Date

Soc. Sec, # {optional)

Home Phone # (

JOHN A, GUERRIERI, DDS Cell #{
WE'LL KEEP YOU SMILING Email Address

Patient Information (confidentian) How do you prefer to be contacted?
OEmail OCel [OHome

Fuil Mame Birthdate
Preferred Name io be Called

Address City State Zip

iCheck Appropriate Box O Single DO Maried O Separated O Divorced O 'Widowed

I Student, Name of School/College City State ~ O Full Time O Part Time
Patient's or Parent's Employer Waork Phone
Business Address City State Zip
Spouse or Patient's Name Employer Wark Phone

Whom May We Thank for Refarring You to Us?

Emergency Coniact Name

Responsible Party h
Relationship

MName of Person Responsible for this Account x io Patiant

Address City State Home Phone #
Driver's Licens= # __ Birihdata Financal Institution
Employer Work Phone # { 35#

|s this Perscn Currently a Patient in our Office? O Yes O Mo

Dental Insurance Information

Subscriber Relzionship to Subscriber
Subscriber Bithdale Subscriber Social Security #
Subecriber Emoloyer Union or Local # Wark Phons #
Employer Addrass . City Slate Zip
Insurance Provider Groupg Policy ID #
Insurance Provider Address City State Zip

DO YOU HAVE ANY ADDITIONAL DENTAL INSURANCE? [OYes OMNo IFYES COMPLETE THE FOLLOWING

Subscricer Relationship to Subscriber
Subscriber Birhdate Subscriber Social Securily #
Subscriber Employer Unionor Local# ~Work Phone #
Employer Address City Slate

Insurance Mrovider Croup # Policy 1D 7
Insurance Provider Address City State

Over Please

FOAR 19042 AM3E  MEM S0t




Although dental personnal primarly treal he area in and around your mouth, your mouth is a par of vour entire body, Hzalth problems hat you may
have, or medication that you may be taking, could have an imporlant interrelationship with the dertistry you will receive. Thank you for answering the

fellowing questions.

Physizian's Nams Office Phone # Date of Last Exam

Are you under a physician's cars now? () Yes ) No Ifyes
Have you ever bean hospitalized or had & major operation? ,__:l Yes L_; No If yes

Have you ever had a serious head or neck injury? () Yes (0 Noo liyes
Are you taking any medications. pills, or drugs? 0 oves 0 Noo K WEE
5 o

Do you takes, or have you taken, Phen-Fen or Bedux? () Yes (0 Moo lfves

Have yau sver laksn Fosamax, Bonlva, Actonel oo - bt

any other medication conlaining bisphosphonales? -~ Tes L7 No o [fyes

Arayou on a special dist? () Yes ) No
Do you use tobaceo? () Yes ) Mo
r Women: Are you r—
Pregnant/Trying to get pregnam? [ Yes () No Taking oral contraceptives? () Yes ) Mo Mursing? ) Yes (o

r Are you allergiz to any of the following? .
T | Aspirin | Penicillin ] Codeine | Acrylic [] metat [] vLatex _ | sulfaDruge | | Local Anesthetics
j Other  If yes, please explain:

Do you use controlled substances? (0 Yes {0 Moo lves

Other? () Yes (0 No  liyes

- Do you hawve, or have you had, any of the following?

