Insured I/D #: __________________________________ Social #: ______________________ 

 

Insurance Assignment Policy 

All insurance companies recite a disclaimer upon verification of coverage… which states they will provide the information regarding 

coverage under your policy, but anything quoted is NOT a guarantee of payment.  That can only be determined upon receipt of your 

claim.  

Claims are billed from this office daily for the service provided.  Insurance claims processing can take anywhere from (2) days to (5) 

weeks.  This includes pre treatment request.  The Mississippi quality insurance law states clean claims must be paid within (45) days .  

If we do not receive payment within that period of time, a tracer will be sent. If the insurance does not pay within (90) days then you 

will be responsible for the amount.  

Patient cost share, deductible, percentages are based on the information received at the time of insurance verifications.  Amounts 

collected from you are based on the information provided by your insurance company.  These are estimates only, not an exact 

amount.  Your insurance can not provide us with an exact guarantee of their payment and therefore we can only offer an estimate of 

your responsibility. This means that you may receive a statement after your insurance has processed your claim.  

The patient is responsible to inform the office of any changes in their dental insurance prior to their dental treatment.  This 

information should be presented at the time of check in.  

 

________________________________________________________             ___________________________ 

Signature of Patient/ Guardian               Date  
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Willowbrook Dental Center 

ACKNOWLEDGE & CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION 

 

Consent For Treatment:  

1. I hereby authorize doctor or designated staff to take x-rays, study models, photographs, and other diagnostic aids 

deemed appropriate by the doctor to make a thorough diagnosis.  

2. Upon such diagnosis, I authorize doctor to preform all recommended treatment mutually agreed upon by me 

and to employ such assistance as required to provide care. 

3. I agree to the use of anesthetics, sedatives and other medication as necessary.  I fully understand that using 

anesthetic agents embodies certain risk.  I understand that I can ask for a complete recital of any possible 

complications.  

4. I give consent to the doctor’s or designated staff’s use and disclosure of any oral written or electronic health 

records that are individually identifiable as mine for the purpose of carrying out my treatment, payment and 

health care operations.  I understand that only the minimum amount of information necessary to provide quality 

care will be used or disclosed and that a notice fully outlining the protection of my personal health information is 

available.  

5. Communications regarding my Accounts & Appointments: I give consent to receive communications regarding 

my accounts and appointments from any servicers and collections of my accounts, through various means such 

as cell, landline or text number that I provide. Any email address that I provide, auto dialer systems and 

voicemail messages and other forms of communications.   

6. I agree to be responsible for payment of all services rendered on my behalf or my dependents.  I understand that 

payment is due at the time of service unless other arrangements have been made. Our office does not 

guarantee that your insurance will pay.  We make every attempt, at the beginning of our care to receive 

verification of your policy and what it covers.  However, if for some reason your insurance claim is denied, you 

are responsible for the full amount of your bill. If you do not want all family members on the same account it is 

the patient’s responsibility to inform us at the initial appointment. Please note we will only send a statement 

when a patient balance is due. A service fee of $8.00 will be added each month to your account for any 

additional statements mailed.  Any unpaid accounts will be forwarded to an outside agency for collection and 

any additional cost/fees incurred during the collection process will be the responsibility of the patient. 

A fee pf 30% will be added to the account balance at the time the account is forwarded to collection.  If the 

percentage is under $35.00 a fee of $35.00 is automatically added before the account is forwarded.  

7. Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your 

revocation submitted to the contact per listed on the Notice of Privacy Practices form. Please understand that 

revocation of this consent will not affect any action we took in reliance on this consent before we receive your 

revocations, and that we may decline to treat you or to continue treating you or to continue treating you if you 

revoke this consent.  

 

I have had full opportunity to read and consider the contents of this Consent for and your Notice of Privacy 

Practices.  I understand, by signing this Consent form, I understand and agree to the policies stated above. 

 

________________________________________________          _________________________ 

Signature of Patient or Guardian     Date  
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