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Patient Information

Date

SSHIC/Patient 1D #

Patient Mame

Address

E-rail

City

State Zip

Sex [JM [IF Birthdate

_Age

[} Married [ Widowead [ Single

[ Separated [ Divorced [ Partneredfor _____ years

Patient Emplayer/School

[ Minor

Occupation

Employer/School Address

Employer/Schoal Phone (

Spouse's Name

Birthdate

558

Spouse's Emplover

Whom may we thank for referring you?

Dental Insurance
Who is respoensible for this account?

Relaticnship to Patient
Insurance Co.

Group #

Is patient covered by additional insurance? []Yes [ Mo
Subgceriber's Name _
Birthdate 554
Relationship to Patient

Insurance Co.

Group #

ASSIGHNMENT AND RELEASE
I cerlify that I, andior my dependent(s), have nsurance coverage with

and assign directly to

Mame of Insurance Company(ies)

[ 1 AR ) __ allinsurance benefits,
it any, olharwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance, |
autharize the wse of my signature on all insurance submissions.

The above-named dentist may use my health care infosmation and may disclose
such information to the above-named Insurance Companyiies) and their agents
far the purpose of oblaining payment for services and determining insurance
benefiis or the benefits payable for related services. This consent will end whan
iy cusrant trestment plan is completed or one yaar from the date signed below.

s — Peiationahio 1o Paienl”

Fhone ( )
Spouse’s Work ( )

Phone N
)

umbers
Ext Al Phone (

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specity someone who does not live in your househald.)

Mame

Phone |

Relationship
Work Phone |

Reason for today's visit

Farmer Dentist
City/State
Date of last dental visit

Date of last dental X-rays

Place a mark on “yes" or “no” to indicate if
you have had any of the following:

Bad breath Oyes [No
Bleeding gums Cves Mo
Blisters on lips or mouth Cves [CINo
Burning sensation on tongue [Yes [ Na

Dental History
Chew on one side of mouth  [J¥es [JMNo  Mouth breathing [ Yes

Cigarette, pipe, or cigar
smoking

Clicking or popping jaw

Dry mouth

Fingernail biting

Mouth pain, brushing [ Yes
CYes [IMNo  gphadontic treatment [JYes
CYes CINe  pain around ear []Yes
[i¥es [INo periodontal treatment O] Yes
ClYes [INo  gensitivity to cold [ Yes

Food collection between Sensitivity to heat

the teath
Fareign objects
Grinding teeth
Gums swollen or tender
Jaw pain or tiredness
Lip or cheek biting
Loose teeth or broken fi

DlYes C1No Sensitivity to sweets

E:: ONo o aiivity when biting [ Yes
LI No Sores or growths in your

CYes CINo  mauth [l Yes
OYes ClNo

OOYes [Clne

How often do fioss?
lings [1Yes []No i
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Health History

Physician's Name Date of last visit
Hawve you ever used a bisphosphonate medication? Common brand names are Fosamax, Actonel, Atelvia, Didronel, Boniva. [Yes [JNo

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin
(brand names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). [JYes [ No

Place a mark on “yes" or “no” to indicate if you have had any of the following:
AIDSHIV [NYes 1Mo Epilepsy [IYes [ Mo Respiralory Disease CYes INo
Anemia [J¥es [JMo Fainting or dizziness [OYes [1MNo Rheumatic Fever OYes [1No
Arthritis, Rheumatism [OYes Mo Glaucoma [OYes [OMo Scarlet Fever CYes [ MNo
Artificial Heart Valves [OYes [1MNo Headaches [O¥es [JMo Shortness of Breath CO¥es [Mo
Artificial Joints ClYes [INo Heart Murmur [lYes [JMNe Sinus Trouble [OY¥es [JNo
Asthma [O¥es [IMe Heart Problems [CYes [OMNo Skin Rash OYes Mo
Back Problems [J¥es [JNo Hepatitis Type [O¥es [IMo Special Diet (JYes []No
Bleeding abnormally, with Herpes [IYes [INo Stroke [Yes []No
extractions or surgery COes [INo High Biood Pressure [Ives (1Mo Swollen Feet or Ankles [lYes [JNo
Blood Disease Clves [ONe jaundice [OYes 1Mo Swollen Neck Glands [CIYes [JNo
Cancer OYes [INo jaw Pain [Ives [IMo Thyroid Problems [ClYes [JNe
Chemical Dependency [lves [ONo Kidney Disease ClYes [INo Tonsillitis [J¥es [1No
Chemotherapy OYes [ONo  |jver Disease [O¥es [JNo Tuberculosis OYes [JNo
Circulatory Problems [1¥es [INo | ow Biood Pressure [IYes [JNo Tumor or growth on head
Congenital Heart Lesions CYes COMo  pitral Valve Prolapse [IYes []No ar neck [OYes CONo
Corlisone Treatments [Oves TIMNo  nervous Problems ClYes [JMo Ulcer CYes [MNo
Cough, persistent or bloody [JYes [IMNo  pgcemaker [IYes [JNo Venereal Disease ClYes [JMo
Diabetes [CYes [ONo Psychiatric Care CYes [No Weight Loss, unexplained O¥es [(No
Emphysema UYes [JMNo  Ragiation Treatment [lYes []No
Do you wear contact lenses? COYes [INe

Women:

Are you pragnant? [¥es [JNo  Due date Are you nursing? [CJYes [INo
Taking birth control pills? COves [Ne

Medications Allergies
List any medications you are currently taking and the corelatin
diagnosis: 7 (] Aspirin [[] Local Anesthetic

[[] Barbiturates (Sleeping pills) [] Penicillin
[ Codeine [ Sulfa
[] lodine ] Other
(] Latex

Pharmacy Name

Phone ( )

U pdates (To be filled in at fulure appointments)
Has there been any change in your heaith since your last dental appointment? [Yes [ Mo
For what conditions?

Are you taking any new medications? It s0, what?
Patient's Signature

Doctor's Signalure Date
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Has there been any change in your health since your last dental appointment? [JYes [ No
For what conditions?

Are you taking any new medications? If s0, what?
Fatient's Signature
Doctor's Signalure
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HIPAA Information and Consent Form

The Health Insurance Portability and Accountability Act (HIPAA) provides safeguards to protect your privacy.
Implementation of HIPAA requirements officially began on April 14, 2003. Many of the policies have been our
practice for years. This form is a “friendly”™ version. A more complete text is posted in the office.

What this is all about: Specifically, there are rules and restrictions on who may see or be notified of your
Protected Health Information (PHI). These restrictions do not include the normal interchange of information
necessary to provide you with office services. HIPAA provides certain rights and protections to you as the
patient. We balance these needs with our goal of providing you with quality professional service and care.
Additional information 12 available from the 1J.8. Department of Health and Human Services. www.hhs.gov

We have adopted the following policies:

1. Patient information will be kept confidential except as is necessary to provide services or to ensure that all
administrative matters related to your care are handled appropriately. This specifically includes the sharing of
information with other healthcare providers, laboratories, health insurance payers as is necessary and appropriate
for your care. Patient files may be stored in open file racks and will not contain any coding which identifies a
patient’s condition or information which is not already a matter of public record. The normal course of providing
care means that such records may be left, at least temporarily, in administrative areas such as the front office,
examination room, etc. Those records will not be available to persons other than office staff . You agree to the
normal procedures utilized within the office for the handling of charts, patient records, PHI and other documents
or information.

2. It is the policy of this office to remind patients of their appointments. We may do this by telephone, e-mail,
U.S mail, or by any means convenient for the practice and/or as requested by you. We may send you other

communications informing you of changes to office policy and new technology that you might find valuable or
informative.

3. The practice utilizes a number of vendors in the conduct of business. These vendors may have access to PHI
but must agree to abide by the confidentiality rules of HIPAA.

4. You understand and agree to inspections of the office and review of documents which may include PHI by
government agencies or insurance payers in normal performance of their duties.

