Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.
To help us meet all your dental healthcare needs, please fill out this form
completely in ink. If you have any questions or need dssistance, please asEf us -
we will be happy to help.

Fatienr #

. . SS#/SIN
Patient Information conrpenTIAD Date
Name Birthdate Home Phone
Address City 153%5?/ ZPI%
Email Cell Phone
Check Appropriate Box; [ Minor [T Single O Married U Divorced L1 Widowed [ Separated
If Student, Name of School/College City Igrtgff/ | %rﬁe J };?rge
Fatient or Parent/Guardian’s Emplover Work Phone
Address City IS’tr?)&z/ ZPI%
Spouse or Pavent/Guardian’s Name Employer Work Phone
Whom may we thank for referving you?
Person to contact in case of emergency Phone
Resp OﬂSlble Pa]fl)] Relationship
Name of Persen Responsible for this Account to Patient
Address Home Phone
Fmail Cell Phone
Driver’s License # Birthdate Financial Institution
Employer Work Phone __ SS#/SIN

Is this person curvently a patient in our office?  [J Yes L1 No
For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in Jull at each appointment.

O Cash J Personal Check Credit Card 1) VISA [ MasterCard Ul wish to discuss the office’s payment policy.
Insurance Information o
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Union or Local # Work Phone
Name of Employer ] ! work, 7
Address of Emplover City Prov. PC
Group # Policy/ID #
Insurance Company . 2 fol % 5
Ins. Co. Address City Prov. PC
How much is your deductible? How much have you used? Max. annual benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE? O Yes O Ne IFYES, COMPLETE THE FOLLOWING:
Relatignship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
E Union or Local # Work Phone
Name of Employer | ke Zfip/
Address of Employer City Prov, ’C.
Group # Policy/ID #
Insurance Company p Rolicy, Z}}p/
Ins. Co. Address City Prov. 2C.
How much is your deductible? How much have you used? Max. annual benefit

Over Please



OUR FINANCIAL POLICY - LEADING CARE DENTAL

Patient Name: Date:

Payment Optians
(For treatment $1,000 and over)

Total Treatment Estimate: 'nsurance Estimate: Portion Payment

0 1. Prepayment Courtesy:* We are happy to offer a 4% courtesy (cash or check) or a 3% courtesy (credit card) for ali
treatment over $1,000 that is paid in full two days prior to treatment commencing.

S S $

Discount Adjusted Total Portion Payment

0 2. Payment as Services are Rendered: |f You wish to pay the estimated amount for treatment at the time services are
rendered, we gladly accept cash, check, and most major credit cards. Because we cannot guarantee your exact insurance
coverage, there may be a balance remaining after insurance payment is received. Whenever choosing this option, we
ask that you leave a credit card on file for any balance that may be owed.

3. Monthly Payment Plans:

0 “Same as Cash” Interest- Free Credit Line S
Monthly Payments (up to 12 months) interest free, with credit approval Monthly Total
o Extended Payment Plan Range: § to

+For treatment plans between $1,500-$25,000
18-60 months duration, no down payment, payments as low as $59 a month, no pre-payment penaity, with
credit approval

O 3 Equal Monthly Payments
Down Payment 2 Monthly Payments  § S
33% initial down payment guaranteed with major credit card

o “Lay-Away Plan”
Treatment commences after comfortable monthly payments are made which equal the estimated patient
portion.

*Does not apply to senior citizens who already have a discounted fee.

i, , understand that any insurance estimate given to me by this office isnot a
guarantee of actual insurance payment. | also understand that | am ultimately responsible for all charges incurred for
dentistry performed upon me or my dependents ion this dental office. Any insurance claim not paid in full after 60 days
will become my responsibility to pay at that time.




Effective date of notice:
NOTICE OF PRIVACY PRACTICES
Robert L. Beckelman, D.M.D.
999 Frankiin Avenue, Ste:202, Garden City, NY 11530
516-256-2424 (office)
516-294-3530: (fax)
drbeckelman@drbecke[man.com: £ Maif
Doreen: Office Manager

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU
MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
- INFORMATION. PLEASE REVIEW IT CAREFULLY,

_ We respect our legal obligation to keep health information that identifies you private. We are
oblagatgd by law to give you notice of our privacy practices. This Notice describes how we protect your
health information and what rights you have regarding it.

TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS

The most common reason why we use or disclose your health information is for treatment,
payment or health care operatlons_. Examples of how we use or disclose information for treatment

financial or billing audits; internal quality assurance; personnel decisions; participation in managed care
plans; defense of legal matters: business planning; and outside storage of our records.

We routinely use your health information inside our office for these purposes without any special
permission. if we need to disclose your health information outside of our office we will ask you for special
written permission.

USES AND DISCLOSURES FOR OTHER REASONS WITHOUT PERMISSION

In some limited situations, the law allows or requires us to use or disclose your heaith information
without your permission. Not all of these situations will apply to us; some may never come up at our office
at all. Such uses or disclosures are:

* when a state or federal law mandates that certain health information be reported for a specific
purpose;

» for public health purposes, such as contagious disease reporting, investigation or surveillance:
and notices to and from the federal Food and Drug Administration regarding drugs or medical
devices;

* disclosures to governmental authorities about victims of suspected abuse, neglect or domestic
violence;

* uses and disclosures for health oversight activities. such as for the licensing of doctors: for audits
by Medicare or Medicaid: or for investigation of possible violations of health care laws;

* disclosures for judicial and administrative proceedings, such as in response to subpoenas or
orders of courts or administrative agencies;

* disclosures for law enforcement purposes, such as to provide information about someone who is
or is suspected to be a victim of a crime; to provide information about a crime at our office; or to



report a crime that happened somewhere else:
* disclosure to a medical examiner to identify a dead
to funeral directors to aid in burial; or to organizatio
uses or disclosures for health related research;
uses ang disl.closures to prevent a serious threat to health or safety;
uses or disci osures for specialized government functions, such as for thy rotectio
president or high ranking governme?rt officials; for lawful national inzllgn%e activige:f' tfho? military
purposes; or for the evaluation and health of members of the foreign service; '
disclosures of de-identified information;
disclosures relating to worker's compensation programs;
disclosures of a "limited data set" for research, public health, or health care operations:
incidental disclosures that are an unavoidable by-product of permitted uses or disclosures:;
disclosures to "business associates” who perform health care operations for us and who commit
to respect the privacy of your health information:

Persan or to determine the cause of death; or
ns that handle organ or tissue donations:

’ & & 8 @

) " Unless you object, we will also share relevant information about your care with your family or
friends who are heiping you with your dental care.

APPOINTMENT REMINDERS

We may call or write to remind you of scheduled appointments, or that it is time to make a routine
appointment. We may also call or write to notify you of other treatments or services available at our office
that might help you. Unless you tell us otherwise, we will mail You an appointment reminder on a post
card, and/or leave you a reminder message on your home answering machine or with someone who
answers your phone if you are not home.

OTHER USES AND DISCLOSURES

We will not make any other uses or disclosures of your health information unless you sign a
written "authorization form.” The content of an "authorization form" is determined by federal law.
Sometimes, we may initiate the authorization process if the use or disclosure is our idea. Sometimes,
you may initiate the process if it's your idea for us to send your information to someone else. Typically, in
- this situation you wilt give us a properly completed authorization form, or you can use one of ours.

‘ If we initiate the process and ask you to sign an authorization form, you do not have to sign it. If you do
not sign the authorization, we cannot make the use or disclosure. If you do sign one, you may revoke it at
any time uniess we have aiready acted in reliance upon it. Revocations must be in writing. Send them to
the office contact person named at the beginning of this Notice.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION
The law gives you many rights regarding your health information. You can:

*» ask us to restrict our uses and disclosures for purposes of treatment (except emergency
treatment), payment or health care operations. We do not have to agree to do this, but if we
agree, we must honor the restrictions that you want. To ask for a restriction, send a written
request to the office contact person at the address, fax or E Mail shown at the beginning of this
Notice.

* ask us to communicate with you in a confidential way, such as by phoning you at work rather than
at home, by mailing health information to a different address, or by using E mail to your personal
E Mail address. We will accommodate these requests if they are reasonable, and if you pay us
for any extra cost. If you want to ask for confidential communications, send a written request to
the office contact person at the address, fax or E mail shown at the beginning of this Notice.

» ask to see or to get photocopies of your health information. By law, there are a few limited
situations in which we can refuse to permit access or copying. For the most part, however, you
will be able to review or have a copy of your health information within 30 days of asking us (or
sixty days if the information is stored off-site). You may have to pay for photocopies in advance.
If we deny your request, we will send you a written explanation, and instructions about how to get
an impartial review of our denial if one is legally available. By Iaw, we can have one 30 day
extension of the time for us to give you access or photocopies if we send you a written notice of
the extension. If you want to review or get photocopies of your health information, send a written



request to th i inni
l\legtice. e office contact person at the address, fax or E mail shown at the beginning of this

* ask us to amend your health information if you think that it is incorrect or incompiete. If we agree

a permitted disclosure of your health information. By law, we can have one 30 day extension of

time to consider a request for amendment if we notify you in writing of the extension. If you want

to ask us to amend your heaith information send a written request, including your reasons for the

;rpe“dtl?ent, to the office contact person at the address, fax or E mail shown at the beginning of
is Notice.

* get alist of the disclosures that we have made of your health information within the past six years
(or a shorter period if you want). By law, the list will not include: disclosures for purposes of
treatment, payment or health care operations: disclosures with your authorization: incidental

-disclosures; disclosures required by law; and some other limited disclosures. You are entitled to
one such list per year without charge. If you want more frequent lists, you will have to pay for
them in advance. We will usuaily respond to your request within 60 days of receiving it, but by law
we can have one 30 day extension of time if we notify you of the extension in writing. If you want
a list, send a written request to the office contact person at the address, fax or E mail shown at
the beginning of this Notice.

* get additional paper copies of this Notice of Privacy Practices upon request. It does not matter
whether you got one electronically or in paper form already. If you want additional paper copies,
send a written request to the office contact person at the address, fax or E mail shown at the
beginning of this Notice. .

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 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 Web site.

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 complaint in person or by phone.

FOR MORE INFORMATION
if you want more information about our privacy practices, cail or visit the office contact person at

the address or phone number shown at the beginning of this Notice.

tear here
ACKNOWLEDGEMENT OF RECEIPT

I acknowledge that | received a copy of Dr. Robert Beckelman's Notice of Privacy Practices.

Patient name

Signature " Date



Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment now? ..., O O 10, Are you wearing Contact Jenses?........co.coocooeees oo, O
2. Have you ever been hospitalized for any 11. Are you allergic to or have you had any reactions to the following?
surgical operation or serious illness within the last 5 years?......... O O Local Anesthetics {e.g. Novocaind ...............cccccoovoeen. O
If yes, please explain Penicillin or any other Anfibiotics .........cc.cocecmnioiicenncns 0 0O
SUIA DIUZS -t O O
3. Are you taking any medication(s) BaPDIEUFTLES . oo 0o O
including non-prescription medicine? ..., O O Sedatives......... e e o O
If yes, what medication(s) are you taking? Iodine ...... et e e 1
ASPITI oot oo o O
4. Have you ever taken Fen-Phen/Redux? ........cccocovoivoeicccriniciec e 3 0l Any Metals (e.g. nickel, mercury, etc.) ..o, e o d
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer Latex RUBBET ..o e 0
medications containing bisphosphonates? ... SRR 0o U Other (please list)
6. Have you taken Viagra, Revatie, Cialis or Levitra 12. Do you have a persistent cough or throat clearing not
in the last 24 hours? ... e O associated with 4 known iliness (asting more than 3weeks)?... 1 [
7. Do you use tobacce? ........... e e s O O 13. Women Only:
8. Do you use controlled SUBSIAnNCEs? ......coovveicrecnneccnnosiire s 0o O a) Are you pregnant or think you may be pregnant?........ O g
: P ) AFe YOU THUFSING?.....ocooeoeeieeeee e Il
9. Do you have or have you had any of the following; ¢) Are you taking%ml CONLRACEPLIVES? ..o 0 0O
Yes No Yes No Yes No
High Blood Pressure.............cco..... 0o O Heart DISEAase ............ocomrereecnes s o Chest PAINS..co.oocoveeeeceeeeen 0g
Heart Attack O O Cardiac Pacemaker .. N I B Easily Winded............coocoooereniien, O O
Rheumatic Fever ..., O O Heart MUrmur............cco.ooocoeeeecenn. 0 SHORE oo O O
Swollen Ankles......coooooovveriienne, b o i 0o o Hay Fever / Allergies.. O O
o 0 O O Tuberculosis ............. o0
g O O M Radiation Therapy...........cooccnveirenes O 0
. O O 0 Glaucomad....coco i O o
Epilepsy / Convulsions............... O ad O Recent Weight Loss .......cccoooooovverne. O O
Leuhemic.......coooovvereer s e 0 O 0 O Liver Disease ...... O O
Diabetes ............cco..... 0 £ Joint Replacement or Implant ........ 0 O Heart Trouble ............... e [ O
Kidney Diseases............ O o Hepatitis / Jaundice...........coooccoveee. 0O d Respiratory Problems .............co....... o .
AIDS or HIV Infection .. NN B Sexually Transmitted Disease......... 0O o Mitral Valve Prolapse.........cccooneee. O o
Thyroid Problem ... O Stomach Troubles / Ulcers .............. O O Other O o
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing?.........cc.coocconee. o 8. Do you have frequent headeaches?...........ccccccoccouecenvnrnnne, 1 O
2. Are your teeth sensitive to hot or cold liquids/foods?................ 0 O 9. Do you clench or grind your teeth? ..., o O
3. Are your teeth sensitive to sweet or sour liquids/foods? ............ (1 [J 10. Do you bite your lips or cheeks frequently? ... O O
4. Do you feel pain to any of your teeth? ..., O O 11. Have you ever had any difficult extractions
3. Do you have any sores or lumps in or near your mouth? ... O o I ERE PASE? o.ivvrsii e 0 d
6. Have you had any head, neck or jaw injuries?....................... O o 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Jollowing extractions? ..., 0 O
problems in your jaw? 13. Have you had any orthodontic treatment?..................... O 0
CHERING oo SO O O 14. Do you wear dentures or partials?.............ccocooecennnns 1
Pain (joint, ear, side of face} ... oo oo, O O If yes, date of placement
Difficulty in opening or closing o oJ 15. Have you ever received oral hygiene instructions
Difficulty in chewing .......oc.ccooeuvrnreeesicnanne. o O regarding the care of your teeth and gums? ... O Od
16. Do you like your Smile?. ..o O o

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to reledse dny information including the
diagnosis and the records of any treatment or examination vendered to me or my child during the pertod of such Dental care to third party payors
and/or kealth practitioners. T authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits
otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible
for payment of all services rendered on my behalf or my deperndents.

X
Signature of patient (or parent/guardian if minor} Date

Doctor’s Comments

Signature Date

PATTEASON OFYICE SUPPLIES ¥.800.637.1140 051-1014/16306



