CEDARHURST DENTAL OFFICE, P.C.
HOWARD M. GOLDSCHEIN, D.M.D.

PATIENT R

Welcome to our practice!
Thank you for selecting our dental healthcare team. Please fill out this form complately in ink. If you have any questions or

concern, please do not hesitate to ask for assistance = we will be happy to help.

PATIENT INFORMATION:

Date

Name
Last Mi First Preferred name (if different)
City, State, 2ip

Home Address

Social Security Drivers License,

Birth date

Work Phone Cell Phone

Home Phone

Email Address
Do you prefer to be contacted at (please circle one): Work Home
Single  Marriea  Divorced  Widowed

City, State

Cell Email Text

Patient is (please circle one):  Minor

If you are a student, name of school/college
Relationship to patient

Person to contact in case of an emergency
Contact phone number,

Who referred you to our practice?

RESPONSIBLE PARTY INFORMATION (only If different than patient):

Relationship to patient

Name

Home Address, City, State, Zip

Home Phone Work Phone, Cell Phone
Birth date Social Security, Drivers License
Responsible party Is (please circle one): Single Marrie¢  Divorced Widowed

Employer,

Is this person currently a patient in our office? (circle one) Yes No

INSURANCE INFORMATION
Relationship to patient

Name of Insured (policy holder)

Birth date Social Security Work Phone
Employer Date Employed
Address of employer City, State, Zip
Insurance Company Group #

City, State, Zip

Insurance Co. Address,

How much have you used? Max. annual benefit?

How much is your deductable?



ADDITIONAL INSURANCE INFORMATION

if yes, complete the following:
Relationship to patient

Do you have additional insurance (circle one) yes no

Name of Insured (policy holder)

Birth date Social Security Work Phene
Employer, Date Employed
Address of employer City, State, Zip
insurance Company, Group #
Insurance Co. Address City, State, Zip

How much have you used? Max. annual benefit?

How much is your deductable?

MISSED APPOINTMENT CHARGES

If | fail to cancel an appointment within 24 hours, | agree to pay a $25 charge per half hour of time allotted, as per office policy.

AUTHORIZATION, RELEASE, AND AGREEMENT TO PAY FOR SERVICES RENDERED

| authorize the dentist to release any information including the diagnosis and the records of any treatment or examination rendered
1o me during the period of such Dental care to third party payers and/or other heaith practitioners.

| authorize and thereby request my Insurance company to pay directly to the dentist insurance benefits otherwise payable to me.

| understand that my dental insurance carrier may pay less than the actual bill for services. | agree to be responsible for payment of
all services rendered on my behalf or on behalf of my dependents.

X
Signature of patient or parent if minor Date

CONSENT

The undersigned hereby authorizes the Doctor to take X-rays, study models, photographs, or any other diagnostic aids deemed
appropriate by Doctor to make a thorough diagnosis of the patient’s dental needs. | aiso authorize Doctor to perform any and all
forms of treatment, medication, and therapy that may be indicated. | also understand the use of anesthetic agents embodies a
certain risk. | understand that my dental insurance is a contract between me and the insurance carrier, and not between the
insurance carrier and the Doctor and that | am still fully responsible for all dental fees. These fees are due and payable at the time
services are rendered unless prior financial arrangements have been made. | also assign all insurance benefits to the Doctor. Any
payments received by the Doctor from my insurance coverage will be credited to my account, or refunded to me if | have paid the

dental fee incurred.

X
Signature of patient or parent if minor Date



TIME 12:04 PM Cedarhurst Dental Office, PC
MEDICAL HISTORY
PATIENT NAME Birth Date

DATE 12/6/2011

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

following questions.

Are you under a physician's care now? _ Yes __ No If yes, please explain:
Have you ever been hospitalized or had a major operation? _) Yes ) No If yes, please explain:
Have you ever had a serious head or neck injury? _ Yes ) No If yes, please explain:
Are you taking any medications, pills, or drugs? _, Yes ) No If yes, please explain:
Do you take, or have you taken, Phen-Fen or Redux? _, Yes [ No
Have you evertqken_ Fosamax.. B_onivg. Actonel or any —~ Y&s ) Nib
other medications containing bisphosphonates? ~
Are you on a special diet? _ Yes _ No
Do you use tobacco? () Yes ) No
Do you use controlled substances? () Yes ) No

Women: Are you

Pregnant/Trying to get pregnant? () Yes () No Nursing? ) Yes () No

Taking oral contraceptives? _ Yes _ No

Are you allergic to any of the following?
—_ Aspirin " Penicillin " Codeine

__ Other If yes, please explain:

—_ Local Anesthetics —_Acrylic  _ Metal " Latex

" Sulfadrugs

Do you have, or have you had, any of the following?