3. You agree to bring any concerns or complaints regarding privacy to the attention of the office manger or the
doctor.

6. Your confidential information will not be used for the purposes of marketing or advertising of products, goods
Or services.

7. We agree to provide patients with access to their records in accordance with state and federal laws.

8. We may change, add, delete or modify any of these provisions to befter serve the needs of the both the
practice and the patient.

9. You have the right to request restrictions in the use of your protected health information and to request change -
in certain policies used within the office concemning your PHI. However, we are not obligated to alter internal
policies to conform to vour request.

1, date do hereby consent and
acknowledge my agreement to the terms set forth in the HIPAA INFORMATION FORM and any
subsequent changes in office policy. | understand that this consent shall remain in force
from this time forward.




NYC Dental Professionals

Financial Policy

We are committed to providing you with the best possible care and we are pleased to discuss our professional fees with
you at any time. Your clear understanding of our financial policy is important to cur professional relationship. Please ask if
you have any questians abaut our fees, our financial policy or your financial responsibility.

By signing below you agree to be financially responsible for dental services provided.

If you have Dental Insurance, provide us with a current insurance card. You are responsible for payment of any co-pay,
deductible, co-insurance amount or non-coverad services.

Payment is expected at the time of the visit/service. We accept cash, credit card and checks,

DENTAL DHMO

Acceptance of DHMO Insurance by this office is subject to co-pays of which the patient is responsible for on the date of
service(s) rendered. Please refer to your individual DHMO fee schedule for exclusions, limitations and fee guidelines.

DENTAL PPO

Arceptance of your PPO Insurance Assignments by this office does not absolve the patient of full responsibility for the
charges in full of treatrent rendered. The estimate provided by this office is to be considered a guideline until the final
insurance payment is received and the patient’s account has been reconciled. We will process your claims to maximize your
benefits; however, we make no puarantee of the insurance payment as estimated.

SPECIALISTS

4l appointments requiring treatment with a Specialist {Oral Surgeon, Periodontist, Endodontist) require a $100 deposit.
The deposit will be applied to any copay that is due at the.time of service. Deposits will not be returned if appointments are
missed or cancelled.

Signature: Date:




NYC Dental Professionals

6 E. 45th Street Suite 1200

New York, NY 10017

To Our Valued Patients

OQUR TIME HERE AT NYC DENTAL PROFESSIONALS IS VERY VALUABLE, PLEASE
RESPECT OUR TIME AS WE RESPECT YOURS.

ANY APPOINTMENT WHICH IS NOT CANCELED AT LEAST 24 BUSINESS HOURS
(MON-FRI 8:00AM TO 7:00 PM) PRIOR TO THE SET TIME, AND IS NOT KEPT, WILL
BE SUBJECT TO A $50.00FEE DIRECTLY CHARGED TO THE PATIENT.

(INSURANCE PLANS DO NOT PAY FOR BROKEN APPOINTMENTS)
IF YOU ARE RUNNING LATE, PLEASE CALL TO LET US KNOW.

THANK YOU FOR YOUR UNDERSTANDING.

SIGNATURE:

DATE:




Patient Consent for Electronic Prescribing

NYC Dental Professionals has implemented e-prescribing as part of an on-going effort to improve
your health care. E-prescribing refers to a system used to submit prescriptions electronically to a

pharmacy of your choice. By eliminating paper, e-prescribing creates a more efficient and safer
process for patients to access their medications.

This electronic process helps to prevent, and in some cases eliminate, the top reasons for prescription
errors—including illegible hand-writing, incorrect dosing, and missed drug/allergy reactions—which

improves patient safety and helps to control ever increasing medication costs due to medication
ErTors.

E-prescribing systems also store and transmit your prescription information and medication history
so that your health care providers and health insurers may quickly obtain information about the drugs

covered under your benefit plan as well as the drugs you may already be taking to minimize the
number of adverse drug events.

By signing below, you provide your consent for NYC Denal Professionals and its providers to
electronically submit your prescriptions

Patient Information:

Do you have any allergies?

Name:

Address:

Telephone:

D.O.B

Pharmacy Information

Mame:

Address:

Telephone:




