
Chart#: 
FOR"'"OF=-F::-clC-cc-Ecc-:US='E-,,-ON'""L-,..Y 

Patient Information 

Patient Name: _ L_a_s_t -----------F-h-·s-t _________ M_I __ Date:. ______ _ 

D Male D Female □ Married □ Single □ Child □ Other 

Socia.I Security#: _______________ Birth Date: ______________ _ 

Phone (Home): _______ (Work}: _______ Ext ___ Best time to call: _____ _ 

Preferred appointment times: □ Morning □ Afternoon □ Evening □ Any Time □M □T □W □T □F □S 

Address: 
Street Apartment# 

Cit" 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: 
□ AIDS □ Excessive Bleeding □ Liver Disease 
□ Allergies ____ □ Fainting □ Mental Disorders 

□ Glaucoma □ Nervous Disorders 
□ Anemia □ Growths □ Pacemaker 
□ Arthritis □ Hay Fever □ Pregnancy 
□ Artificlal Joints □ Head Injuries Due date:. ___ _ 
□ Asthma □ Heart Disease □ Radiation Treatment 
□ Blood Disease □ Heart Murmur □ Respiratory Problems 
□ Cancer □ Hepatitis □ Rheumatic Fever 
□ Diabetes □ High Blood Pressure □ Rheumatism 
□ Dizziness □ Jaundice □ Sinus Problems 
□ Epilepsy □ Kidney Disease □ Stomach Problems 

" Have you ever had any complications following dental treatment? □ Yes □ No 

□ Stroke 
□ Tuberculosis 
□ Tumors 
□ Ulcers 
□ Venereal Disease 
□ Codeine Allergy 
□ Penicillin Allergy 
OTHER: 

□------

□--------

If yes, please explain: _______________________________ _ 

"'Have you been admitted to a hospital or needed emergency care during the past two years? □ Yes D No 
!f yes, please explain: _______________________________ _ 

• Are you now under the care of a physician? □ Yes □ No 
If yes, please explain:. _______________________________ _ 

"Name of Physician: _____________________ Phone:. ________ _ 

"'Do you have any health problems that need further clarification? □ Yes □ No 
ff yes, please explain:. _______________________________ _ 

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If 1 ever have 
any change in my health, l 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? □Another patient, friend □Another patient, relative 

□ Dental Office □ Yellow Pages □ Newspaper □ School □ Work □ Other _______ _ 

Name of person or office referring you to our practice: ____________________ _ 



Spouse or Responsible Party Information 
The following is for: D the patient's spouse D the person rnsponsible for payment 

Name:--------------------------.,.-,------,,,-----------
□ Male □ Female □ Married □ Single □ Child □ Other ______ _ 

Social Security#: Birth Date: ______________ _ 

Phone (Home): _______ (Work): _______ Ext __ _ 

Address: 

City 

The following is for: D the patient 

Stale 

Employment Information 
D the person responsible for payment 

Best time to call: _____ _ 

Apartment# 

Zip Code 

Employer Name: ________________ _ Occupation: _____________ _ 

Address: 
Street CHy Zip Code 

Insurance .Information 
Primary 
Name of Insured: _____________________ _ Is insured a patient? □ Yes □ No 

tar-t First Ml 

lnsured's Birth Date: _______ _ ID#: _______ _ Group#: _________ _ 

lnsured's Address:-----------------------------...,,.,.--,,-----
st,0et City State Zip Code 

lnsured's Employer Name:-------------------------------­
Address: 

-----::S-::t,-ee..,·t __________________ c""·,""ty----------,,S.,.-ta-,-le-----:-Z-::.i-p-::C-od-:-e ____ _ 

Patient's relationship to insured: □ Self □ Spouse □ Chlld □ Other _______ _ 
Insurance Plan Name and Address: ___________________________ _ 

Secondary 

Name of Insured:--.,.-------------------­
Last 

Is insured a patient? D Yes □ No 
Fi1st Ml 

lnsured's Birth Date: _______ _ lD#: _______ _ Group#:. ________ _ 

lnsured's Address: 
-----ic;>·•t,;,re""er------------------.,.,,"', yc---------,_,,,,m=e----=,p"""'o;,:o;;e-----

lnsured's Employer Name:-------------------------------­
Address: 

------,s,,..t,-e-e1------------------..,.C,-il1-, ---------:s,-,a-t..,-,----=z,:-p-:C:-o--,dc ____ _ 

Patient's relationship to insured: □ Self □ Spouse □ Child □ Other _______ _ 

Insurance Plan Name and Address: 

Consent for Services 
As a condilion of your treaim~nt by this office, financ!at arrangf)ll1i!:nts must be made in advance. 'The praclica depends up,10 reimbursement from the patlents for the costs incurred in their care and 
financial responsibility on the PBrt of eaeh patient must be determined before treal.menl. 

liJI emer9ency dental S<.:!rvices, or any denh;I siJrvi('.es performed witnou! prevJoos financlai arrangement$, must be paid for In cash at the time services are performed. 

Patients wtm carry dental insurance understand that all dental s(~rviC13$ furnished are charged dfrocUy to the patfHnl and that he o( she h; personally responsible for payment of all dental services. This 
office v,m help preparo tho patients insurance forms or &ssist io maidn~1 collections from insurance con1pan!cs end will credit any such collections to the patient's nccount. However. this dental oHico 
cannot render surv!cef> on t11i:::~ assumption that Olif charges 'Nill bn paid by an insurance company. 

A service ch3rge of 11/:;;<% per rnonU-'I {18% per annum} on 1hc unpeld balance wm be <:harged on all accounts excetlding 60 days, unless previously wiitten financial arrangements arn satisfied, 

I understand that the fee esi1rnate ilstc~d for this c!entfji care can cn!y be extended for a period of six monlhs from the dcite of the paHent examination. 

ln consideration for the profosslcna! se(\,ices rnnder~d to mE:, or at my request, by U1e Doctor, I agree to pay therefore the reasonable value of stlid services to said Doctor, or his assignee, at lhe lime 
said services are rendered, or within five {5) days of bi!Hng if credit shali be extended. \ furU10r agree that the reasooable value of said services shall be e.s billed unless objected to, hy me1 in •.vritiog, 
withln th1.1 fona for payment thereof. I flinher agree that a waivt1r of any breach of any Unm or con<lition hero.undnr shall not constitute a waiver of any further term or condition and I further agrei:l lo pay 
all costs and n:wsonab!e attorney fees if S,D!t be instituted hereurn!er. 

I grant my permission to yo,J or your assignee, to telepl'lot1<c= me et homa or m my \VOtk to Ofo.cuss matters rnli:lled to lhis-fonn. 

l h1;1ve read the above conditions of treatment and payment and agree to their content. 

Signature of patient, parent or guardian 
Date: _____ _ Relationship to Palient: ________ _ 

Signature of guarantor of payment/responsible party 
Date: ____ _ Relationship to Patient: ________ _ 



CHANGE OF OWNERSHIP 
In the event that Peter J. Pellittieri, DMD is sold or merged with another organization, your health information/record will 
become the property oi' the new owner. 

YOUR HEALTH INFORMATION RIGHTS 
You have the right to request restrictions on certain uses and disclosures of your health information. Please be advised, 
however, that Peter .I. Pellittieri, DMD is not required to agree to the restrictions that you request. 

You have the right to have your health information received or communicated through an alternative method or sent to an 
alternative location other than the usual method to communication or delivery, upon your request. 

You have the right to inspect and copy your health information. 

You have the right to request that Peter J. Pellittieri, DMD amend your protected health information. If your request to amend 
your health information is denied, you will be provided with an explanation of our denial reason and information about how 
you can disagree with the denial. 

You have a right to receive an accounting of disclosures of your protected health information made by Peter J. Pellittieri, DMD. 

CHANGE OFTHiS NOTICE OF PRIVACY PRACTICES 
Peter J. Pellittieri, DMD reserves the right to amend this Notice of Privacy Practices at any time in the future, and will make the 
new provisions effective for all information that it maintains. Until such amendment is made, Peter .I. Pellittieri, DMD is 
required by law to comply with this Notice. 

Peter J. Pellittieri, DMD is required by law to maintain the privacy of your health information and to provide you with notice of 
its legal duties and privacy practices with respect to your health information. Ii' you have questions about any part of this notice 
or lf you want more information about your privacy rights, please contact: Peter J. Pellittieri, DMD by calling his office at 585-
872-0500. If Peter J. Pellittieri, DMD is not available, you may make an appointment for a personal conference in person or by 
telephone within 2 working days. 

I have read the Privacy Notice and understand my rights contained in the notice. By way of my signature, I 
provide Peter J. Pellittieri, DMD with my authorization and consent to use and disclose rny protected health care information 
for the purposes of treatment, payment and health care operations as described in the Privacy Notice. 

Signature of Patient or Parent/Guardian Date 



Name: 
____________________ Date: ______ _ 

Please list all medications you are taking: 