AIDSHIY Positive Z) Was ()Mo | Corisone Medicing "} No | Hemaphilia T ¥es (ONo | Badiation Treatments (D ves D MNo
Mzhaimess Megme () ¥es (Mo | Dizbstes : 1 Ma | Hepatitis A T Yes (2 Mo Facent Weighl Loss (I ¥es (Mo
Anaphyladis 1 ¥es (Mo | Drug Addiction = (1Mo | Hepatitis Bar C TiYes (Do | Renal Dialysis [ Yes (Mo
Anemia [ Yes (Mo | Easily Winded . T1Mo | Herpes Tives (Mo | Rheumatic Fever Orves ONo
Angina {1 ¥es 1Mo | Emphysema 1Mo | HighBlood Pressure D Yes (O Mo | Rheumatsm :, fes (JINo
Arthritis/Gout Cy¥es (Mo | Eplepsy or Seizures : (1Mo | High Chalesteral Tives [DiMo | Sourlel Fever . , fes ﬁ-’ Mo
Artificial Heart Valve ) ¥ee (O Mao | Excessive Bieeding : (Mo | Hives or Aash Ty Yas (Mo | Shingles L fes {3 Mo
Artificial Joint ) ¥as (D Mo | Excessive Thirst TIMo | Hypoglveemia T Yas (o np | Sickle Cell Disease ;; b5 : Mo
Astima () Yo ()Mo | Fainting SpellsDizziress (O Yes (Mo | Ireguiar Heartbeal T3 Yes (3 No Sh Tr.l?uhle = .HE’E b N
Blocd Disease () Yes (Mo | Frequant Cough (Ti¥es iMoo | Kidney Prablems T3 ¥es {2 Mo ?_ﬂma EI-IIHE 2 l_‘:’ ﬁjq Horl NG
Blood Transfusion O ¥es (Mo | Freguent Diarhea (o¥es (Mo | Leukemiz Tivas (T Mo szugr‘ich.lr'mmmal WG :-': :f' = :E
Breathing Prablems Ci¥es (TiMo | Frequent Headaches  (Oves (Mo | Liver Disease T ¥as Mo E;‘e”";ln of Limis = I’GS “—: Mo
Eruise Easily O Yes (CiMo | Genital Herpes Coves Mo | Low Blood Prossure T Yas {3 Mo Tiwruidslil A :: o :i s
Cancer {(J¥es (D)Mo | Glaucoma es (Mo | Lung Disease Drves Mo | qarsiivs :.\ i .: MNe
Chematharany (0 Yes (JNo | Hay Fever Ci¥es Mo | Mital Vale Prolapee 3 Yes OINe | 1upercuiosis O tes ONo
Chest Pains [ Yes (Mo | Heart AtackFailere Tives (D Mo | Ostecporosis T Yes O No Tumars o Growtns Cives O3 Mo
Cold Sores/Fever Blisters () Yes (Mo | Heart Murmor Ci¥es (2iMe | Painin Jaw Joints T Yes 3 Mo Ulcers 3 tes (I No
Congernital Heart Disarcer () Yes ()Mo | Hearl Pacemaker Yes D)Mo | Parathyroid Disease ) Yes (JNo | Venereal Diseass O e O Ne
Carwulsicns r¥es (OMo | Heart Trouble/Diseass o ¥es () Mo | Paychistric Cars TiYes 1Mo | Yellow Jaundice i ves (i Np
Have you ever had any serious illness not listed above? [ Yas (0 No  Ifyes
|
Mame of previols dantist and localion Datz of last exam -
Yas Mo ez

Lo your gums bleed while brushing or flossing? O 5 Have yvou aver exparanced any of the following jaw problems? O

Are your teeth sensitive to anything hot or cold? O i Clicking o

Are your teeth sensifive 1o anything sweet/sour? (O (] Fain Joint, ear, swds of lace) 3

Do you have any testh pain? &, ] Difficulty opening or closing i

Do vou have any sores/lumps in or near mouth? O3 [ Difficuity chewing 5]

Do you have frequent headachas? 0 O Do you clench or grind you- teeth? ;

Have you had any orthodontic reatment? [ ) Do you wear denlures or partials? o

Do you like your smile? o

Autharization and Release
| I::El'h‘\-' 1h!.:ﬂ ! have read and understand the above information to the hest Af ey konwdardgs The ahrve qiestions have been accurstely answerod. | undarstand that
p.":'.'!dll'lg Irnnerect infoemation can be dangerous to my heslth and that itis my responsibility to infarm the dental sfice of ary changes in my medical status. | authorize the
deniist to releass any informaltion, including the diagnesis and records of any Leatment or sxamination rendered o me ar my child during the period of such dental care

to third-party payers andion hoallh practitioners. | authorize and request my msurance company 1o pay directy ta the dental ar dental group insurancs benafts otharwize
pavabie 1o me. | understand that my dental irsurance carrier may pay less than the aclual bill for services. | agres 1o be respanaibls for mayment ol all services rendercd on
i benall ar my dependents. If my account bocomes delinguent 2nd is sent te colleclions, | will be responsible fo- all serioes, collections and atomey fees

