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Today’s Date: _____/ _____/ ______                       Patient Information 
First Name: ________________________________MI: ________ Last Name: _____________________________________ 
Date of Birth: ____________________ Sex: (Circle one) Female/Male   Social Security #: _____________________________ 
Address: ____________________________________________________________________________________________ 
Primary Phone #:_____________________Cell/Home/Work    Secondary Phone #:___________________Cell/Home/Work 
Email: ______________________________________________________________________________________________ 
Occupation: ________________________________ Employer/School: __________________________________________ 

Status:  (Circle one)      Minor/Single/Married/Widowed/Divorced/Separated/Partnered for ________ years 
Emergency Contact: ________________________ Relationship: ___________________ Phone #: _____________________ 
Preferred Pharmacy: ____________________________________________ Phone #:_______________________________ 
Who may we thank for referring you? _____________________________________________________________________ 

                                 Account Holder Information  *If different than patient 
First Name: ________________________________MI: ________ Last Name: _____________________________________ 
Date of Birth: ____________________ Sex: (Circle one) Female/Male   Social Security #: _____________________________ 
Address: ____________________________________________________________________________________________ 
Primary Phone #:_____________________Cell/Home/Work    Secondary Phone #:___________________Cell/Home/Work 
Email: ______________________________________________________________________________________________ 

Primary Dental (NOT MEDICAL) Insurance  
Subscriber Name:  ____________________________________________Subscriber D.O.B.___________________________ 

Subscriber’s Relationship to Patient:   (Circle one)    Self/Spouse-Partner/Guardian/Other 
Subscriber Address: ___________________________________________________________________________________ 
Insurance Company: _________________________________________________ Phone #: __________________________ 
SSN/ID#: __________________________Group #: ___________________ Group Name/Employer: ___________________ 
Claims Mailing Address: ________________________________________________________________________________ 
_____________________________________________________________________Electronic Payer ID: _______________ 

Secondary Dental (NOT MEDICAL) Insurance  
Subscriber Name:  ____________________________________________Subscriber D.O.B.___________________________ 

Subscriber’s Relationship to Patient:   (Circle one)    Self/Spouse-Partner/Guardian/Other 
Subscriber Address: ___________________________________________________________________________________ 
Insurance Company: _________________________________________________ Phone #: __________________________ 
SSN/ID#: __________________________Group #: ___________________ Group Name/Employer: ___________________ 
Claims Mailing Address: ________________________________________________________________________________ 
_____________________________________________________________________Electronic Payer ID: _______________ 
ASSIGNMENT AND RELEASE I, the undersigned, hereby authorize and direct my insurance carrier to pay directly to Dr. George J. Kassolis, DDS, 
PA all insurance benefits, if any, due to me under by insurance plan. I further agree to pay the balance of the charges not paid by my insurance. 
Any balance that is not paid within 45 days by my insurance will also be my responsibility. I hereby authorize the release of any information 
necessary to secure payment of benefits. I also authorize the use of this signature on all insurance submissions. If the patient is a minor, I as a 
legal guardian give consent for treatment for this and future services rendered. I have received the Notice of Privacy Practices and I have been 
provided an opportunity to review it.  
 
I understand and agree that (1) if I do not have dental insurance, full payment is due at the time of service; (2) if I do have dental insurance, I 
am responsible to pay an estimated copayment to Dr. Kassolis’ office at the time of all services. Any overpayment will be placed as a credit on 
my account or refunded to me by a mailed check (per my request); (3) all treatment will be billed using the above information. Therefore, I must 
complete this form in its entirety. Any errors or omission of information provided above will result in Dr. Kassolis’ inability to properly file dental 
claims on my behalf thus resulting in denial of claims and/or full balance being transferred to patient responsibility; (4) it is my responsibility and 
not the responsibility of Dr. George J. Kassolis’s office to know if my treatment will be covered by my insurance or if I have any deductible, co-
payment, co-insurance, out-of-network amounts, usual and customary limit, or any other type of benefit limitation for the services I receive; (5) 
it is my responsibility to know if Dr. George J. Kassolis, DDS, PA is a contracted in-network provider recognized by my insurance company or 
plan. If Dr. George J. Kassolis, D.D.S., P.A. is not recognized by my insurance company or plan, it may result in claims being denied or higher out 
of pocket expense to me. I understand this and agree to be financially responsible and make full payment; (6) that Dr. George J. Kassolis, DDS, 
PA may charge a $35.00 or $55.00 fee if I do not show up for my appointment or cancel without a 24 hour notice; and (7) that any account 
balance that is 90 days past due will be sent to collections and that it is my responsibility to ensure that my insurance and contact information is 
always current and updated with the office of Dr. George J. Kassolis, DDS, PA and that I will be responsible for any expenses incurred by Dr. 
George J. Kassolis, D.D.S, P.A. by the collection agency.  
Responsible Person/Patient: 
 

Name: _______________________________Signature: __________________________________Date: _______________ 
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For Office use ONLY:  
 

□Medical Alerts/Precautions   □Allergies   □Premed    □Blood Thinner   □Osteoporosis Medication    □Other 
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HIPAA Compliance Patient Consent Form 
 

Our Notice of Privacy Practices provides information about how we may use or disclose protected health 
information. 

 
The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your 
signature that you have reviewed our notice before signing this consent.  
 
The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date.  
 
You have the right to restrict how your protected health information is used and disclosed for treatment, payment 
or healthcare operations. We are not required to agree with this restriction, but if we do, we shall honor this 
agreement. The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the use of 
the information for treatment, payment, or healthcare operations.  
 
By signing this form, you consent to our use and disclosure of your protected healthcare information and 
potentially anonymous usage in a publication. You have the right to revoke this consent in writing, signed by you. 
However, such a revocation will not be retroactive. 
 
             By signing this form, I understand that:   
 

 Protected health information may be disclosed or used for treatment, payment, or healthcare 
operations. 

 The practice reserves the right to change the privacy policy as allowed by law. 
 The practice has the right to restrict the use of the information but the practice does not have to 

agree to those restrictions.   
 The patient has the right to revoke this consent in writing at any time and all full disclosures will 

then cease. 
 The practice may condition receipt of treatment upon execution of this consent. 

 
 
May we phone, email, or send a text to you to confirm appointments?                           YES           NO  
 
May we leave a message on your answering machine at home or on your cell phone?   YES           NO  
 
May we discuss your medical condition with any member of your family?                     YES           NO  
 
If YES, please name the members allowed: 

___________________________________________________________________________________________

___________________________________________________________________________________________ 
 
 

This consent was signed by (print name) _____________________________________________________________ 

Signature: ________________________________________________________________________ Date: _____________ 

Witness: __________________________________________________________________________ Date: _____________ 
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George J. Kassolis, D.D.S., P.A. 
16918 York Road, Suite 102 
Monkton, Maryland 21111 

(410) 329-6300 
 

Patient Records Release Authorization Form 
 

Please send a copy of dental records, radiographs, and any other pertinent information regarding 
this/these patients. 

 
Name of Patient(s)/DOB:  ___________________________________________________ 

                         ___________________________________________________ 
                            ___________________________________________________ 
                                ___________________________________________________ 
     

Name of New  
Dental Office:          George J. Kassolis, D.D.S, P.A. 
Address:                  16918 York Road, Suite 102 

                                         Monkton, Maryland 21111 
                                         herefordfamilydental@gmail.com 

Phone Number:        (410) 329-6300 
Fax Number:             (443) 491-3314 

 
 
 
 

Name of Old  
Dental Office:         ________________________________________________________ 
Address:                    ________________________________________________________ 

               ________________________________________________________ 
              ________________________________________________________ 
             ________________________________________________________ 

Phone Number:      ________________________________________________________ 
Fax Number:          ________________________________________________________ 

             
I authorize release of any information and dental records to your office, George J. Kassolis, D.D.S, P.A. 

 

Authorized  
Signature:                _________________________________________________________ 

 

Date:                        __________________________________________________________ 
 

 
 

 Office use ONLY: 
Date of request___________________  Initials________    Being sent via:     Email/Mail 
 
BWX______________ PAN_______________ FMX______________ OTHER_______________ 
 

Can use 1 form 
for entire 

family- List all 
names and 

DOB’s here 


