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a

CONSENT FOR TREATMENT

I 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

o{ (name of patient) 's dental needs.

2. Upon such diagnosis, I authorize doctor to perform all recommended treatment

mutually agreed upon by me and to employ such assistance as required to provide

proPer care.

3. I agree to tlre use o{ anesthetics, sedatives and other medication as necessary. I fully

understand that using anesthetic agents embodies certain risks. I understand that I

can ask for a complete recital o{ any possible complications.

4. I 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. I

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 avaiiable.

5. I agree to be responsible for payment of all services rendered on my behalf or my

dependents. I understand that payment is due at the time of service unless other

arrangements have been made. ln the event payments are not received by agreed

upon dates, I understand lhat a 1-1127o late charge (18% APR) may be added to my

account. l{ required, I also understand a check of my credit history may be made.

6 Cell Phone:Ilconsenttothedental practiceusingmycell phonenumberto(choose

one or both) fl call or [] text regarding appointments and to call regarding treatment,

insurance, and my account. I understand that I can withdraw my consent at any time.

My cell phone number is (include area code)

WitnessPatient's Signatu

Parent/Responsilcle Pa rty's Signature

Date

Relationship to Patient





EDICAT

Have you any medical care past two years

Describe

taken any medication

name and

4. Have you bone loss drugs such as

lf yes, please list name and

5. Are you aware of having an adverse) reaction to any substance or medication?

the past

or have Circle "yes"

Ulcers

Thyroid Problems

No

No

No

No

No

Heart Disease

Pressure.......

the above

health

Jaundice ..

Cortisone Medicine Hay Fever/Allergy/Hives

Latex

Tumors

pounds in the past

condition, or not listed?......,...

provide me

may rel

care in a

information to lwillnotify

Neurolooical

No

No

ask the

o Pride ors (ro.I2) r.800.925.2600
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Diabetes

Asthma

my knowledge. Should

No

No

No

No

No

No

No

No

No

No

No

No

Venereal Disease

have my



Macabi Dental

i) e;i i' F>;t ti t::; i i.

We wottld like to remind you of our Missed Appointment / Cancellation
Polic5r.

Your oral hygiene and dental treatrnent are important to us, lvhich is
why every time we book an appointment for you, we book off time in oul-
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 oft 1 week to cancel your Sunday appointment ancl
48 hours to cancel your weekday appointment. we respect and r.;:lrie
your time and ask that you do the same for ours.

Your credit card information will be necessary to hold your schedtileri
appointment. If you fail to give us the appropriate time we requestcd 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:

a



Macabi Dental PLLC.

tO25 Northern Blvd, Suite 105

Roslyn, NY 11576

Office FinancialAgreement I 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. lnsurance claims will be submitted on the patient's behalf for all procedures

(except some cosmetic services).

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

I consent to photographs / x-rays being taken. I 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. ln order to avoid any unpleasant situations, we would like to inform you that if we are

not given 4S-hour notice of your canceled appointment you will be charge a S+5.00 fee.

I understand that I am responsible to pay for service rendered, including late payment penalty fee of

$25.oo will be incurred, also reasonable legal fees and costs of collection in the event of default. I

further understand that if a payment becomes 30 days past due, delinquency at the lesser of the annual

rate of 1-8%o,or the maximum allowable rate, willbe due on delinquentfrom the date the payment was

due.

I understand and agree that if any discounts are given that are not paid in fullwithin 30 days of the visit,

the charges are reversed to original office fees and discount fees no longer apply.

I authorize MACABI DENTAL to keep my signature -on-file and charge my credit cards on any open past

due balances.

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

Date Patient Signature



HI PPA 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 feelare 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 disciose your Pei'sorral i-iealtir information (Piii). if you citoose to give corlsent in tiris docurnent, at.

some future time you may request to refuse all or part of your PHl. You may not revoke actions that

have already been taken which relied on this or a previously signed consent.

r lf you have any objections to this form, please ask to speak with our HIPPA Compliance Offer.

/ You have the rightto review our privacy notice, to request restrictions and revoke consent in

wrlting after you have reviewed our privacy notice.

Print Name: S ignature Date

Healthcare. Proxy's Name Patient's initials:

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.


