
Parkway Dental of Clinton 
Matthew K. Chow, D.D.S. 

401 Clinton Parkway, Clinton, MS 39056 

 

Patient Information: 
 
Name: _______________________________________________________________ Date: ____________ 
  Last,  First  MI (Preferred Name) 
 
Social Security #: ________________ Birth date: ___/___/____ Gender: _____ Family Status: __________ 
 
Address: ____________________________________________ City/State/Zip: _____________________ 
 
Phone (Home): ___________________ (Cell): ____________________ (Other): ____________________ 
 
Employer Name: ________________________________________ Work Phone: ____________________ 
 
Employer’s Address: _____________________________________ City/State/Zip: ___________________ 
 
If Minor (under 18) Name of Parent or Legal Guardian:  ________________________________________ 
 
 
Person to contact in Case of Emergency: 
 
Name: _____________________________ Relationship: ____________ Phone: ____________________ 
 
 

Responsible Party: 
 

(If someone other than yourself is responsible for this account, please complete the following): 
 
Name of person responsible for this account:  __________________________ Relationship: ___________ 
 
Address:  ____________________________________________________ Home Phone: ______________ 
 
Employer: _____________________________ Work Phone: _______________ SS#: _________________ 
 
 

Insurance Information: 
 

Name of Insured: ______________________________________________ Is insured a patient? Yes  No 
 
Insured’s Birth Date: ________________ Insured’s relationship to patient: __________________________  
 
Insured’s Address: __________________________________________ City/State/Zip: _______________ 
 
Insured’s Employer Name & Address: _______________________________________________________  
 
Insurance Company: ________________________ Group #: ______________ Policy/ID #: ____________ 
 
Insurance Co. Address: ______________________________________ City/State/Zip: ________________ 
 
 
* Do You Have Any Additional Dental Insurance?  Yes  No 
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Financial Policy: 
 

• As a condition of your treatment by this office, financial arrangements must be made in advance. 
The practice depends upon reimbursement from the patients for the costs incurred in their care and 
financial responsibility on the part of the patient must be determined before treatment.  

• It is customary to receive payment in full for services rendered at the time of the first visit. The 
office accepts assignment on dental insurance so long as insurance benefits are verified and the 
deductible or co-payment is paid at the time of the visit.  

• First time patients being treated on an emergency basis must pay in full at the time of service. 
• The office will accept cash, personal checks, Visa, and MasterCard for all services rendered. A 

service charge of $20.00 will be accessed on all returned checks. 
• Third party financing is available through Care Credit Financial. Please see the office manager for 

details. 
• The office will gladly accept dental insurance. Patients are responsible for the full amount. The 

office manager will estimate the benefits for services rendered, with any deductible and co-
payment due at the time of service. The estimated co-payment is due on the day service is 
rendered. Remember that these are estimates only. Patients will be responsible for the difference 
between the actual payment and the fee. Patients should understand that the fee estimate listed for 
dental care can only be extended for a period of six months from the date of the patient 
examination. If payment has not been received from the insurance company within sixty days 
of the original filing, then the patient will be asked to pay balance due and pursue 
reimbursement from their insurance carrier. 

• The office will assess account balances in excess of 60 days a monthly service charge of one half 
percent (1.5% per month) of the unpaid balance. The office requires the patient to give at least 
24-hour notice of any appointment that needs to be rescheduled or cancelled. We will allow 
you to reschedule a second appointment, if your first appointment was broken. If the second 
appointment is also broken, we will then charge a failed appointment fee of $25.00 and in 
order to receive another appointment we will require the patient portion of the service at the 
time the appointment is made. 

 
In consideration for the professional services rendered to me, or at my request, by the Doctor, I agree to pay 
therefore the reasonable value of said services to said Doctor, or his assignee, at the time said services are 
rendered, or within five days of billing if credit shall be extended. I further agree that the reasonable value 
of said services shall be as billed unless objected to, by me, in writing, within the time for payment thereof.  
I further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver 
of any further term or condition and I further agree to pay all costs and reasonable attorney fees if suit be 
instituted hereunder.  
I grant my permission to you or your assignee to telephone me at home or at my work to discuss matters 
related to this form.  
 
I have read the above conditions of treatment and payment. I understand and agree to abide by the financial 
policy, and authorize payment directly to Dr. Matthew K. Chow of the insurance benefits otherwise 
payable to me. 
 
_____________________________________________   ______/______/_______   _________________ 
Signature or Patient (Parent or Guardian if a minor)           Date  Relationship to Patient 
 
_____________________________________________   ______/______/_______   _________________ 
Signature of guarantor of payment/responsible party           Date  Relationship to Patient 
 
*We invite you to discuss with us any question regarding our services. The best dental health services are 

based on a friendly, mutual understanding between provider and patient* 
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*ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY 
PRACTICES* 

 
 
Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy Practices or to 
document our good faith effort to obtain that acknowledgement. 
 

*You may refuse to sign this acknowledgment* 
By signing 
 
I acknowledge that I have received a copy of the Dental Health Professional’s Notice of Privacy Practices. 
 
_____________________________________________ 
Please Print Name 
 
_____________________________________________    __________________ 
Signature       Date 
 
 
 
 
Please list the names of your family members who are patients of our practice: 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
 
 
 
 