Signature ar Patient (¢ ParenlLegal Guardian if 2 minar) Diate:




Notice of Privacy Practice Acknowledgement

John A. Guerrieri, DDS, PLLC
2100 Walworth-Penfield Road
Walworth, NY 14568

I understand that, under the Health Insurance Portability & Accountability Act of 1996
(HIPAA), I have certain rights to privacy regarding my protected health information. I
understand that this information can and will be used to:

e Conduct, plan and direct my treatment and follow-up among the multiple
healthcare providers who may be involved in that treatment directly and indirectly

e Obtain payment from third-party payers

e Conduct normal healthcare operations such as quality assessments and physicians
certifications

I acknowledge that I have received your Notice of Privacy Practices containing more
complete description of the use and disclosure of my health information. I understand
that this organization has the right to change its Notice of Privacy Practices from time to
time and that [ may contact this organization at any time at the address above 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 health care operations. I also
understand you are not required to agree to my requested restrictions, but if you do agree
then you are bound to abide such restriction.

Patient Name:

Relationship to Patient:

Signature:

Date:

(Office Use Only)

I attempted to obtain the patient’s signature in acknowledgement on this Notice of
Privacy Practices Acknowledgement, but was unable to do so as documented below:

’:m Initials




JOHN A. GUERRIERI, DDS
WE’'LL KEEP YOU SMILING

FINANCIAL and CANCELLATION POLICIES

Financial Policy

All Payments / Co-Payments are due the day service is provided. Our office accepts cash, personal
checks, Discover, Visa, Mastercard as well as Flexible spending and beneversal cards. For charges of
$500 or greater, a 5% courtesy will be extended for full cash or check payment in ADVANCE of
treatment date. Outside financing with 0% interest is available upon request and approval. If you would
like more information regarding these financing plans please ask.

Your insurance is a contract between you and your insurance company. As a courtesy we will provide
you with an estimate of coverage and will submit all insurance claims to your insurance provider for you.
All charges you incur are your responsibility regardless of insurance coverage. If payment is not received
after 60 days or if insurance claim is denied by your insurance company, you will be responsible for
paying the full amount.

Should the fees for professional services not be paid in accordance with the provisions herein finance
charges can and will be applied to all past due amounts. If the account is in default and turned over to
collection, reasonable attorney’s fees, plus applicable finance charges and disbursements, allowances
and costs provided by law shall be included in the computation of the amount due.

Returned checks will be subject to a $25 bank fee. We retain the right to refuse checks as payment.

Cancellation Policy

As a courtesy to other patients our office must be given at least a 24 hour notice if you need to cancel
or reschedule any appointment. If a 24 hour notice is not given you will be charged $50 for every hour
that was scheduled. We may also request full payment prior to reserving future time in our schedule.
Our office holds the right to remove any appointment from our schedule.

Authorization and Release

| certify that | have read, understand and agree to the above information to the best of my knowledge. |
authorize the dentist to release any information including the diagnosis and records of any treatment or
examine rendered to me or my child during the period of such Dental care to third party payers and/or
health practitioners. | authorize and request my insurance company to pay directly to the dentist or
dental group insurance benefits otherwise payable to me. | understand that my dental insurance carrier
may pay less than the actual bill for service. | agree to be responsible for payment of all services
rendered on my behalf or my dependents. If your account becomes delinquent and is sent to collection
you will be responsible for all service, collections and attorney fees.

Patients Signature Date Signature & Date of Guarantor, if a Minor

Print Patients Name Print Name of Guarantor, if a Minor
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