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PATIENT REGISTRATION

PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

DATE 1 DENTAL INSURANCE 2
LAST NAME FIRST M.L. PRIMAGY CARRIER
PREFERS TO BE CALLED BY INSURANCE COMPANY
ADDRESS GROUP NO.
IF THIS
APPOINTMENT cITY STATE zIP EMPLOYER NAME
ISFORYOU
START HERE HOME PHONE NO. FAX INSURED'S NAME
CELL EMAIL DATE OF BIRTH RELATIONSHIP TO PATIENT
BIRTHDATE AGE MALE FEMALE INSURED'S I.D. NO.
MARRIED SINGLE DIVORCED WIDOWED INSURED'S SOCIAL SECURITY NO.
SOCIAL SECURITY NO. SECONDARY CARRIER
DATE INSURANCE COMPANY
LAST NAME FIRST M. GROUP NO.
IETHIS ADDRESS EMPLOYER NAME
APFOINIMENTIS N CiTy STATE ZIP INSURED'S NAME
FOR YOUR CHILD
START HERE HOME PHONE NO. DATE OF BIRTH RELATIONSHIP TO PATIENT
BIRTHDATE AGE MALE FEMALE INSURED'S I.D. NO.
SCHOOL GRADE INSURED'S SOCIAL SECURITY NO.
SOCIAL SECURITY NO.

IF YOUR CHILD'S LAST NAME AND/OR ADDRESS ARE NOT THE SAME AS YOURS, FILL IN THE TOP BOX ALSO

FORM 001 (09.15)

Please turn over and sign

ACCOUNT INFORMATION 4
PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT
NAME
RELATIONSHIP TO PATIENT SOCIAL SECURITY NO.
AODRESS ; ’ GETTING TO KNOW YOU 3
IS ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT
CITY STATE ZIP AT OUR OFFICE?
PHONE NO. NAME:
RELATIONSHIP:
YOU
NAME YOU WERE REFERRED TO US BY
OCCUPATION NAME:
EMPLOYER'S NAME PERSON TO CONTACT FOR EMERGENCY
ADDRESS cITY NAME:
PHONE NO. FAX NO. CELLNGHEER
YOUR SPOUSE HOME NUMBER
NAME
ADDRESS
OCCUPATION
oY STATE zIP
EMPLOYER'S NAME
ADDRESS cITY
PHONE NO. FAX NO.

1.800.925.2600

www.prideinstitute.com



CONSENT FOR TREATMENT

1. | hereby authorize doctor or designated staff to take x-rays, study models, photographs,
and other diagnostic aids deemed appropriate by doctor to make a thorough diagnosis
of (name of patient) 's dental needs.

2. Upon such diagnosis, | authorize doctor to perform all recommended treatment
mutually agreed upon by me and to employ such assistance as required to provide

proper care.

3. lagree to the use of anesthetics, sedatives and other medication as necessary. | fully
understand that using anesthetic agents embodies certain risks. | understand that |
can ask for a complete recital of any possible complications.

4. | give consent to the doctor's or designated staff's use and disclosure of any oral,
written or electronic health records that are individually identifiable as mine for the
purpose of carrying out my treatment, payment and health care operations. |
understand that only the minimum amount of information necessary to provide quality
care will be used or disclosed and that a notice fully outlining the protection of my

personal health information is available.

5. | agree to be responsible for payment of all services rendered on my behalf or my
dependents. | understand that payment is due at the time of service unless other
arrangements have been made. In the event payments are not received by agreed
upon dates, | understand that a 1-1/2% late charge (18% APR) may be added to my
account. If required, | also understand a check of my credit history may be made.

6 Cell Phone: O | consent to the dental practice using my cell phone number to (choose
one or both) O call or O text regarding appointments and to call regarding treatment,
insurance, and my account. | understand that | can withdraw my consent at any time.

My cell phone number is (include area code)

Patient’s Signature Date Witness

Parent/Responsible Party's Signature Relationship to Patient
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Macabi Dental
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We would like to remind you of our Missed Appointment / Canceliation
Policy.

Your oral hygiene and dental treatment are important to us, which is
why every time we book an appointment for you, we book off time in our
Doctor and Staffs schedule to only serve you. In order for us to keep this
level of service, we are requesting writing a signed commitment to
contact us.a minimum of: 1 week to cancel your Sunday appointment and
48 hours to cancel your Weekday appointment. We respect and value
your time and ask that you do the same for ours.

Your credit card information will be necessary to hold yvour scheduled
appointment. If you fail to give us the appropriate time we requested for
a cancellation notice or miss your appointment, your account will be
automatically charged a $45.00 fee.

We Kindly request your signature on file.

Date:

Patient Name: . Signature:




Macabi Dental PLLC.
1025 Northern Blvd, Suite 105
Roslyn, NY 11576

Office Financial Agreement / Office Consent Form

First Name Last Name

Payments are due when services are rendered unless special written arrangements have been made
prior to dental treatment. Insurance claims will be submitted on the patient’s behalf for all procedures
(except some cosmetic services).

The initial payment in the amount of 1/2 of the total payment is required at the start of treatment.

| consent to photographs / x-rays being taken. | understand they may be used for records
documentation and illustration of my treatment.

Patients are responsible to contact there dental insurance to be aware for all their dental
responsibilities. In order to avoid any unpleasant situations, we would like to inform you that if we are
not given 48-hour notice of your canceled appointment you will be charge a $45.00 fee.

I understand that | am responsible to pay for service rendered, including late payment penalty fee of
$25.00 will be incurred, also reasonable legal fees and costs of collection in the event of default. |
further understand that if a payment becomes 30 days past due, delinquency at the lesser of the annual
rate of 18%, or the maximum allowable rate, will be due on delinquent from the date the payment was
due.

| understand and agree that if any discounts are given that are not paid in full within 30 days of the visit,
the charges are reversed to original office fees and discount fees no longer apply.

| authorize MACABI DENTAL to keep my signature -on-file and charge my credit cards on any open past
due balances.

| have read the above information and | assume the responsibility of payment for my treatment.

Date: Patient Signature:




HIPPA COMPLIANCE ACKNOWLEDGEMENT

The Department of Health and Human Services has established a "Privacy Rule" to help insure
that personal health care information is protected for privacy. The privacy Rule was also created in order
to provide a standard for certain health care providers to obtain their patients consent for uses and
disclosure of health information about the patient to carry out treatment, payment or health care
operations.

As our patient we want you to know that we respect the privacy of your personal dental records
and will do all we can to secure and protect that privacy. We strive to always take reasonable
precautions to protect your privacy. When it is appropriate and necessary, we provide the minimum
necessary information to only those we feel are in need of your health care information about
treatment. Payment or health care operations, to provide health care that is in your best interest.

We also want you to know that we support your full access to your personal dental records. We
may have indirect treatment relationships with you (such as laboratories that only interact with doctors
and not patients) and may have to disclose personal health information for purpose of treatment,
payment, or health care operations. These entities are most often not required to obtain consent.

You may refuse to consent to the use or disclosure of your personal health information, but this
must be in writing. Under this law, we have the right to refuse to treat you should you choose to refuse
to disclose your Personal Health information (PHi). if you choose to give consent in this document, at.
some future time you may request to refuse all or part of your PHI. You may not revoke actions that
have already been taken which relied on this or a previously signed consent.

~ If you have any objections to this form, please ask to speak with our HIPPA Compliance Offer.
~ You have the right to review our privacy notice, to request restrictions and revoke consent in
writing after you have reviewed our privacy notice.

Print Name: Signature: Date:

if you would like for us to share information about your dental treatment, payments, or health care
operations with someone specific please name that person here.

Healthcare. Proxy's Name : Patient's initials:




