How did you hear about us? (Check one)

O Location [0 Facebook O Instagram

233 East Shore Road, Suite 110 OGoogle [ Yelp [ OtherInternet
Great Neck, New York 11021 [ Family/Friend:

DENTAL & FACIAL  Tel: 516.304.5486 Fax: 516.304.5487 O Other:

Welcome To Qur Office!
To help us meet all your healthcare needs, please fill out this form completely in ink.
If you have any questions or need assistance, please ask us and we will be happy to help.

Patient's Information

Patient Name :

First name Last name Middle Initial

Birthdate : / / Sex: Male / Female SSN #

Marital Status : Minor / Single / Married / Separated / Divorced / Widowed

Address :
Street App # City State Zip
Home phone : Mobile phone :
E-mail address :
Emergency Contact : Phone Number:

Responsible party (If someone other than the patient)

What is your relationship with the patien

Patient Name:

First name Last name Middle Initial
Address :

Street App # City State Zip
Birthdate: / / Mobile phone :
Is the responsible party also the patient's policyholder? Yes / No

Dental Insurance Information
Name of Insured : Insured Birthday : / /

Relationship to Insured : Self / Spouse / Child / (

ocial Security No. :

Ins. Company: Employer :

Ins. ID # : Ins. Group #




Medical History

When was the last time you visited the dentist?

Are You Allergic to:

Aspirin Yes / No Latex Rubbe Yes / No
Penicillin Yes / No Todine Yes / No
Anesthetics Yes / No Codeine Yes / No
Sulfonamide Yes / No Tbuprofen Yes / No
Sulfa Drugs Yes / No Tylenol Yes / No
Sedatives Yes / No Other Antibiotics Yes / No
Any Metals (e.g. nickel, mercury, etc.) Yes / No

Local Anesthetics (e.g. novocaine) Yes / No Other :

Circle any of the medical conditions below that you have had or currently have.

Abnomal bleeding/Hemophilia Yes / No Epilepsy Yes / No
Cholesterol Yes / No Gastrointestinal Disorder: Yes / No
Anemia Yes / No Heart Problems Yes / No
Asthma or Hayfever Yes / No Heart Murmur Yes / No
Bone Disorders Yes / No Hepatitis/Liver problems Yes / No
Congenital Heart Defect Yes / No Herpes Yes / No
Diabetes Yes / No High Blood Pressure Yes / No
Dizziness Yes / No HIV / Aids Yes / No
Prolonged Bleeding Yes / No Kidney problems Yes / No
Radiation / Chemotherapy Yes / No Nervous Disorders Yes / No
Rheumatic Fever Yes / No Pneumonia Yes / No
Tuberculosis Yes / No Tumor or cancer Yes / No

surgical operation or serious illness within the last 5 years? If yes, please explain

Are you currently taking any medications? Please write the name of the medicine.

Do you have a pharmacy you go to? If yes, please include the pharmacy name and phone number.

If you are female: Are you pregnant? Yes / No
Are you currently breastfeeding? Yes / No

Are you currently taking birth control pills? Yes / No

* If you would like to use insurance as a form of payment, please present your insurance card to the front desk.

I have answered all of the above questions truthfully, and agree to inform the Cozy Dental
office of any changes to my medical or dental treatment details or insurance company.

Signature: Date: / /




Financial Policy

We are proud to be part of a team whose primary mission is to daliver the finest and most comprehensive dental care
available today. In addition, we are also dedicated to making top-quality care as cost-effective as possible. Being
proactive about your mouth health will have you smiling for years to come. That's because regular dental check-ups by
qualified dental professionals can improve your overall health and well-being by catching problems before they start.
To help cover medical expenses for patients and family members, we also offer Care Credit accounts, which we

offer as a line of credit.

Patients not covered by insurance may use cash, credit card or the patient's Carecredit account on the same day
service is provided. If you have any questions about the Care Credit, please ask at reception.

For patients that are covered by insurance. We will honor the assignment of benefits. This means that the insurance
company will pay their portion to our dental office. Most dental insurance plans do not cover 100% of the cost of
treatment. Because of this, and the extreme delay in receiving payment from the insurance company. You will be asked
to pay your deductible and your portion of the charges the day the service is rendered. We will estimate your coverage
as closely as possible, but until we actually receive the payment from the insurance company, it is just an estimate.

The staff will assist you in dealing with your insurance company, but the ultimate responsibility lies with you.

If the insurance company does not cover the estimated amount in full, you will receive a statement in the mail and you
will be responsible for the remaining account balance.After 60 days, the balance will be due in full from you.

I have read and understand the Financial Policy.

Patient Printed name Signature Date

Office Policy

Our goal is to provide top-quality dental care in a timely manner. In order to do so we have implemented the following
office policies to help us better utillize available appointments for our patients.

48-Hour Cancellation Policy : A no-show fee of $40.00 will be aded to your account if you do not give us at least 48 hours
notice prior to cancelling your appointment.

Late Arrivals : In the event you are running late for your scheduled appointment, please call the office. If you are more
than 15 minutes late to your scheduled appointment you may be asked to reschedule.

Emergency Care : Patients are seen promptly at their appointment times.Occasionally we will have to accommodate a
patient in discomfort or in any other emergency situation that may effect your reserved appointment time. This courtesy
is extended to you and all patients and we ask for your understanding when these unexpected situations arise. Out of
respect for your time, we will keep you informed of such emergencies. We thank you in advance.

I have read and understand the Office Policies.

Patient Printed name Signature Date
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233 East Shore Road, Suite 110
( O Z Y Great Neck, New York 11021

DENTAL & FACIAL

Tel: 516.304.5486 Fax: 516.304.5487

i ZiEIE R AiJCozy Dental |
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BERENRRRMTA Y

P2 (Patient's Name)
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H 49 H H(Date of birth) : / /
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WIPALRE
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(If you would like to use insurance as a form of payment, please present your insurance card to the front desk.)
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