SOUTH FALLSBURG DENTAL
PO Box 708 South Fallsburg, NY 12779

Patient Information

Patient Name: Date:
Last First Mi
O Male O Female O Married O Single O Child O Other
Social Security #: Birth Date:
Phone (Home): (Work): Ext: Cell Phone:
Email:
Address:
Street Apartment #
City State Zip Code

Health Information

Date of Last Dental Visit: Reason for this visit:

Have you ever had any of the following? Please check those that apply:

0O AIDS O Glaucoma O Psychiatric Care O Swollen Feet or Ankles
O Anemia O Growths O Nervous Disorders O Swollen Neck Glands
O Arthritis O Hay Fever O Pacemaker O Tuberculosis

O Artificial Joints O Head Injuries O Pregnancy O Tumors

O Asthma O Heart Disease Due date: 0 Ulcers

O Blood Disease O Heart Murmur 0O Radiation Treatment O Venereal Disease

O Cancer O Hepatitis O Respiratory Problems

O Chemical Dependency O Herpes 00 Rheumatic Fever

O Diabetes O High Blood Pressure O Rheumatism OTHER:

O Dizziness O Jaundice O Sinus Problems a

O Epilepsy O Kidney Disease O Stomach Problems

O Excessive Bleeding O Liver Disease O Stroke O

O Fainting O Mitral Valve Prolapse O Scarlett Fever

e Have you ever had any complications following dental treatment? [ Yes O No
If yes, please explain:

« Are you now under the care of a physician? O Yes O No
If yes, please explain:

» Name of Physician: Phone:
Medications Allergies
List any medications you are currently taking and O Aspirin Allergy O Latex Allergy
why O Barbiturates (Sleeping O Local Anesthetic
Pills) O Penicillin
O Codeine Allergy O Other

O lodine Allergy

O Sulfa Allergy

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If | ever have any
change in my health, | will inform the doctors at the next appointment without fail.

Date:

Signature of patient, parent or guardian

Referral Information
Whom may we thank for referring you to our practice? DAnother patient, friend OAnother patient, relative

O Dental Office O Yellow Pages O Newspaper O School O Work [ Other




Responsible Party Information
The following is for: O the patient's spouse [ the person responsible for payment

Name:
OMale OFemale O Married OSingle OChild O Other

Social Security #: Birth Date:

Phone (Home): (Work); Ext:

Address:
Street Apartment #
City State Zip Code

Insurance Information
Primary

Insurance Plan Name and Address:

Insured: Is insured a patient? O Yes O No
Last First Ml
Insured's Birth Date: ID #: Group #:
Insured's Address:
Street City State Zip Code
Insured's Employer Name:
Address:
Street City State Zip Code

Patient's relationship to insured: [0 Self 0 Spouse [ Child O Other

Consent for Services
We set aside time specifically for your treatment visit. Please arrive 15 minutes early. We understand that there may be circumstances that
may require you to cancel your appointment. We require 24 hours’ notice or a $35.00 fee will be charged to your account.
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 each patient must be determined before treatment. All emergency
dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the time services are performed.
Cash and MasterCard/Visa are accepted.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is personally
responsible for payment of all dental services. This office will help prepare the patients insurance forms or assist in making collections from insurance
companies and will credit any such collections to the patient's account. However, this dental office cannot render services on the assumption that our
charges will be paid by an insurance company.

| understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient examination.

In consideration for the professional services rendered to me, or at my request, by the Doctor, | 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 (5) days of billing if credit shall be extended. | 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. | 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 | further agree to pay all costs
and reasonable attorney fees if suit be instituted hereunder.

| grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form.

HIPAA Release Form

The Health Insurance Portability and Accountability Act, also known as HIPAA, was created in 1996 by the US Congress to protect the privacy of your
health information. The act prohibits your health care providers from releasing your health care information unless you have provided your health care
provider with a HIPAA release form.

Unless you have provided a signed release form, your health care providers are prohibited from discussing any aspect of your medical information with
anyone who is not directly involved in your care.

| authorize the release of information including the diagnosis, records; examination rendered to me and claims information. This information may be
released to:
[]Spouse
[ ] Child (ren)
[] Other

(Medical Facility or Dental Practice

This Release of Information will remain in effect until terminated by me in wr'rling_

| have read the above conditions of treatment and payment and agree to their content. ‘

Date: Relationship to Patient: |

Signature of patient, parent or guardian; responsible party




Patient Screening Form

Patient Name:
IN-OFFICE

PRE-APPOINTMENT

Date:

Do youfthey have fever or have yaurthey felt hot or feverlsh recently O ve ' 3 No CYes [ONo

(1423 deys)?

Are yourthey having shortness of breath or other difflouities breathing? CYyes [INo ClYes [N

Do youlthey have a aaugh? OYes [INo ClYes [No

Any other flu-llke symptams, such as gastrolntestinal upset, headache OYes O No CYes [JNo

or fatigus?

Have you/they experlenced regent Joss of taste or smell? [JYes [JNo [IYes [CINo

Are youfthey In sontact with any acnﬂﬁﬁgﬁﬁownﬂs nositive patlents? : .
Patiarits who are well buf who have & slok Yamily member &t home with [OJYes [INo [JYes [INo
COVID-19 should conslderpestponing slective treatmeit, - .. i

Is yourfthelr age aver 60? d " [JYes CINo | [lvYes LINo

Do you/they have heart diseass, lung disease, kidney disease, - -
dlabetes ar any auto-mmune disorders?. e OYes ONe | TIYes EING

Hava youlthey traveled In the past 14 days to any reglons affectend
hy COVID-187 (as relevant to your location) ClYes LINe HiYe Lia

Positive responses to any of these would likely indlcate a deaper diseussion with the dentlst before

procedding with elective dental treatment,

o Eortesting, see the list of Btate and Terliorla Health Dapariment Wabsites for your speclfic area’s information.



