Patient name:

Date of birth:

Pharmacy Name:

Pharmacy
Address:

Pharmacy Phone Number:

List of medication (s):




Thank you for selecting our dental healtheare team!
We will strive to provide you with the best possible dental
care. To help us meet all your dental healthcare needs, please

Jill out this form completely in ink. [f you have ary questions
or need assistance, please ask us - we will be happy to help.

Welcome

Patient #

SS#/SIN
Patu:nt Information conrmENTIAL Da

Birthdate Home Phome

Adqus City E}tgud ? %
Email Cell Phone
Check Appropriate Bac [ Minor DSmglc OMaried ODivorced U Widowed [DSepara W Full ll’ém
If Student, Name of School/College City OTime O
Fatient or Parent/Guardian’s Employer E{%}Pﬂw :
Business Address City %
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone
Responsible Party o
Name of Person. Responsible for this Account i Patient
Address Home Phone
Email Cefl Phone
Driver’s License# Birthdate . Financigl Institution,
Employer Work Phone S5#5IN

Is this person currently a patient in ouroffice? O¥s  TNo
For your convenience, we offer the following methods of payment. Please check the aption you prefer. Payment in full at each appointment.
CJ Cash W Personal Check Credit Card O VISA O MasterCard (11 wish to discuss the office’s payment policy.

Insurance Information et
Name of nsured tacfgatimt ?
Birthdate SS#/SIN Date Emplayed
Narne of Employer Union ar Local#_ e o %{grtg Phone —
Address of Emplayer City : Prov i
Insurance Company Groups# PolicyID#:
S Zinf
Ins. Co. Address City St 2o
How much is your deduciible? How much haveyow used? ______________ Max. annual benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE? (Jves ONe IF YES, COMPLETE THE FOLLOWING;
Name of Insured Relgtionship
Birthdate SSHSIN RiateiEnglyyed
Name of Employer UnisnorLocal# . Work Phone
Zip/
Address of Employer City P! B,
Insurance Company Group# Policy/TD#
i/
Ins. Co. Address City %3, H
How much is your deductible? Howmuch haveyouused? . Mavx, annual benefit

Ower Flease



Patient Medical History

Physician Office Phone Date of Last Exam
% t\EI:‘]} 10. Are you wedaring contuct lenses? Yﬁ %

I.Areyouundermadwdmb‘nmtm. ......................................... i1 A n ) had oy rections o e flowtng?

2. Have you ever been hOSPMhZ‘df"" any 5 O 0 Local Anesthetics (e.g. Nowoeain) . ........oovrenriosnrerenes O O
. e Periciln or any other Antibiotics.... o 0 L
i yes, please exp SUEDIUES «..ovverrcevrracene st ecse st eean e s % %

- Barbiturates .. -

3. Are you taking any medication(s) Fw ' 0
incbﬁ‘:ag uangpr’ga'lptian MECINE T . cissssassmsscsssssssisiomsiniionss 0 0O Todtin. , % 0
I yes, what medication(s) are you taking? ASPEAR. .- oecerrer o e o 5 EJ]

LY X T e — O O {2 bs udd mammy didome 2 |4

3. Havzyuunma}mfnsmmc.mm;ndorwm o0 Other (please list)

medications contraining BlsphosphonGes? .. e meesssansssmessssns ;! a persistent or throat dearing not

& Ha‘é‘:‘yﬂ‘ﬂmgm’ Revallo, Cialis or Levitra O 0 um%amﬁ Gasting more than 3 weeks?.... [ [0
o 13. Women Only:

7. Do you use tobacen? &2 o a) Are yag';br’egnﬂnl ar think you may be pregnant?...... (3 )

8 Do you use controlled substances? a0 b) Are you nursing? o 0

5. Do you have or have you had any of the following? O Ate you taking aral CORITACEPERES? cowermmemro .0 0

Yes No Yes No Yes No
High Blood Pressure O o O L1 Chest Pains i |
Heart Atack ..., O 0 (1 [0 Eastly Winded wmmsmsemmn: £l L]
Rheumatic Fever . g o L] Stroke O U
Swollen Ankles........... o 8 L] L Hay Fever/ Allorgles...mmrnn (] %
Fainting / Seizures L o 0 [ Tuberculosts .. W
Asthma O g 3 [  Radiation Therapy. oo cenassssses 0 o
Low Blood Pressure. ... vumssronns O o 0 [ Glaucoma |
Epilepsy / Convulsions............... el 6] O L3 Recent Weight Lass ..orercron, ]
Leuhemia Ol O anhrits 0 OJ  Liver Discase 0
DAGDELES.vorvrr s L3 L1 Joint Replacement or Implant....... L O Heart Touble.ornn. L
Kidney Diseases........ (= L Hepaitis/ Jaundice....ommrmn. L1 [  Respiratory Problems...... U
AIDS or HIV Infection... (3 L[ Sexuslly Transmitted Discase . L) O Mitral Vaive Prolapse U
Thyroid Problem ..owvvsrms = L] Stomack Troubles / Ulcers........... L O Other O
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
No Yes No

1, Do your gums bleed while brushing or flossing? ... risires J 8 Doyou have frequent headaches?.....mvreens 1] e

2. Are your teeth sensitive to hot or cold liquids/foods? ... O  5.Doyou clench or grind your teeth?.............. O 4

3. Are your tecth sensitive to sweet or sour liquids/foods? O 10 Doyou bite your lips or cheeks frequently? ..o, L3 13

4. Do you feel pain to any of your tecth? [ 11.Have you ever had any difficult extractions

5. Do you have any sores or lumps in or near your mauth?......... 0 0 in the past? a o

6. Have you had any head, neck or jaw infuries? ... wiemon 1 03 12. Haveyou ever had any prolonged blzeding

7. Have you ever experienced any of the following Joilowing extractions? ] o

prablems in your jaw? 13. Have you had any orthodontic treatment? ... L0 0
Clicking 0O O 1mpe You weay dentures of partials? ... oo L4 L1
Pain (joint, car, stde of fA0e)...mmmsicoreerorrenreremsssen s . If yes, date of placement
Difficulty in apening or closing O ) 15 Haveyou ever received oral hygiene instructions
Difficulty in chewing - a4 regarding the care of your teeth and gums? ....ooverve, S S
s 4 16. Do you like your smile?
Authorization and Release you ey
L e o ot Syt e LT e, The sy ustions b b sy e

dia‘gnos’i.s and the records of any treatmient or sxamination rondered to
andfor
otherwise

payable to me, [ understand that

calth practitioners, I authorize and request my insurance company to pay dire

me or my child during the Jv

eriod of suck Denlal care to third party payors
ctly to the

entist or dental group msurance benefits

my dental insurance carrier m less than the dctual bill for services. I apree to be responsible
Jor payment of all services rendered on my bc%alf or my dependents. oy 4 e v

X

Signature of patient (or parent/guardian if minor)

Date

Doctor’s Comments

Signature




Hauppauge Family Dental Care LLP
111 Smithtown Bypass, Suite 203
Hauppauge, NY 11788

Tel (631) 265-6262 Fax (631) 724-3228
www.HauppaugeFamilyDental.com

Appointment and Cancellation Policy

When we make your appointment, we are reserving a room for your particular needs.
We ask that if you must change an appointment, please give us at least 24 hour notice.
This courtesy makes it possible to give your reserved room to another patient who would like it.

There is a charge of $50.00 for not showing up for scheduled appointments or cancelling
without 24 hour notice.

Repeated cancellations or missed appointments will result in a loss of future appointment
privileges.

We feel that our patient’s time is valuable. When your appointment is made, a room is
reserved, your records are prepared and special instruments are readied for your visit.

Except for emergency treatment for another patient, you can expect us to be prompt.

We, of course, would appreciate the same courtesy from you,

l, , understand Cold Spring Dental’s appointment and
cancellation policy.

Print Name Stgnature Date
(Guardian if minor)



Hauppauge Family Dental Care LLP
111 Smithtown Bypass, Suite 203
Hauppauge, NY 11788

Tel (631) 265-6262 Fax (631) 724-3228
www.HauppaugeFamilyDental.com

FINANCIAL POLICY

Thank you for choosing our office for your dental care. We are committed to the success of your
treatment. The following is a statement of our financial policy that we ask you to read and sign prior to
any treatment. YOUR CO-PAY & DEDUCTIBLE ARE DUE IN FULL AT THE TIME OF SERVICE. To
accommodate you, we accept cash, checks, Visa, MasterCard, and American Express.

