




 

ALAN ADKINS DDS 

WALTER “Beau” BIGGS DMD 

 

GENERAL CONSENT 
 

 

 

This is to certify that I, ___________________________________________ (patients name) am 

giving consent to the dentist and clinical staff of Dr. Adkins and Dr. Biggs office. For dental 

examination and needed radiographs. Any treatment needed will be discussed with me by the 

Dentist.  

____________________________________ 

(patient, or guardians signature)  

 

_____________________ 

(date)  

 

 

 

 

 

 

 

 

 

 

 

 



 

HIPPA​ 

NOTICE OF PRIVACY PRACTICE ACKNOWLEDGEMENT 

I understand that, under the Health Insurance Portability and Accountability Act of 1996 (HIPPA), I have 

certain rights to privacy regarding my protected health information. I understand this information can 

and will be used to: 

**Conduct, plan, & direct my treatment and follow up among the multiple health care providers who 

may be involved in my treatment. 

**Obtain payment from third party payers. 

**Conduct normal healthcare operations such as quality assessments and physician certifications. 

I may request a Notice of Privacy Practice containing a more complete description of the uses and 

disclosures of my health information, prior to signing this consent. I understand that this organization 

has the right to change its practice from time to time and that I may contact this dental practice at any 

time to obtain any current copy of privacy practice. I understand that I may revoke this consent in writing 

at any time, except to the extent that you have taken action relying on this consent.  

Wireless Communication: 

By providing a wireless or mobile telephone number, I permit Adkins Family Dentistry to use that 

number for contact, including pre-recorded messages from an automatic telephone dialer. Phone calls or 

text messages may be used. _______(Initial) 

Emergency Contacts: 

I authorize to disclose my healthcare information and to discuss my dental care needs to those I 

designate. I further authorize the release of my billing information to these individuals. As an emergency 

contact, these individuals can also pick up prescriptions or medications on my behalf. Without 

authorization, no information may be shared. I authorize Doctors Adkins and Biggs to disclose my 

personal health information with the following people. 

Name_________________________ Relationship________________ Phone # ______________ 

Name_________________________ Relationship________________ Phone # ______________ 

Name_________________________ Relationship________________ Phone # ______________ 

I understand that I may revoke this consent in writing at any time, except to the extent that you have 

taken action relying on this consent. 

Patient Name_____________________________ Relationship to patient__________________ 

Signature_____________________________________________ Date______________ 

OFFICE USE ONLY I attempted to obtain patient’s signature in acknowledgement of the NOTICE OF 

PRIVACY but was unable to do so as documented below. 

 Date____________ Initials_____________ Reason______________________________ 



 

FINANCIAL POLICY 

Dr. Alan Adkins DDS 

Dr. Walter “Beau” Biggs DMD 

2227 E Olive Road 

Pensacola, Florida 32514 

850-476-4880 

 

Our office is very concerned with the cost of your dental healthcare. As providers for 

your insurance, we will access benefits from your dental insurance carrier as quickly as 

possible. 

Your dental claim will be submitted for payment, but ultimately you are responsible for 

the services you receive. An estimate will be made for what your insurance will pay, but 

any difference will be your responsibility. Not all plans are alike and not all policies pay 

the same. Pre-authorization for major treatment is recommended. 

For your convenience we accept Visa, Master card, Discover Card, debit cards, personal 

checks and cash. 

Our policy requires payment or co-payments, plus any deductible at the time of service. 

If you should have a balance after your insurance pays, you will be billed for the 

remaining balance due. 

Our office will charge a cancellation fee of $50 for any appointments that are not 

cancelled at least 24 hours prior to the appointment time. 

We want to assure you that the charges accurately reflect the complexity of care 

rendered and the skill and the expertise required for your treatment. 

 

 

 

______________________________________                                       ________________ 

       Signature of patient/responsible party                                                             Date 

 



 

 

Preferred Pharmacy Form 

Dr. Alan Adkins DDS 

Dr. Walter “Beau” Biggs DMD 

2227 E Olive Road 

Pensacola, Florida 32514 

 

 

In order to better serve you, please provide us with your pharmacy information in 

the space provided below. If you are unable to provide your preferred pharmacy 

information to us today you may call us back with the information or fax this 

completed form to the number provided below. If at any time there is a change in 

your pharmacy information, please provide the updated information to our Front 

Desk staff, Dental Assistant or Doctor. 

Phone: 850-476-4880 Fax: 850-476-0722  

DOB:___________ 

Patient Name:____________________________________________________ 

Pharmacy Name:____________________________________________________ 

Address:____________________________________________________ 

City:_______________________ State:________ Zip:_________ 

Phone Number:_______________________________ 

Fax Number:_________________________________ 