AIDS/HIV Positive  Yes (O No | Cortisone Medicine " Yes _ No | Hemophilia  Yes () No | Radiation Treatments C Yes O No
Alzheimer's Disease O Yes () No | Diabetes O Yes {J No | Hepatitis A ) Yes O No | Recent Weight Loss O Yes O No
Anaphylaxis O ves {) No | Drug Addiction Z Yes ) No | Hepatitis Bor C 0 Yes (C No | Renal Dialysis O Yes 8 No
Anemia C Yes () No | Easily Winded O Yes O) No | Herpes O Yes (O No | Rheumatic Fever O Yes O No
Angina O Yes (U No | Emphysema O Yes [ No | High Blood Pressure ) Yes () No | Rheumatism O Yes O No
Arthritis/Gout ) Yes () No | Epilepsy or Seizures  _ Yes (_, No | High Cholesterol _ Yes () No | Scarlet Fever O Yes O No
Artificial Heart Valve (O Yes () No | Excessive Bleeding ) Yes ( No | Hives or Rash O Yes (O No | Shingles O Yes O No
Artificial Joint ) Yes (U) No | Excessive Thirst Z Yes [ No | Hypoglycemia (O Yes O No | Sickle Cell Disease O Yes O No
Asthma (O Yes () No | Fainting Spells/Dizziness _) Yes () No | Irregular Heartbeat () Yes (") No | Sinus Trouble O Yes O No
Blood Disease ) Yes () No | Frequent Cough J Yes (_ No | Kidney Problems () Yes () No | Spina Bifida O Yes O No
Blood Transfusion (O Yes ) No | Frequent Diarrhea ) Yes C No | Leukemia O Yes U No | Stomach/intestinal Disease () Yes () No
Breathing Problem ) Yes () No | FrequentHeadaches _ Yes () No | Liver Disease 7 Yes ) No | Stroke O Yes O No
Bruise Easily O Yes (O No | Genital Herpes ) Yes U No | LowBlood Pressure () Yes () No | Swelling of Limbs O Yes ) No
Cancer ) Yes ) No | Glaucoma Z Yes U No | Lung Disease  Yes ) No | Thyroid Disease Yes (C No
Chemotherapy ) Yes () No | Hay Fever Z Yes (C No | Mitral Vaive Prolapse ) Yes () No | Tonsillitis W Yes () No
Chest Pains ) Yes (O No | Heart Attack/Failure ) Yes ) No | Osteoporosis 7 Yes () No | Tuoerculosis O Yes O No
Cold Sores/Fever Blisters () Yes () No | Heart Murmur C Yes O No | PaininJawJoints () Yes () No | Tumorsor Growths Q Yes Q No
Congenital Heart Disorder ) Yes ) No | Heart Pacemaker C Yes ( No | Parathyroid Disease () Yes () No 3::? | Gisas b" :es 5 :o
Convulsions O Yes () No | Heart Trouble/Disease _ Yes () No | PsychiatricCare () Yes ) No Yelijwejaur:dioese e Y:: O Ng
Have you ever had any serious illness not listed above? —_, Yes __ No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be

dangerous to my (or patient’s) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE
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ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowledgement*

ks , have received a copy of this
office’'s Notice of Privacy Practices.

Pleass Print Name

Sgnature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

— Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgement

_ Other (Please Specify)

3% g peemctaa, A, oipar use. aupicatior or aistrioution of this form by any other party requires the prior

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).
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{NAME OF PRACTICE}

" NOTICE OF PRIVACY PRACTICES ~

“THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

. PLEASE REVIEW IT CAREFULLY.
' THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL BUTY
We are required by applicable federal and state law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health
_information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice
takes effect ., and will remain in effect until we replace it.

-

“We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such
changes are permitted by applicable law. We reserve the right to make the changes in our privacy practices and the
new terms of cur Notice effective for all health information that we maintain, including health information we creat-
ed or received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Notice and make the-gew Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for addition-
al copies of this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider pro-
viding treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare oper-
ations. Healthcare operations include quality assessment and improvement activities, reviewing the competence or
qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training
programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare‘c')pera-
tions, you may give us written authorization to use your health information or to disclose it to anyone for any pur-
pose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use
or disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization, we
cannot use or disclose your health information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient
Rights section of this Notice. We may disclose your health information to a family member, friend or other person
to the extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that
we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of
(including identifying or locating) a family member, your personal representative or another person responsible for
your care, of your location, your general condition, or death. If you are present, then prior to use or disclosure of your
health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your
incapacity or emergency circumstances, we will disclose health information based on a determination using our
professional judgment disclosing only health information that is directly relevant to the person’s involvement in your
healthcare. We will also use our professional judgment and our experience with common practice to make reason-
able inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or
other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications
without your written authorization. -

Required by Law: \We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that
you are a possible victim of abuse, neglect, or domestic viclence or the possible victim of other crimes. We may dis-
close your health information to the extent necessary to avert a serious threat to your health or safety or the health
or safety of others.
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