REGARDING INSURANCE

We accept assignment of your insurance benefits, However, we do require your co-payment, and
deductible to be paid in full at the time of your visit. The balance is your responsibility whether your
insurance company pays for the treatment or not. We will gladly process your claims, providing that you
give us accurate insurance information. It is your responsibility to inform us of changes in your insurance
coverage. Your insurance policy is a contract between you and your insurance company. We are not a
party to the contract. Please be aware that some of the services provided may be non-covered services
under your policy. Regarding insurance plans where we are a participating provider, all co-pays and
deductibles are due at the time the service is provided. If a service is not covered, then it is your
financial responsibility.

Thank you for taking the time to read and understand our financial policy. Our practice is committed to
providing the best treatment for our patients. Please let us know if you have any guestions.

i have read the Financial Policy and | understand and agree to this Financial Policy.

Sfignature of Patient or Responsible Party

Date




Hauppauge Family Dental Care LLP
111 Smithtown Bypass, Suite 203
Hauppauge, NY 11788

Tel (631) 265-6262 Fax {631) 724-3228
www.HauppaugeFamilyDental.com

PATIENT CONSENT FORM

I understand that | have certain rights to privacy regarding my protected health information. These
rights are given to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA}. |
understand that by signing this | consent to authorize you to use and disclose my protected health
information to carry out:

» Treatment (including direct or indirect treatment by other healthcare providers involved in my
treatment);

» Obtaining payment from third party payers {e.g. my insurance company);

> The day-to-day healthcare operations of your practice.

I have also been informed of, and given the right to review and secure a copy of your Notice of Privacy
Practices, which contains a more complete description of the uses and disclosures of my protected
health information, and my rights under HIPAA. | understand the you reserve the right to change the
terms of this notice from time to time and that | may contact you at any time to obtain the most current
copy of this notice.

f understand that | have the right to request restrictions on how my protected health information is
used and disclosed to carry out treatment, payment, and heaith care operations, but that you are not
required to agree to these requested restrictions. However, if you do agree, you are then bound to
comply with this restriction.

I understand that | may revoke this consent, in writing, at any time. However, any use or disclosure that
occurred prior to the date | revoke this consent is not affected.

Signed this day of , 20

Print Patient Name:

Relationship to Patient:

Signature:




Notice of Privacy Practices

Policy Number: 14A Effective Date:

s  Be notified by us in a timely manner of any breach of the privacy and confidentiality of your unsecured protected
health information, which we will provide to you in accordance with law and take all appropriate measures to
address.

OUR NOTICE OF PRIVACY PRACTICES

By law, we must abide by the terms of this Notice of Privacy Practices until we choose to change it. We reserve the
right to change this notice at any time as allowed by law. If we change this Notice, the new privacy practices will apply to your
health information that we already have on file as well as to such information that we may generate in the future. If we change
our Notice of Privacy Practices, we will post the new notice in our office, have copies available in our office, and post it on our
webhsite.

COMPLAINTS

If you think that we have not properly respected the privacy of your health information, you are free to complain to
us or the U.S. Department of Health and Human Services, Office for Civil Rights. We will not retaliate against you if you make a
complaint. If you want to complain to us, send a written complaint to the office contact person at the address, fax or E-Mail
shown at the beginning of this Notice. If you prefer, you can discuss your complain in person or by phone.

FOR MORE INFORMATION

If you want more information about our privacy practices, call or visit the office contact person at the addrass or
phone number shown at the beginning of this notice.

tear here

ACKNOWLEDGEMENT OF RECEIPT
| acknowledge that | have received a copy of Hauppauge Family Dental’s, Notice of Privacy Practices.

Patient Name

Signature Date

| also allow my Spouse:

{Name)
Significant Other:

Father:

Mother:

Son:

Daughter:

ta have full access to my dental records as well. In addition patient gives permission to leave messages to parties at
their home, answering machine and/or cell advising of appointments and recalls.




