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We would like to extend to you a very warm “Welcome”. The entire team would (ike to
“Thank you” for selecting our office to care for your dental needs.

Our goals are to provide each patient with the highest quality dental care in a gentle,
efficient and pleasant manner and to strongly encourage prevention of future dental
problems.

Your first visit will include a thorough examination, an oval cancer screening and
necessary x-rays for proper diagnosis, followed by a consultation of your dental needs
(unless you have a particular dental problem requiring immediate attention).

Please complete both sides of the enclosed Welcome/Health questionnaire prior to your
initial visit. Please vead the “Notice of Privacy Practices” form which is also enclosed.
Your signature is required on page 2. If you have dental insurance please bring your
insurance card/form and the completed forms with you the day of your appointment.

All payments/co-payments are due at the time services are rendered. We accept cash,
check, Visa, MasterCard, Discover and Care Credit as forms of payment. Financial

arrangements for major treatment can be arrvanged to best meet your financial needs.

Please call our office if you have any questions or concerns. Any membey of our Team
Will be happy to assist you.

‘We look forward to meeting you and again, “Welcome”.

Sincerely,
Dr. Perry Kest, Dr. Elena Tomasi, Dr. James Pucci, Dr. Jonathan Mason & Team
250 Main Street South, Southbury, CT 06488 phone: 203-264-9606

Fax: 203-264-4288 Email: psksangels@aol.com
Website: perrykestdds.com




ABOUT Yo

File#_

Ml
3 Male U Female

Work Phone #: (
Cell Phone #: {

' Referred By:

Employer: How Long?

Employer’s Address:

CITY STATE
Occupation:

Status: Q Minor QO Single O Married 0 Divorced 1 Separated 0 Widowed
Spouse’s Name:
Do you have children? 0 Yes QNo

How many?

Person ultimately responsible for account

Name:

Relation:;
Billing Address:

CITY
SS #:
Drivers License #:

Work Phone #: ( )
Payment method: (1 Cash 0 Check

[ Credit Card - Enter card # above (if accepted)

| hereby authorize assignment of my insurance
Initials  rights and benefits directly to the provider for
services rendered. | fully understand | am solely responsi-
ble for any balance not paid by my insurance company
(if offered at this office).

| Group # (Plan, Local, or Policy #):

Relation:

| Phone #: (

NSLRANCE N7

Primary Dental Insurance

nsured’s ID#:

nsured’s Name:

Date of Birth:

Insured’s Employer:

Secondary Dental Insurance

Insured’s ID#:

Group # (Plan, Local, or Policy #):

Insured’s Name:

. Date of Birth:
Insured’s Employer:

N CVENT 0F EMERGENCY

PLEASE CONTINUE ON BACK




_ DENTAL INFORMATION
Reason for today’s visit: 1 Exam 4 Emergency 2 Consultation
Are you in pain? I No J Yes How Long?

| Please indicate & any of the following problems:

[J Discomfort, clicking or popping in jaw. U Lost/Broken Filling(s) [ Stained teeth
1 Red, swollen or bleeding gums. L1 Teeth grinding i1 Locking Jaw
4 Sensitive tooth, teeth or gums. 1 Ringing in Ears {d Bad breath
L1 Blisters/Sores in or around the mouth. 0 Broken/Chipped tooth

4 Other:
Do you require pre-medication? 1 Yes 1 No 1 Don’t know

Previous Dentist: (
Name Phone#

Last Dental exam: Last Dental X-rays: /

Times a day you brush? Times a week you floss?
What type of tooth brush bristles do you use? I Soft 1 Medium 1 Hard

How would you rate your smile? warsy1 2 3 4 5 6 7 8 9 10 (e

MEDICAL LisToRrY

| What medications are you taking? [ Nerve pills L1 Pain killers (including aspirin) [ Muscle relaxers
J Stimulants [l Blood Thinners [ Tranquilizers [ Insulin [ Meds for Osteoporosis
[J Other(s), please list:

Have you ever taken: Bisphosphonates (ex. Aredia/Fosamax) [d Yes LA No  Phen-fen/Redux I Yes T No
Do you have or have you had any of the following diseases, medical conditions or procedures?

