Chart #:

FOR OFFICE USE ONLY

Patient Information

Patient Name: : : Date:
Last S First cooME
O Male £ Female Et Married 0O Single - LI Child * 0 Other
Social Security #: ' Birth Date:
Phone (Home): (Work}: Ext: Best time to call:

Preferred appointment times: -L1 Morning - I Afternoon - T Evening . TFAny Time ov OT Ow OT OF E]S
Address:

Strest 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:
OAIDS L1 Excessive Bleeding O Liver Disease [ Stroke
1 Allergies D3 Fainting O Mental Disorders ETuberculosis
= £l Glaucoma LI Nervous Disorders 0 Tumors
J Anemia O Growths L Pacemaker 0 Ulcers
- Arthritis i Hay Fever I Pregnancy LI Venereal Disease
[ Artificial Joints Ol Head Injuries Due date; {1 Codeing Allergy
L1 Asthma Ll Heart Disease I Radiation Treatment 0 Penicillin Allergy
CI'Blood Disease 0 Heart Murmur ' I Respiratory Problems OTHER:
LY Cancer L3 Hepatitis {1 Rheumatic Fever O
‘[J Digbetes I High Blood Pressure I Rheumatism
1 Dizziness 1 Jaundice O Sinus Problems ]
O Epilepsy Bl Kidney Disease O Stornach Problems

¢ Have you ever had any complications following dental treatment? [ Yes I No
if yes, please explain; ,

» Have you been admitted to a hospital or needed emergency care during the past two years? [ Yes O No
if yes, please explain:

» Are you now under the care of a physxoian’? O Yes O No
if yes, please explain: :

= Name-of Physician: Phone:

» Do you have any health problems that need further clarification? [ Yes D No
Ifyes, please explain:

" To the bast of my knowledge, all of the preceding answers and information provided are true and correct. If 1 ever have
any change in my health, | will inform the dootors at the next appointment without fail,

Date:

Signaiura of patient, parent.or guardian

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

O Dental Office [ Yellow Pages I Newspaper [ School [ 'Work LI Other

Name of person or office referring you to our practice:

BEaR /



Spouse or Responsible Party Information
The foliowing is for. EJ the patient's spouse . -EJ the person responsible for payment

Name:
O Male O Female - MMarried : H Single. - T Child - O Other
Social Security #: Birth Date:
Phone (Home): {(Work): Ext: Best time to cail:
Address; :
Sireet Aparimsnt #
City : Slalg I Zip Code
Employment Information
The fotiowing is for: {1 the patient e person responsible for payment
Employer Name: Occupation:
Address:
Sirpal Oty Biate Zip Code
Insurance Information
Primary , ‘
Name of Insured: Is insured a patient? 1 Yes [1No
Last Fiest Mt
Insured’s Birth Date: 1D Group #:
Insured's Address:
Slret City State Zip Code
Insured's Employer Namae:
Address:
Strent : Tty - : Stals Zip Code
Patient's relationship to insured: & Self [ Spouse [ Child I Other
Insurance Plan Name and Address: '
Secondary
Name of Insured: ; Is insured a patient? & Yes [ No
Last First Mi
Insured’s Birth Date: 1D Group #:
Insured’s Address: : : k ;
Sirgal Ciiy Biale Zip Cove
Insured's Employer Name:
Address:
City Staw Zip Code

Patient's relationship to }z;sured 01 Self I Spouse I Child I Other
Insurance Plan Name and Address:

g -
Consent for Services
As a condition of your treatmant by thig office, financiat-arrangements must be made i advance. The practica depends upan reimburseinent fron the patients for the cosls incurred in thelr care snd
financial respcns‘ibimy on e part of gach patient must be detanmined bafare frealment :
Al emergenty dantal sévices, &f any dentit & o3 perinmiad wilhoul previcus financisl arrangements, must be paid far i cashial (he time sérvices are performed.

Patiants whiy carry dantal insurance understand thai alidental services mished are chargsd ditaclly 1o tha patient and that he or she Is personally responsible for payment of alt dental services. This
office will help prepary e petients insurands forms of zssistin mam"(} colleclions hrom insuranns companies and wm credit any such co wct!ons 1o the patient's account. Howevsr, this demtat office
CANNGL rendar SEMVICEs on e G55UIMPUDN thal uur chargas Wil be paid by oa insurante compa ANV,

A service chirgs of 1%% per month {18% per annum} on the unpaid batance wWill be charged oo all accounis exeeeding 60 days, unless praviously wiitlen financial arrangements are salisfied.
1 understand that the fee esimate isted for this dantat care can enty be extented for'a pariod of six monihs from e date of Ihe patient pxamination.

in consideration for the professional senvices renderad o me, o &t my teyusst, by dhe Doctor, | agree to pay therefore the reasonable value of said services to said Ducto' oF his assignee, st the tme
23id services arg randered, or within fa (5} days of billing i aradit shall be extended.” { further agree that the reasonable valup of sald Services shall be as bitled unless objected to, by me, fn witing,
within the tina for payment thereof. | furher sgrés that s waivar of any breach 'of any time or eonditen hareunder shall nat constitule a woiver of zny furthier ferm or tondition and | further agres lo (say
all costs and reasonable sltorney fees I Soit be instiited heraundar.

1.grant oy pormission 10 you or your assignae, 10 telephane me st homa or a1 my wark 1o giscuss matiers refaled o this-form.

1 have read the above conditions of treatment and payment and agres 1o their content.

Date: Relationship to Palient:
Signature of palient, parent-or.guardiar .

Date: Ralationship to Patient;

Signature of guaranior of ;ﬁayment/res;pohsébie party




CHANGE QOF OWNERSHIP
In the event that Peter J. Pellittieri, DMD is sold or merged with another organization, your heaith information/record will
hecome the property of the new owner.

YOUR HEALTH INFORMATION RIGHTS
You have the right 1o request restrictions on certain uses and disclosures of your health information. Please be advised,
however, that Peter J. 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 requast that Peter ). 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 protectad health information made by Peter 1. Pellittieri, DMD.

CHANGE OF THIS NOTICE OF PRIVACY PRACTICES

Peter ). Pellittier], 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 J. Pellittieri, OMD 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 practicas with respect to your health information. If you have questions about any part of this notice
or if you want more information about your privacy rights, please contact: Peter J. Pellittieri, DMD by calling his office at 585-
872-0500. if Peter ). Pellittieri, DMD is not available, you may make an appointment for a personal conference in person or by
telephone within 2 working days.

1 have read the Privacy Notice and undarstand my rights contained in the notice. By way of my signature, |
provide Peter J. Peliittieri, DMD with my authorization and consent to use and disclose my 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:




