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Patient’s Name

PATIENT NUMBER

Age Date

Date of Bith . O Male 2 Female

Lasl . First

If Child: Parent's Name

How do you wish to be addressed
Single @ Married @ Separated @ Divorced @ Widowed Q@  Minor O

Residence - Street

City State Zip
Business Address

Telephone: Res. Bus.

Fax Cell Phone #

eMail

Patient/Parent Employed By

Present Position

How Long Held

Spouse/Parent Name

Spouse Employed By

Present Position

How Long Held

Who is Responsible for this account

Drivers License No.

Method of Payment: Insurance @ Cash Q Credit Card O

Purpose of Call

Other Family Members in this Practice

Whom may we thank for this referral

Patient/parent Social Security No.
Spouse/Parent Social Security No,

Someone to notify in case of emergency not living with you

Form No. THOR \ \

nila
R T AT INSURANCE
1ST COVERAGE

Date of Birth

Employee Name .
Relationship to patient
Employer Name ; Yrs.
Name of Insurance Co,
Address

Telephone
Program or policy #
Social Security No.
Unlon Local or Group

DENTAL INSURANCE
1 O2ND COVERAGE
Date of Birth

Employee Name
Relationship to patient
Employer Name : Yrs,
Name of Insurance Co. ;
Address

Telephone
Program or policy #
Social Security No.
Union Local or Group

CONSENT: ‘

 consent to the diagnostic procedures and trealment by the dentist necessary for
proper dental care.

1 consent to the dentist’s use and disclosure of my records lfor my child’s records) to
carry out lreatment, to obtain payment, and for those activities and health care oper-
alions thal are related to treatment or payment. ,

| consent o the disclosure of my records {or my child's records) to the following per-
sons who are involved in my care (or my child’s care) or payment for that care.

My consent to disclosure of records shall be effective until | revoke it in writing.

| authorize Farment directly to the dentist or dental group of insurance benefits other-
wise payable {o me, | undersland that my dental care Insurance carrier or payor of
my dental benefits may pay less than the actual bill for services, and that I'am finan-
clally responsible for payment In full of all accounts, By signing this statement, |
revoke all previous agreements to the contrary and agree lo be responsible for pay-
ment of services not paid, by my dental care payor. ]

 attest to the accuracy of the Information on this page.

-P;QT‘S OR GUARDIAN'S SIGNATURE

DATE

REGISTRATION



I AJ W oevve s “(800}2414675

L1 L] ]

" PATIENT NUMBER

come T
. - Lasl First Initia) Dale of Bith

CIRGLE THE APPROPRIATE ANSWER, IF YOU DON'T KNOW THE CORRECT ANSWER PLEASE
WRITE “DON'T KNOW’ ON THE LINE AFTER THE QUESTION : COMMENTS

1. Physician's Name
A%ess

Tell ]
2. Are you under a physician's care? ..o evvieens R IR R ...YES NO
Since when Why .
3. When was your last complete physical exam?— -
4. Are you laking any medication or substances? i YES NO
(Il yes, please list medications in comments section or on the back of this form.) .
5. Do you routinely take health related substances? (vitamins, herbal supplaments, nalural products) . .YES NO Co
6. Are you allergic lo any medications or substances? (pleass list) v vvvvvevvrreriiines YES NO .
7. Do you have any other allergies or HIVEST « v o vernssnnnrannrosnrorinnastessois YES NO
8. Do you have any problems with penicillin, antibiotics, anesthelics S
or other medications? «.veveens L v oy § 8 5 € ¥y 000 0GB B8 vevveregernnaYES NO
- 9. Are you sensilive to any metals or lalexX? . ivvssmnse i e ey pEs e el ES NO
10. Are you pregnant of suspect you may be? ..... P L 1 .00 YES NO
11.Do you use any birth control medications? YES NO '
12. Have you ever been trealed for or been told you might have hear disease? ..........YES NO ,
13. Do you have a pacemaker, an artificial heart valve Implant, or
been diagnosed with milral valve prolapse? ..... LIPTPTR——— T T YES NO *
14, Have you ever had rheumatic {071 AP o5 4w g 0 § R ey I JYES NO
15. Are you aware of any hear murmurs? «.oeeaes i s ye d Q5§ Vi s sy b vvevere o YES NO
16. Do you have high or low blood pressure? (please Circle) v.vrvererereerreres vveren YES NO
17. Have you ever had a serious llness or major surgery? e vvevinreirnerseee o YES NO
If s0, explain—
18. Have you ever had radiation trealment, chemo treatment for tumor, .
growth or other condition? vvvvaes T ooy 3 58§ T viveereenn YES NO
19. Have you ever laken Fosamax, Zomela, Aredia or any other oral or Intravenous treatment
(bisphosphonates) for bone tumars, axcesslye calcium In your blood, or osteoporosis? .YES NO
20. Do you have inflammalory diseases, such as arthritis or theumalism? «.vvveverss ...YES NO
21. Do you have any artificial joIntS/proSthsisS? v vvvvvrrvreiinens IR (-l o)
22. Do you have any blood disorders, such as anemia, leukemia, 6167 .. cvvv voveren YES NO
23. Have you ever bled excessively after being cut or injured? .....evvevrens 304 4 e .+..YES NO
24.Do you have any slomach problems? ..o vvvinen TP T Vs awe ey .v+..YES NO
25, Do you have any kidney DIODIBMST 1 vvvorrarnsnsnsnsnensnareeiernrnenes .+ YES NO
26. Do you have any liver DIODIBMS? v vvevevsvnvusnrrsrnra et YES NO
27. Arg you diabelic? .. vve v el 4 5 8 gin o ot € 3 Wk W 1 g e T T ...YES.NO
28. Do you have fainting or dizzy spells? ....... PRI T T T YES NO
29, Do you Nave asthmal? .vevvrveveeserevnes P p— o 5 A e § YES NO
30. Do you have epilepsy of seizure disorders? v evrvveerirenes v owne e B veeve. YES NO
31. Do you or have you had venereal or any sexually transmitted 0is8as87 ++vvreverrers YES NO
32. Have you lested HIV positive? ... I R R R R R T ...YES NO
33. Do you have AIDS? vvvvwrrries L vreererieveetes T vvveriYES NO
34, Have you had or do you test positive for hepalitis? «vvvveeveveres N oy ..YES NO
35.00 you 0r have You Nad TB.7 vvvvovesrensseeerersss . veivaersn B9 NO
IR -8 10

36, Do you smoke, chew, use snuff or any other forms of tobacco? «evvvvers

37. Do you regularly consume more than one or two alcoholic beverages a day? +....... .\\;ES SO
...YES NO

38<Doyouhabituallyusecontrolledsubstances'l
!tvl'l!'l"l"YES NO

39‘H8V8 you hadpsychiatrict{eatment? 007li'l'l'!""!ll!'l"""
40. Have you taken any prescription drugs fenfluramine, fenfluramine combined with

phentermine (fen-phan), dexfenfluramine (redux), or other weight loss products? ....,.YES NO
41. Do you have any disease condition, or problem not listed? If so, explain

42,75 Thare anyihing else we should know about your health thal we have not covered In this form?

43. Would you like to speak to the Doctor privalgly about any problem? ..v..vusverenes YES NO .
| CERTIFY THAT THE ABOVE lNFORMAWS COMPLETE AND ACCURATE
PATIENT'S / GUARDIAN'S SIGNATUHE.,\ DATE
DENTIST'S SIGNATURE . DATE
MED. ALERT

