
First Name:  _______________________________ Last Name: ___________________________________

Date Of Birth: ________________  Cell Phone: (       )____________   Home Phone: (       )_____________

Address:  ______________________________________________________________________________                       
                      Number and Street                                                                  City                                          State           Zip 

Email Address: _________________________________    Social Security # _________________________                                                 

Emergency Contact:  ____________________________ Phone:     _______________   Relationship: _____________                

Aetna PPO                                               GEHA
Buffalo Teacher Federation                      GHI (Emblem)
Cigna PPO                                               Guardian PPO        
CSEA                                                       Metlife
Delta Dental PPO and Premier                Nova
Dental Pay/Pro Benefits/Dental Shop      United Concordia
Univera PPO                                            

At this time, we are not in network with any Medicaid/Medicare plans, even if they are offered through 
one of the above insurance carrier names. 
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Have you ever been hospitalized or had any surgeries?  If yes, please list what it for and when :

Please check box next to any applicable conditions. Please specify the issue that you have if applicable. 

Do you have any health problem(s) or condition(s) that are not specifically listed ? Please list here:

Please list all medications and supplements here:

Have you ever taken Fosamax, Reclast, or any other Bisphosphonate? 

Do you require antibiotics prior to dental treatment? If yes, please explain why:

Do you have any allergies including any allergies to medications? If yes, please list:

How did you hear about us? 
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If you were referred to us by your own current dentist, please write their name and phone 
number here below:

Dentist’s Name: ________________________________Phone:___________________________

Your Pharmacy’s Name: _______________________________Phone: ______________________

ACKNOWLEDGEMENT OF PRIVACY PRACTICES
***By signing below, I confirm that I have been informed of my rights to privacy regarding my 
protected health information, under the Health Insurance Portability & Accountability act of 1996 
(HIPAA). I understand that this information can and will be used to:

●Provide and coordinate my treatment among a number of healthcare providers who may be involved in 
that treatment directly and indirectly.

●Obtain payment from third-party payers for my healthcare services.
●Conduct normal healthcare operations such as quality assessment and improvement activities.

I have been informed of my dental provider's Notice of Privacy Practices containing a more complete 
description of the uses and disclosures of my protected health information. I have been given the right to 
review and receive a copy of such Notice of Privacy Practice. I understand that my dental provider has 
the right to change the Notice of Privacy Practices and that I may contact this office at the current 
address to obtain a current copy of the Notice of Privacy Practices.
I understand that I may request, in writing, that you restrict how my private information is used or 
disclosed to carry out treatment, payment or healthcare operations and I understand that you are not 
required to agree to my requested restrictions, but if you do agree, then you are bound to abide by such 
restrictions.

NOTICE OF PRIVACY PRACTICES PATIENT ACKNOWLEDGEMENT I have read this practice’s 
Notice of Privacy Practices written in plain language. The Notice provides in detail the uses and 
disclosures of my protected health information that may be made by this practice, my individual 
rights, how I may exercise these rights, and the practice’s legal duties with respect to my 
information. I understand that this practice reserves the right to change the terms of its Notice of 
Privacy Practices, and to make changes regarding all protected health information resident at, or 
controlled by, this practice. I understand I can obtain this practice’s current Notice of Privacy 
Practices on request. 

Patient Signature: ______________________________________________________________ 

Date: __________________ 

Printed Name: __________________________________________________________________ 
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