4 ¥ N Heart Attack / Stroke Y N Thyroid Problems ¥ N Cancer/Tumors Y N Cosmetic Surgery
Y N Heart Surg./Pacemaker Y N Kidney Problems Y N Shingles ¥ N Xray or Cobalt Treatment
Y N Heart Murmur Y N Liver Problems Y N Hepatitis Y N Chemotherapy
Y N Rheumatic Fever Y N Respiratory Problems Y N HIV+/AIDS/ARC ¥ N Asthma

| Y N Mitral Valve Prolapse Y N Sinus Problems Y N Arthritis/ Rheumatism Y N Difficulty Breathing

| Y N Artificial Valves Y N Stomach Problems/Ulcers Y N Artificial Bones/Joints Y N Diabetes/Hypoglycemia
Y N Heart Disease Y N Psychiatric Problems Y N Emphysema Y N Leukemia
¥ N Congenital Heart Defect ¥ N Venereal Disease Y N Fainting/Seizures/Epilepsy ¥ N Anemia
Y N Chest Pains Y N Alcohol/Drug Abuse Y N Severe/Frequent Headaches Y N High/Low Blood Pressure
Y N Scarlet Fever ¥ N Tuberculosis TB Y N Frequent Neck Pain Y N Bleeding Problems
Y N Nervousness Y N Jaw Problems TMJ/TMD Y N Back Problems Y N Glaucoma

Please list any other surgeries or medical conditions you have or ever had:

Are you allergic to any of the following? [ Latex [ Penicillin / Amoxicillin (I Tetracycline 1 Aspirin
(J Dental Anesthetics 3 Foods: (3 Others:

‘| Do you use tobacco? L No U Yes/How used? How much? How long?

| Please rate your generat health from 1-10: Do you wear contact lenses? i Yes [ No
For women: Are you taking Birth Control pilis? L} Yes LI No How many children have you had?

Are you Pregnant? L1 No U Yes/Howlong?___ Are you nursing? L1 Yes 13 No

% We invite you to discuss with us any questions regarding our services. The best Dental health services are based
on a friendly, mutual understanding between provider and patient.

4 Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been
made with the business manager. If account is not paid within 90 days of the date of service and no financial
arrangements have been made, you will be responsible for legal fees, collection agency fees, interest charges and
any other expenses incurred in collecting your account.

@ | authorize the staff to perform any necessary services needed during diagnosis and treatment. | also authorize the
provider to release any information required to process insurance claims.

€ | understand the above information and guarantee this form was completed correctly to the best of my knowledge
and understand it is my responsibility to inform this office of any changes to the information | have provided.

I acknowledge that | have received a copy of the Summary of Privacy Notice.

Signature Date A

1 Aduilt Patient 11 Parent or Guardian 1 Spouse

Initials

First Impression Forms, Inc. 1-800-99FORMS FORM # 2DGA1 Copyright ©2011




NOTICE OF PRIVACY PRACTICES

Federal law generally permits us to make certain uses or disclosures of health
information without your permission. Federal law also requires us to list in the
Notice each of these categories of uses or disclosures. The listing is below.

As Required By Law

‘We may use or disclose your health information as required by any statute, regulation,
court order or other mandate enforceable in a-court of law.

Abuse or Neglect

We may disclose your health information to the responsible government agency if

(a) the Privacy Official reasonably believes that you are a victim of abuse, neglect, or
domestic violence, and (b) we are required or permitted by law to make the disclosure.
We will promptly inform you that such a disclosure has been made unless the Privacy
Official determines that informing you would not be in your best interest.

Public Health and National Security

We may be required to disclose to Federal officials or military authorities health
information necessary to complete an investigation related to public health or national
security. Health information could be important when the government believes that
the public safety could benefit when the information could lead to the control or
prevention of an epidemic or the understanding of new side effects of a drug treatment
or medical device.

For Law Enforcement

As permitted or required by State or Federal law, we may disclose your health
information to a law enforcement official for certain law enforcement purposes,
including, under certain limited circumstances, if you are a victim of a crime or
in order to report a crime.

Family, Friends and Caregivers

We may share your health information with those you tell us will be helping you with
your treatment, medications, or payment. We will be sure to ask your permission first,
In the case of an emergency, where you are unable to tell us what you want, we will use
our best judgmet when sharing your health information only when it will be important
to those participating in providing your care.

Workers® Compensation Purposes

We may disclose your health information as required or permitted by State or Federal
workers’ compensation laws,

Judicial and Administrative Proceeding:
We may disclose your health information in an administrative or judicial proceeding in
response to a subpoena or a request to produce documents. We will disclose your health

information in these circumstances only if the requesting party first provides written
documentation that the privacy of your health information will be protected.

Incidental Uses and Disclosures

We may use or disclose your health information in a manner which is incidental to the
uses and disclosures described in this Notice.

Health Oversight Activities

We may disclose your health information to a government agency responsible for
overseeing the health care system or health-related government benefit program.