""" MEDICAL HISTORY

Farm No. TIHOMH
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PATIENT NUMBER
s . Bl G R
Patient’s Name
Last ‘ First Initial Dale of Bitth
. Purpose of initial visit COMMENTS
2. Are you aware of a problem?
3. How long since your last dental visit?
4. What was done at that time?
5. Previous dentist's name
Address: Tel,
6. When was the last time your teeth were cleaned?
CIRCLE THE APPROPRIATE ANSWER. IF YOU DON'T KNOW THE CORRECT ANSWER,
PLEASE WRITE “DON'T KNOW" ON THE LINE AFTER THE QUESTION. .
7. Have you made regular VISItS? ..o evvvvernvreonnniiiiiiiiiiie YES NO
How often: L
8. Were dental x-1ays taKBN? ...y vvvvnverennrrrrarensteiiiiirrriiiiancainnas YES NO
9. \I;ive?]vg) you lost any teeth or have any teeth been removed?..........covvvvvvvieenns YES NO
Y
10. Have they been replaced? .. .vuvevevvrvvvrneernneriinerninrenneeninsues YES NO
11. How have they been replaced? e
a. Fixed bridge Age
b. Removable bridge Age
¢. Denture Age
d. Implant Age
12. Are you unhappy with the replacement? ... ..ovevviireeiieiiiiin YES NO
If yes, explain
13. Would you like to know about permanent replacements? ..........ovvvivrereine YES NO
14. Have you ever had any problems or complications with previous dental treatment? ... .YES NO
If yes, explain:
15. Do you clench or grind your teeth? ............ S S § R AN ¢ S A YES NO
16.D0es your jaw Click Or POP? + v v vvvvvvrviuvriiiiiiiiae 0% YES NO
17. Have you experienced any pain or soreness in the muscles or your
face O ArOUNG YOUT BAI7 4.y v vvvevanveeennssrssaunerosssnisssasiostonnns YES NO
18. Do you have frequent headaches, neckaches or shoulder aches? .................. YES NO
19. Does food get caughtin yourteeth? oo vvvvvvvvvviiirirrrrrereieerieniineiies YES NO
20. Are any of your teeth sensitive to: O Hot? (JCold? (JSweets? (O Pressure?
21. Do your gums bleed orhut? ........cooviveinnn R RS L ey .YES NO
When?
22. Do you experience dry MOU? .. ..o vuvvvsiiiunenini e YES NO
23. How often do you brush your teeth? When?
24, D0 you use dental floSS? v vvvvvveeree i YES NO
How often?
25. Are any of your teeth loose, tipped, shifted or chipped? «vvvvvivrviiriiiriiiiiies YES NO
26. Are you unhappy with the appearance of your teeth? ..........oovrevevneneenns .YES NO
27. How do you feel about your teeth in general?
- 28. Do you feel your breath is offensive at imes? «....ovvvvvvvveierveiininin, YES NO
29. Have you ever had gum treatment Of SUIGeIY? ......ooovvvvueviinuerinnnneeins YES NO
Whal?
Where?
When?
30. Have you had any orthodontic work?
31. Have you had any unpleasant dental experiences or is there anything about dentistry that you
strongly dislike?
32. Do you have any questions of CONCBINST ... .vvuvvvvvrvrvanennuns ERTERS i .YES NO
| CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE
PATIENT'S / GUARDIAN'S SIGNATURE DATE
DENTIST’S SIGNATURE DATE
ANEST. MED. ALERT
1
Form No. T10DR ‘ \ D E NTA L H I STO RY




ALLAN KAYE, D.D.S.
3595 RICHMOND AVE.
STATEN ISLAND, NY 10312
(718) 356-1450

Notice of Privacy Practices
Patient Acknowledgement

Date of Birth:

Patient Name:

| have received 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 and the practice’s legal duties with respect to my protected health

information. The Notice includes:

« A statement that this practice is required by law to maintain the privacy of protected
health information.

« A statement that this practice is required to abide by the terms of the notice currently
in effect. :

« Types of uses and disclosures that this practice is permitted to make for each of the
following purposes: treatment, payment, and health care operations.

A description of each of the other purposes for which this practice is permitted or required
to use or disclose protected health information without my written consent or authorization.

« A description of uses and disclosures that are prohibited or materially limited by law.

A description of other uses and disclosures that will be made only with my written
authorization and that | may revoke such authorization.

~« My individual rights with respect to protected health information and a brief description of

how | may exercise these rights in relation to:

- The right to complain to this practice and to the Secretary of HHS if | believe my privacy
rights have been violated, and that no retaliatory actions will be used against me in the
event of such a complaint.

- The right to request restrictions on certain uses and disclosures of my protected health
information, and that this practice is not required to agree to a requested restriction.

- The right to receive confidential communications of protected health information.

- The right to inspect and copy protected health information.

- The right to amend protected health information. :

- The right to receive an accounting of disclosures of protected health information.

- The right to obtain a paper copy of the Notice of Privacy Practices from this practice

upon request.

This practice reserves the right to change the terms of its Notice of Privacy Practices and to make
new provisions effective for all protected health information that it maintains. | understand that | can
.obtain this practice’s current Notice of Privacy Practices on request. '

Si‘_gnature: Date:

Relationship to patient (if signed by a personal representative of patient):

Form # PRV1-3



