DENTAL REGISTRATION AND HISTORY

L PATIENT INFORMATION . Z DENTAL INSURANCE
Date Who is responsible for this account?
SSHIC/Patlent 1D # . Retationship to Patlent
Patient Name )
tast Nams Insurance Co.
Group #
First Name i Yif i ' '
Midale lnita] Is patient covered by additiona! Insurance? [IY¥es [ No
Address '
: Subseriber’s Name
E-mait ;
Birthdate SS#
Clty
¥ Relationship to Patient
State
. Zp Insurance Co.
Sex OM [JF Age Group #
Birthdate RSSIGNMENT AND RELEASE |
O Marred [T Widowed (1 Single ] Minor | certify that I, and/or my dependani(s), have Insurance. coverage with
. and pasign directly to
O Separated L] Pivorced [ Partnered for years Name ©f Insurance Gompany(ies) # Y
Patient Employer/School Cr. al insuraﬁca benelits, if
Occupati any. otharwlas payabla to ms for sorvices rendered, | understand thal | am
pation - finangially responsible for all charges whether or ot paid by Insurance. | aythoriza
Employer/School Address . ths use of my signature on ell Insurance submissions, .-
The above-namad dentlst may usa my health care information and mey disclose
such Infermation 1o the above-named Insurance Company{ies) and thelr agents
’ for the purpose of oblalning payment for sarvices and determining Insurance
EmployarfSchool Phone { } naffs or the beneflts payable {or related services. This consent will end whan
) : m¥. cyrent treatment plan ls complated or one year from the date signed below.
Spouse's Narne " :
Birthdate . 7 Slgnature of Patient, Parent, Guardian or Personal Representative
SS# : . L - I
) i 7 -a%e prim name of Patient, Parent, Guardian or Personal Representalive
Spouse's Employer
Whom may we thank for referring you? Dals Realationship to Patient

3 PHONE NUMBERS

~ Pnone { ) ; Work { 1 Ext Cell { |
Spousa's Work ( ) - Best time and plage to reach you
IN CASE OF EMERGENCY, CONTACT (Speclly someons who does not live In your household.}
Name i Relationship
Herna Phone { ). — ____ _Work Phone S Y U S S S S S

DENTAL HISTORY

Reason for today's visit Burning sensation on tongus CYes [ONo Mouth breathing © OYes ONo
Chew on one side of mouth OYes [dNeo Mouth paln, brushing . OYes DiNo. -
. Clgarete, plpe, or cigar smoking [JYes CINc Orthodontic treatment - OvYes [ONo
Former Dentist Giicking or popping jaw ClYes [JNo Paln around ear - DYes (O No
Gity/State ____ . Dry mouth . [OYes ONo Pericdontal treatment OYes CJNo
Fingernall biting ClYes [QNe Senslivity to cold . . O¥Yes ONo
Date of last dental isit : Food collection between the teeth [JYes TINo  Sensitivity fo heat OYes [dNe
Date of last dontal X-rays Fore'gn objects— - OYes [CINo Sensltivity 1o sweets [l¥es CONo
Place a mark on "yes® or“nc” to indicate you  Grinding teeth ClYes [No Sensitivity when biting OYes O :0
have had any of the following: Gums swollen or tender [Yes [QINe Soresor gn:md!jls In your mouth - CYes TJNo
Bad breath CiYes CINo Jaw paln or iredness OYes TINC  pow often do you floss? s
Bleading gums TYes [JNo Lip or cheek biting OYes [INo .
Blisters on lips or mouth [J¥es (ONo Loossteethor broken fitlings OYes [No How ofien do you brush? —
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HEALTH HISTORY

Physician's Name Date of last visit

Have you ever used a blsphosphonate medication? Commaon brand names are Fasamax, Actonél, Alelvia, Didronel, Bonlva. [JYes [JNo