To Avert a Serious Threat to Health or Safety
We may use or disclose your health information to reduce a risk of serious and
imminent harm to another person or to the public.




Judicial and Administrative Proceedings

We may disclose your health information in an administrative or judicial
proceeding in response to a subpoena or a request to produce documents.

We will disclose your health information in these circumstances only if the
requesting party first provides written documentation that the privacy of your
health information will be protected.

Incidental Uses and Disclosures
We may use or disclose your health information in a manner which is incidental
to the uses and disclosures described in this Notice.

Health Oversight Activities

We may disclose your health information to a government agency responsible
for overseeing the health care system or health-related government benefit
program.

To Avert A Serious Threat To Health or Safety

We may use or disclose your health information to reduce a risk of serious and
imminent harm to another person or to the public.

To The U.S. Department of Health

and Human Services (HHS)

We may disclose your health information to HHS, the government agency
responsible for overseeing compliance with federal privacy law and regulations
regulating the privacy and security of health information.

For Besearch

We may use or disclose your health information for research, subject to
conditions. “Research” means systemic investigation designed to contribute to
generalized knowledge.

In Connection With Your Death Or Organ Donation
We may disclose your health information to a coroner for identification
purposes, to a funeral director for funeral purposes, or to an organ procurement
organization to facilitate transplantation of one of your organs.

If applicable State law does not permit the disclosure described above, we will
comply with the stricter State law.

Autherization to Use or Disclose Health Information
Other than is stated above or where Federal, State or Local law requires us, we
will not disclose your health information other than with your written
authorization. You may revoke that authorization in writing at any time.

PATIENT RIGHTS

You have the following rights related to your health information.

Restrictions
You have the right to request restrictions on the use or disclosure of your health
information for treatment, payment, or health care operations in addition to the

restrictions imposed by federal law. Our office is not required to agree to your
request, but we will endeavor to honor reasonable requests. We genetally are
not required o agree t0 a requested restriction. Our office will honor your
request that we not disclose your health information to a health plan for
payment or healthcare operation purposes if the health information relates
solely to a health care item or service for which you have paid us out-of-pocket
in’ full.

Confidential Communications

You have the right to-request that we communicate with you by alternative
means or at an alternative location. You may, for example, request that we
communicate your health information only privately with no othet family
members present or through mailed communications that are sealed. We will
honor your reasonable requests for confidential commuitications.

Inspect and Copy Your Health Information

You have the right to read, review, and copy your health information,
including your complete chart, x-rays and billing records. If you would like a
copy of your health information, please let us know. We may need to charge
you a reasonable, cost-based fee to duplicate and assemble your copy. If there
will be a charge, we will first contact you to determine whether you wish to
modify or withdraw your request.

Amend Your Health Information

You have the right to ask us to update or modify your records if you believe
your health information records are incorrect or incomplete. We will be happy
to accommodate you as long as our office maintains this information. In order
to standardize our process, please provide us with your request in writing and
describe the information to be changed and your reason for the change.

Your request may be denied if the health information record in question was not
created by our office, is not part of our records or if the records containing your
health information are determined to be accurate and complete. If we deny your
request, we will provide you with a written explanation of the denial.

Accounting of Disclesures of Your Health Information
You have the right to ask us for a description of how and where your health
information was disclosed. Our documentation procedures will enable us to
provide information on health information disclosures that we are required to
disclose to you. Please let us know in writing the time period for which you are
interested. Thank you for limiting your request to no more than six years at a
time. We will provide the first accounting during any 12-month period without
charge. We may charge a reasonable, cost-based fee for each additional
accounting during the same 12-month period. If there will be a charge, the
Privacy Official will first contact you to determine whether you wish to modify
or withdraw your request.

Request a Paper Copy of this Notice

You have the right to obtain a copy of this Notice of Privacy Practices directly
from our office at any time. Stop by or give us a call and we will mail or email
a copy to you.

We are required by law to maintain the privacy of your health information and
to provide to you or your personal répresentative with this Notice of our
Privacy Practices. We are required to practice the policies and procedures
described in this notice but we do reserve the right to change the terms of our
Notice. If we change our privacy practices we will be sure all of our patients
receive a copy of the tevised Notice. You have the right to express complaints
to us or to the Secretary of Health and Human Services if you believe your
privacy rights have been compromised. We encourage you to express any
concerns you may have regarding the privacy of your information. We will not
retaliate against you for submitting a complaint. Please let us kiiow of your
concerns or complaints in writing by submitting your complaint to our Privacy
Officer.




