'4 Patient 7W

Name __

Social Security #

Wishes tc be called:

Who is respensicie for the account?

Neame

Birthdate

Social Security =

Address

City, State, Zip

Emgloyer.

Occupation

Home Phone #

Cell Phone #

Work Phone #

Where do you prefer to receive calls?  J Home

When is the bes: ime to reach you? Time

In the event of an emergency, who should we ¢oal

Reiationship Home #

Dental Tnsarnance Tnformation

Primary Insurance

Name of Insured

Reiztionship to Patient

Insured’s Birthdate
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Emigiover

Date Employed

Occupation

'nsurance Company

ron #
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ins. Co. Address

Additional Insurance

Neme of Insuread

Agiatonsnip 10 palient

Work/Cell #

Relationship 1o Patient

insurec’s Birthcate

Scc. Sec. #

Employer

Dale Empioyea

Ins. Co. Address




4 Mo Stow Fee [ Cancellation Policy

It is our understanding that interruptions 0 our schedules occur and we appreciaie tnat we are subject to issues of family,
health, and emergencies of muitiple propartions. However, our time is scheduled in order to focus upon your oral health
concerns.

The team at our citices makes every effort to make your ime at our office pleasant ang produciive. YWe take pride in that our
appointments are most efficient and that we make our bes: sfiort 10 not subject you w© lengthy waits in our reception area.
We wish to m: g 2ppointments that will accommocate -nultiple family members at one visit and provide services that will allow
for your best comfort.

All appoiniments, \wen made, have a specific cate and time of day, in order that yCu are adle 10 gauge your valuabie time.
If you are not able to meet your appointment, we request a 24-hour notification.
As a courtesy, we wiii attempt to remind you of the appointment ihat you made,

|

As per the office poiicy, | understand that If | canca: an appointment without 24-hour notice and/er no show to an appointment,
a fee will be chargsa to my account.

Date
Madeiine Shanin, D.D.S. Hampton Bays Denial Ass'ociates, P.C. Riverhe:id %antai:ss:ecr:izes, P.C.
Kevin Sheren, D.D.S., P.C. 188 West Mome.l_uk Highway ‘ ‘90;3 doa;(;WeYMK e
369 East Main Street, Suiie 8 Suite =8 . ) Rwe; 2al I531) Bl
East Islip, new Yorx 11730 Hampton Bays, New York 11848 P_one ( ;
: Phone (831} 728-8400 Fax (631) 740-9053

Phone {631) 581-1188

Cay [BR4Y TOE_RA
Sax (831) 557-2209 Fax (831} 728-8482



Madeline Shakin DDS Kevin Sheren DDS PC
368 East Main Street, Suite 8, East Islip, NY 11780 (681)681-1188

Patlent information ’_'1
Patient Name:

Last, First Mi  (Prefered Name)
CGender: Heignt Weight:
Scocizt Secunity # Birth Catz
Phene (Heme): el ' (Work) ____ Bestime to caik
Address:
Sirest Apargment #
S S 2 Cods
Emergency Contact Reiationship, Shone:
L Health infermation 1
Dats of Last Dental Visit Reason for this visk:

» Are you currently experiencing any cen@i pain or discomfen? T Yss T Ne
If yes, please sxpizin:

Have you ever pad any of the following? Please check those that appiy:
= Epilepsy

3 Kidney Disease O Stomach Frobiems
O Aflergies 2 Excessive Bisesing O Liver Disease o Stroke
= Faintng = iental Disorders = Tuberculosis
C Claucomsa & Nervous Disorders 2 Tumers
O Anemia = High Chelesterel = Pacemaker = Ulcers
O Aritritis S Hay Fever O Pregnency Z Venersal Disease
U Artificial Joints = Head injuries Dusgate T Smeking
O Asthmz = meart Dissase 2 Raciztion Treatment
O Bloed Disease T Heart Murmurive g Respiretory Problems COTHER:
. Cancer = Hepztilis = Rheumatic Fever o
O Digbetes Type [ cr i = High Blocd Pressure SO Reflux_ _
C Dizziness O Jaundice O Sinus Prebiems |

¢ Name of Physiciam:

Phone:
» Have you been admitied o & hospi=icr needed suraesy during e pastiwoyears? TIYes O No
ifyes, please explain:

e Do you have any feaith probiems that need furmer giarfication? T Yzs T No
If yes, please expiain:

e A8 YOu tEKing of Nave you Bken &y prescription or sver fie seunter medicinels)?
if s¢, pleese istall;

T the best of my knowieggs, ait of e prececing answers and informaton provided are Tue aad comest. 1T nave any
change In my health, | wil mferm he docters st the next apeoiniment without il

-= et
Stgnature of patsnt, parsnt &7 &Y ardisr




MADELINE SHAKIN, DDS, KEVIN SHEREN, DDS, PC
369 East Main Street, Ste 9, East Islip, NY 11730 (631) 581-1188

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION
SECTION A: PATIENT GIVING CONSENT

Name:

Address:

Telephone: SS# a

SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY
Purpose of Consent: By signing this form, vou will consent to our use and disclosure of your protected health information to carr

treatment. payvment acuvitics, and healthcare operations.

Notice of Privacy Practices: You havs the right to read our Notice of Privacy Practices before you decide whether 1o sign this Co
Notice provides a description of our treatment. payment activities. and heaithcare operations. of the uses and disclosures we may r
protected health information. and of other important matiers about your protected health information. A copy of our Notice is avai
request We encourage vou to read it carefu!ly and completely before signing this Consent.

We reserve the right 1o change our privacy practices as cescribed in our Notice of Privacy Practices. If we change our privacy pra¢
1ssue @ revised Notice ot Privacy Fracuices. which will contain the changes. Those changes may apply to any of your protected hez

information that we maintam

You may obtair a copy of our Notice of Privacy Practices. including any revisions of our Notice, at anytime by contacting:
Madeline Shakin, DDS. Kevin Sheren. DS, PC. 369 East Main Streer. Ste 9. East [slip, NY 11730 (631} 581-1188

Right to Revoke: You will have the right 1o revoke this Consent al any Lme by giving us written notice of your revocation submi
contact person listed abave Please understand that revocation of this Consent wili not affect any action we took in reliance on this
before we received vour revocation. and that we may decline to treat vou or to continue treating you if you revoke this Consent.

SIGNATURE

. . . have had full opportunity to read and consider the contents of this Consent fo
Notice of Privacy Practices. | understand that by signing this Consent form. 1 am giving my consent to your use and disclosure of
health information 1o carry oul =atment. paiment activites. and healthcare operations.

Signature: ) Date. .

If this consent is signed by a personal representative on belalf of the patient, complete the following:

Personal Representative’s Namy

Relationship to Patiens I Date:

You Are Entitied To A Copy Of This Consent After You Sign It

REVOCATION OF CONSENT

1 revoke my Consent for vour use and disclosure of my protected health information for treatment, payment activities, and healthe
operations. | understand that revocation of my Consent will not affect any action you took in reliance on my Consent before your
written Notice of Revocation 1 also understand that you may decline to treat or to continue 1o treat me after I have revoked my Cc

Signature. _____ . Dare:

RELEASE OF INFORMATION TO PARENT/SPOUSE/THIRD PARTY
The foliowing individuals are authorized by me o discuss or receive information regarding my health or dental treatment:

Name:_ B ___Relationship:

Name:_ - Relationship:

Signature: _ __Date:




