Dr. Joseph F. Sciotto / Dr. H. Thomas Gioscia
PO Box 2010 /1158 Main Rd
Jamesport, NY 11947

We would like to welcome you once again to our dental practice and

explain our office policies and goals to achieve the highest expectations by

our patients and their families...

What our patients can expect from us:

A high degree of professional skill and ability

A dedication to your oral healthcare

& minimization of costly reconstructive work through proper preventive care
The highest effort to make your visits as comfortable as possible

The right treatment at the right time

Fees that are fair and just for the service provided

A most sterile environment and hi-tech equipment

In return, we expect from our patients:

Patient/Parent Signature: Date:

Dr. Signature: Date:

Registration/Medical histories must be updated annually to comply with New York State HIPPA
Please notify front desk if your address, contact numbers, or insurance policy has changed prior
to your visit
Dental services will be DENIED to any dependent not accompanied by parent or guardian
24 hr notice is needed for all cancellations to avoid charges
As a courtesy we do try to confirm appointments, however your reservation with the doctor is
your responsibility
You are solely responsible for all account charges regardless of insurance coverage
= (Co-pays are due at time service is provided. Co-pays/Deductibles are collected,
not charges as per your insurance policy
* All new patients must provide insurance card and fee schedule to avoid payment
in full
A conscientious effort toward good oral health
Recall visits to maintain optimum oral health




Joseph F. Sciotto, D.M.D
1158 Main Road / P.0O. Box 2010
Jamesport, NY 11947
(631) 722-5478

Appointments

When we make your appointment, we are reserving a room for your particular needs. We ask that if you
must change an appointment, please give us at least 48 hours notice. This courtesy makes it possible to
give your reserved room to another patient who would like it.

There is g 550.00 charge for not showing up for an appointment

There is o 550.00 charge for cancelling an appointment with less than a 24 hr notice

Repeated cancellations or missed appointments will result in loss of future appointment privileges and
or release from our practice.

We feel that our patient’s time is valuable. When your appointment is made, a room is reserved, your
records are prepared, and special instruments are readied for your visit. Except for emergency
treatment for another patient, you can expect us to be prompt. We, of course, would appreciate the
same courtesy from you.

Insurance Responsibility

We do the best we can to work with your insurance coverage however clinically we will do what is
needed to help you maintain optimal dental health

Insurance coverage is a contract between you and the carrier. The responsibility for payment for
services is yours alone. If for some reason your insurance company does not pay your claim as of 60 days
from the date of service, we will bill you, and you will immediately assume responsibility for services
rendered.

An estimate given to you by our office for services rendered is exactly that, an estimate. Final
determination of payment is given on your Explanation of Benefits (E.0.B) from your insurance
company.

You may request a predetermination of benefits to determine your out of pocket responsibility for all
major work, with the understanding that this will take 4-8 weeks to receive depending on which
insurance coverage you have.

Signature of Patient, Parent, Guardian or Personal Representative Date



PATIENT HIPAA CONSENT FORM

[ understand that | have certain rights to privacy regarding my protected health
information. These rights are given to me under the Health Insurance Portability and
Accountability Act of 1996 (HIPAA). T understand that by signing this consent I
authorize you to use and disclose my protected health information to carry out:

* Treatment (including direct or indirect treatment by other healthcare providers
involved in my treatment);

*  Obtaining payment from third party payers (e.g. my insurance company);

*  The day-to-day healthcare operations of your practice.

| have also been informed of and given the right to review and secure a copy of your
Notice of Privacy Pratices, which contains a more complete description of the uses and
disclosures of my protected health information and my rights under HIPAA. T understand
that you reserve the right to change the terms of this notice from time to time and that |
may contact you at any time to obtain the most current copy of this notice.

[ understand that I have the right to request restrictions on how my protected health
information is used and disclosed to carry out treatment, payment and health care
operations, but that you are not required to agree to these requested restrictions.
However, if you do agree. you are then bound to comply with this restriction.

I understand that I may revoke this consent, in writing, at any time. However, any use or
disclosure that occurred prior to the date 1 revoke this consent is not affected.

Signed this day of 20

Print Patient Name

Signature

Relationship to Patient

Joseph F. Sciotto, D.M.D
1158 Main Road / P.O. Box 2010
Jamesport, NY 11947
(631) 722-5478



Pental Reglistration and [istery

Patient Information Dental Insurance
Drate : ,i " Who is responsible for this accoumnt? e s -
Patient Name Relationship o Patient
Last Mame
Insurance Co.
First Name Middle Lnitial
Ciroup # - )
55 #
Is patient coversd by additional insurance? O Yes ONo
Address R
Subscriber's Mame )
City o .
Birthdate S5f
State Zip
Relationship to Patient
E-mail

Insurance Co,

Sex OM OF  Age

Patient TDe¢ R
Birthdate
Group # Sy
O Marricd O Widowed O Single
0O Separated O Dvivorced O Partnered for Vears ASSIGNMENT AND RELEASE
. [ cerify that I. and‘or my dependent{s). have insurance coverage
Occupation e with__ e and assign directly 1o
Name of |eserence Connpany| ies)
Patient Employer/School Dy all insurance benefits,

it any. otherwise pa:m'hte 10 me for services rendered. | understand that [ am
financially responsible for all charges whether or not paid by insurance.

Emplover 1A %
mployer/School Address - [ authorize the use of my signature on all insurance submissions.

— The zbove-named dentist may wse my health care information and mey disclose
such informarion 10 the above-named Insurance Company{ies) and their agents

Employer/School Phone | } ne for the purpose of obiaining payment for services and determining insurance

benefits or the benetits pavable for related services. This consent will end when
Spouse's Name _ mry current treatment plan is completed or ane year from the date signed below.
Birthdate

— Signature of Patient, Parent. Guardian or Persomal Representutive

554

Please print name of Patient. Parent, CGuardian or Personal Representative
Spousc's Emplover

Whom may we thank for reterring you? o Date Relationship to Patient

Phone Numbers

Home (_ ) Work () Ext Cell Phone ( )

Spouse’s Work ) _ Besttime and place to reach vou

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not Hve in your houschold. )

MName ] Relationship

Home Phone ( ¥ Work Phone ()

Dental History

I
i

Reason forloday'svist Place a mark on “yes™ or *no™ to indicate if vou have had any of the following:
Bad Breath = Yes O No Loose tecth or broken [llings O Yes J Mo

- Rleeding Gums Q Yes O No Orthodontic treatment O Yes O No
B —_— Burning sensation on tongue J Yes U No Mouth pain, brushing O Yes O No

Cigarette, pipe, or cigar smoking O Yes O No Pain around ear 0O Yes O Mo

Clicking or popping jaw O Yes O No Perindontal Treatment O vYesOMNo

s Dry mouth O Yes O Na Sensativrty to cold O Yes O Mo
Ity/atate Periodontal treatment O Yes O Mo Sensitivity to heat O Yes O Mo
o Food collection between the tecth O Yes O Na Sensitivily to sweets 0 Yes O No

Date of last dental visit S Grinding teeth O Yes D Mo Sensitivity when biting O Yes O Mo
Gums swollen or tender O Yes O No Sores or growths in your mouth O Yes O No

Date of last dental X-rays __ Jaw pain or tiredness 3 Yes O No




Health istory

| Patient Name:

Physician's Name

Date of last visit

Place a mark on “ves" or "no" w indicate if vou have had any of the following:

HAVE YOU BEEN ADVISED BY YOUR PHYSICIAN THAT YOUNEEDED TO BE PRE-MEDICATED FOR DENTAL

TREATMENT? O Yes U No

AIDSHIV O Yes ONo  Epilepsy O Yes ONo
Anemia O Yes QNo  Fainting or dizziness O Yes O No
Arthritis. Rheumnatism O Yes OMNo  Glancoma O Yes O No
Artificial Heart Valves A Yes ONo  Headaches O Yes O No
Artificial Joints OYes ONo  Heart Murmur O Yes ONo
Asthma Q Yes DNo  Heart Problems d Yes O No
Back Problems O Yes ONo  Hepatitis Tyvpe O Yes O No
Bleading abnormally. with Herpes W Yes W No
extractions or surgery O Yes U No  High Blood Pressure O Yes O No

Blood Disease O Yes ONo  Jaundice Q Yes O No
Cancer OYes ONo  Jaw Pain O Yes O No
Chemical Dependency O Yes dNo  Kidnev Disease O Yes U MNo
Chemotherapy O Yes UNo  Liver Disease O Yes O No
Circulatory Problems Oves ONo  Low Blood Pressure O Yes O No
Congenital Hearl Lesions O ves ONo  Mitral Valve Prolapse U Yes UNo
Cortisone Treatments O Yes ONo Nervous Problems O Yes O No
Cough. persistent or bloody O Yes O No  Pacemaker O Yes O No
Diabetes O Yes ONo  Psvchiatric Care O Yes O MNo
Emphysema O Yes OMNo  Radiation Treatment O ves QNo

Women:

Are vou pregnant? QYes UNo Due date

Taking birth control pills? OYes ONo

edications

Have vou ever taken any of the following medications™
_ACTONEL o

FOSAMAX

BONIVA

List any other medications vou are currently taking and

the correlating diagnosis:

Allergies

O Aspirin

O Barbiturates [ Sleeping pills)

Respiratory Disease

Rheumatic Fever

Scarlet Fever

Shortness of Breath

Sinus Trouble

%kin Rash

Special Diet

Stroke

Swollen Feet or Ankles

Swollen Neck Glands

Thyroid Problems

Tonsillitis

Tuberculosis

Tumor or growth on head
or neck

Llgar

Venereal Disease

Weight Loss. unexplained

Avre vou nursing? O Yes O No

3 Local Anesthetic
3 Penicillin

3 Sulfa

Q Other

O Yes QO No
& Yes D No
O Yes O No
O yes O Mo
O Yes dNo
O Yes O No
O Yes QNo
O Yes O No
Q Yes O No
O Yes dNo
O Yes O No
O ves O No
O Yes O No

O Yes Q No
O ves @ No
O Yes O No
O Yes A No

O Codeine
d lodine
______ ) O Latex
Pharmacy Name
Phone { }
PATIENTS SIGNATURE DOCTORS SIGNATURE

Updates (To be filled in at future appointments)

Ias there been any change in vour health since your last dental appointment” 3 Yes O Mo

For what conditions?

Are vou taking any new medications? If 0. what?
Paticnt's Signature N Date
Doctor's Signature -~ = Date

Has there been any change in vour health since vour last dental appointment? O Yes O No

Are vou taking any new medications? __

Patient's Signature

Dogtor's Signature

For what conditions?

If s0. whar?

Date

Date