Have you ever taken any of the group of drugs collectively refarred to Bs *fen-phen?” These include combinations of lonimir, Adipex, Fastin (brand

names of phenterming), Pondlimin {fenfluramine) and Radux {dexfenfluramine). OYes [No
Place a mark on "yes” or “no” to indicate If you have had any of the lc;ﬁomdng: '

AlDSMHIV OYes JNo Epllspsy ClYes [OJNo Respiratory Disease OYes OJNe
Anemja [JYes I No Fainting or dizziness Cves [JNo Rheumnatic Fever OYes [ONao
Arthritle, Rhaymatism OYes ONo Glavcoma ClYes [INo Scarlet Fever [OYes [OJNo
Artificlal Heart Valves OYes ONe Headaches OYes [ONo Shertness of Breath [OYes T1No
Artiflelal Jolints ClYes O No Haart Murmur [OYes [ONo Sinus Trouble ClYes [ONeo
Asthma OYes [JNo Heart Problems CYes [ONo Skin Rash CYes [No
Back Problems OYes O No Hepatitis Type OYes [JNo Special Dist .OYes [JNo .
Bleedi_ng'abnormalw, with OYes ONo Herpes OYes [JNo Stroke ~[Yes [INo
oxiractions or surgery _ High Blood Pressure OYes [ No Swollen Foet or Anklas Jves CINc
Blocd Disease OYes [JNo Jaundice DCiYes [JNo Swollen Neck Glands CYes [JNo
Cancer DYes [GNo Jaw Paln {IYes [ No Thyreid Problems [J¥es [INo
Chemical Dependency OYes (INo Kidney Disease ClYes [JNo Tonslliils [3Yes [IWe
Chemotherapy OYes ONo Liver Disease [Yes [JNo Tuberculosls OYes CINe
Cireulatory Problenis QYes ONo Low Blood Pressure MvYes Mo Tumor orgrowthonheador [JYes [JNo
Congenital Heart Lesions OYes O No Mitral Valve Prolapse CIYes [JNo neck :
Cortisonse Treatments [CYes [No Nervous Prablems ClYes [JNo Ulcer OYes [JNo
Cough, persistent or bloody [JYes [JNo Pacemaker OYes [3No Venerea! Disease {OYes [ No
Diabetes - OYes ONo Psychiatric Care ' OYes [No Welght Loss, unexplained OYes [ HNo
Emphysema OYes [3No Radlaticn Treatment vYes ONo '
" Do you wear contact lenses? {JYes [ No
Women; : :
Are you pregrant? OVYes [ONo Due date _ Arayounursing? (JYes [JNe
Taking birth control plis? [ Yes [ No
"MEDICATIONS ALLERGIES ]
— L e e T - ey —p— r—
List any medications you are currently taking and the correlating [J Asplrin {3 Local Anesthetic
diagnosls:
[ Barblturates (Sleeping pills) {3 Penicitlin
[J Codelne [ Sulfa
Pharmacy Name O lodine ’ [ Other _
Phone ( } _ [ Latex
. A UPDATES (To be filled In at {future appointments)
Has there been any change In your health since your last dental eppointmant? [(3Yes {JNo
For what_mndiﬁons?
Are you taking any new medicatlons? It so, what?
Patlent's Slgnature Date,
Doctor’s Signature ' Date
.Ib.‘....I.'tt....l.-..l...'ll..‘.l.Ilt..'..‘ll.l'..t.l..l”...‘.Illl
Has there been any change In yoUr health since your last dental appointment? [(JYes [ No
For what condiions? _ e
Are you taking any new madications?,____ If s0, what? !
Patient's Signature, Date
Doclor's Signature Date




Name

(please pring) -

NRL Sensitivity Screening
1, Are you allergic to latex or rubber? Yes no
2. Have you ever had surgery? Yes no

3. Have you ever experienced any complications during surgery or a medical
procedure? '

requiring resuscitation? Yes no

4. Have you ever worked in an environmens that brought you into constant contact
with latex products? ___Yes no

5. Have you experienced wheezing, difficulty in breathing, coughing, rashes, swelling,
hives, itching, or watery eyes when coming into contact with rubber items, such as
balloons? Yes no

6. Areyou allergic to bananas, avocados, chestnuts, kiwi, passion Sruit, potatoes or
other foods? Yes__ _no If yes, please list

7. Do you have a history of asthma, hay fever, eczema or dermatitis? Yes
no

8. Have you ever experienced swelling of the mouth or other adverse symptoms after

dental procedures or with denture wear? Yes "o
9. Do you frequently wear rubber gloves at home or work? Yes no
10. Have you ever been diagnosed with a heart murmur? Yes no
11. Do you require pre-medication? Yes no
Signature of Patient date

(or parent if minor)




| For Your Information
The Health Insurance Portability and Accountability Act of 1996

HIPAA is the acronym for the Health Insurance Portability and Accountability of
1996. The Administrative Simplification Provisions of the Health Insurance
Portability and Accountability Act of 1996 (HIPAA, Title IT) require the
Department of Health and Human Services to establish national standards for
electronic health care transactions and nations identificrs for providers, health
plans, and employers. It addresscs the security and privacy of health data.

The rules protect all forms of individually identifiable health information (whether

~ electronic, written or oral) known as Protected Health Information (PHI). PHI is
defined as information that the covered entity creates or reccives; relates to the past,
present or future physical or mental health or condition of an individual; the
provision of health care to an individual; or the past, present or future payment of
fees for the provision of health care to an individual; and either identifies the
individual or provides a reasonable basis to identify the individual. The rules
require notifying patients about privacy rights, adopting clear privacy procedures
and sccuring paticnt records.

The HIPAA Privacy Rule requires notice, consent, access and administrative
requirements (generally). The Privacy Rule establishes a federal requirement that
most doctors, hospitals, or other health care providers obtain a patient s written
consent before using or disclosing the patient’s personal health information to carry
out treatment, payment, or health carc operations, The Privacy Rule also provides
individuals with rights to: access to information; notice; and ability to request
restrictions on the uses or disclosures of health information. The Rule also sets up
administrative requirements. All mechanisms are aimed at protecting the integrity,
confidentiality and availability of personal health information.

The Office of Albert V., Biggiani, D.M.D,, P.C, respects the confidentiality of your
medical information and will protect that information in a responsible manner. We
have a privacy program in place that meets the requirements of the HIPAA Privacy
Regulations, We also follow all NYS privacy laws to which we are subject that do
not conflict with HIPAA Privacy Regulations. However, where the NYS privacy law
provides greater rights or protections than the HIPAA Privacy Regulations, we

follow state jaw.

FOLLOWING IS A SUMMARY OF OUR PRIVACY POLICY AND PRACTICES
STATEMENT. A MORE DETAILED GENERAL DESCRIPTION OF YOUR
INDIVIDUAL RIGHTS, AND EXAMPLES OF THE USES AND DISCLOSURES
OF INFORMATION ARE AVAILABLE UPON REQUEST.




PRIVYACY POLICY AND PRACTICES STATEMENT

The Dental Office of Albet V. Biggiani, DIM.D., P.C. (THE PRACTICE) is committed to
con}plyzng with tl_1e' Standards for Privacy of Individually Identifiable Health Information (the
“Privacy Regulation™) and other regulations issued pursuant to the Health Insurance Portability

and Accountability Act of 1996, (collectively, “HIPAA™) on your behalf, herein referred to as the
PATIENT.

1. -Treatment and Services.

THE PRACTICE may use or disclose Protected Health Information (PHI) on behalf of,

or to provide treatment and services to, the PATIENT, if such use or disclosure of PHI
would not violate the Privacy Rule, '

THE PRACTICE is permitted to use and disclose Protected Health Information as long as
it obtains written authorization (consent) from a patient prior to using or disclosing

personal health information for purposes other than treatment, payment or health care
operations.

THE PRACTICE agrees not to use or disclose PHI other than as permitted or required by
the Agreement or as Required By Law and to use appropriate safeguards to prevent use
or disclosure of the PHI other than as provided by this Agreement,

THE PRACTICE may use PHI for the proper care and treatment of the PATIENT or to
carry out the appropriste care of the PATIENT.

THE PRACTICE is permitted to disclose the PHI in its possession to third parties for the

purpose of proper management and administration provided that the purpose is to provide
the third party with data analyses relating to the Health Care Operations of the PATIENT
(such as for denta! insurance purposes), :

2. Patient Rights

The PATIENT'S Protected Henlth Information (PHI) should not be disclosed except as
authorized under the HIPAA regulations.

1t is the right of the PATIENT to limit the use of his or her PHL.
It is the right of the PATIENT to obtain aceess to his or her PHL

1t is the right of the PATIENT to request communication regarding PHI by a different
means or location,

It is the right of the PATIENT to request an amendment to his or her PHI,

It is the right of the PATIENT to request of an accounting of any non-TPO disclosures of
PHL.

——r




.

CHDG Appointment Rescheduling/Cauncellation Policy:

Understanding Appointment Rescheduling/Cancellations: In order to be i‘espectful of other
patient’s needs, please be courteous and call our office promptly if you are unable to attend an
appointment. This time will be given to someone who is in urgent need of treatment. Any

appointment(s) not rescheduled/cancelled 48 hours in-advance is subject to a $50 cancellation
-~ fee,

No Show Policy: A no show is an appointment that was not rescheduled or canceled in-
edvance, No shows inconvenience other patients who are in need of dental care and slow down

the progression of treatment. A no show for a scheduled gppointment is subject to a $75
cancellation fee, )

CHDG is proud of the quality of patient care we provide. CHDG goes to great lengths to provide
. courtesy reminders for appointments. We don't want you to forget about your appointment, but

* once you've scheduled with us, the responsibility is still yours to keep the appointment or
reschedule within the allotted time frame.

We appreciate your understanding as our number one priority is preventing and treating dental
disease in the most timely and economical manner for our patients.

Please sign below affirming you have read and understand the CHDG appointment
rescheduling/cancellation policy:

Signuature of Patient____, - Date
{or parent if minor)

~r



Albert V, Blggiani, D.M.D,, P.C,
646 Commack Rond
Commack, New York 11725
{631) 499-7280

Acknowledgement of Receipt of Notice of Privacy Policies
And Consent for Disclosure for Treatment, Payment and Operations

ACKNOWLEDGEMENT AND CONSENT

T
By signing below, [ hereby acknowledge that [ have been provided with a copy of this office’s Notice of
Privacy Practices and have thercfore been advised of how my protected health information may be used
and disclosed by the ofTice and how [ may obtain gccess to and control this information. In addition, by
signing below, [ hereby consent to the use and disclosure of my health information for treatment purposes,
payment activities and healthcare aperations of the office as described In the Notice,

Slgrature of the Patient or Personal Represcentative

Print name of Patient or Personal Representative (including description of legal authority)

Date



. Qur Finanelal Polic
Please Read, Sign and Return

We are cammitted to providing you with the best possible care and we are pleased to discuss
our professional fees with you at any time. Your clear understanding of our Financial Policy is
important to our professional relationship.

This office will atternpt to work within the limits of your insurance policy and help you to
receive maximum benefits. However, it Is important that you, the patient, understand the
Jollewing: ‘ '

» [t is the patient's responsibility to be familiar with the terms of his/her insurance policy.

*  Treatment is billed to the insurance company and you are responsible for whatever they do
not cover,

*  PDO’s & PPO’s are fee schedules thal,( if we are participating provider), we are under
contractual agreementi fo abide by. These fee schedules provide for generous discounts from
our usual fees. However ,in most cases there will still be a balance for treatment after
paymeni from insurance. .

v [fyour insurance plan includes co-payments or deductibles, these amowunts must be remitied
during the period of time that treatment is taking place.

s Ifthere is a remaining balance, or if a treatment Is not covered. fees must be paid within 30
days of billing or finance charges will accrue at a rate of 8.5% and will be added to any
amount past due, as well as a $2.50 handling charge per additlonal statement sent after the
Sirst billing.

* [fa payment arrangement is necessary, payments are due within the terms agreed upon.
Otherwise, finance charges will accrue at a rate of 8.5%.

= You, the patient, are responsible for keeping irack of the maximum allowances paid on your
dental work,

I understand my slgnature requesis that payment be made by my insurance policy fo the Office
of Dr. Albert V. Biggiani for any services furnished to me by that dental office. I authorize the
release of any of my dental informatlon necessary to determine the benefits or the beneflts
payable to related services on my behalf. I also understand that I am responsible for any
amount not covered by my insurance. It is my responsibllity to pay reasonable attorney fees if
my account Is referred to an attorney for collection.

8.5% interest will be added to any amount past due

Thank you for understanding our financial policy. If you have any quesiions or concerns
about our fees, our financial policy or your responsibility, please do not hesitate to ask.

Signature of Responsible Party, date




Our Financial Policy
Please Read, Sign and Return

Welcone To Our Office!

We are committed to providing you with the best possible care and we are pleased to disciss
our professional fees with you at any time. Your clear understanding of our Financlal Policy is
important to our prafessional relationship,

Because Dental Treatment can be costly, it Is Important that you, the patient, understand the
Jollewing; .

»  Itis not customary for this office to bill for Preventive, Diagnostic and certain Restorative
freatment. This includes but may not be limited to:

»  Examinations

» XsRays

¥ Oral Hygiene Cleanings

¥ Sealant and Fluoride Treatments
¥ Fillings

v Office visits are payable at the time of service.

‘v Payment In full Is expected upéﬁ completion of treatment requiring more than one visit.

» For treatmens that are more costly, payment arrangements may be made, but must be paid
within 30 days or within the terms agreed upon. Otherwise, finance charges will accrue at a
rate of 8.5% and will be added 1o the amount past due, as well as a $2.50 handling charge
per additional statement sent afier the first billing.

»  We accept Cash, Checks, Visa, MasterCard and American Express.

1 understand my signature represents miy agreement to make payment for dental treatment in
the manner consistent with the Financial Policy of the Office of Dr. Albert V. Biggianl. I also
understand that I am responsible for any Interest charges that might accrae if in the event I am
billed for treatments rendered and my payment Is past due. It Is my responsibility to pay
reasonable attorney fees if my account is referred to an attorney for collection.

8.5% Interest will be added to any amount past due

Thank you for understanding our financial policy, If you have any questions or concerns
about our fees, our finarcial policy or your responsibility, please do not hesliate ta ask.

Signature of Responsible Party date




Snoring, dayti eepi igu nd/or insomn e

&) n in people with un r
Apnea (QSA).

These four yes-or-no "STOP" questions can help you determine your risk for
sieep apnea:

*5: Do you snoré Ioudly {ioud enough to be haard through closed doors)? Y N

*T: Do you often feel tired, fatigued, or sleepy during the day? Y, N
*0: Has anyone ohserved you not breathing during sleep? ¥, N

'P: 0o you have or have you been treated for high blood pressure? Y, N

The questionnaire has an even higher predictive value when you answer
four more gquestions:

*B! Is your Body Mass Index or Welght more than it should be? ¥ N

*A: Is your age more than 50 years old? YN

*N: Is your neck circumference greater than 15 % inches? Y___N___ .

*G: Is your gender male? ¥_____N

e

You have a high risk of sleep apnea |f vou answered "ves” to three or
more of the eight STOP-BANG questions.




