| PATIENT INFORMATION

DATE

NAME Owmarriep OsingLe Cvinor Cimale [IFEMALE
EAST FIRST M
SOCIAL SECURITY #
ADDRBESS
STREET APT. # CiTY STATE ZIP
BIRTHDATE TELEPHONE
MONTH DAY YEAR HOME WORK CELL E-MAIL
NAME OF EMPLOYER ADDRESS
IF FULL TIME STUDENT, SCHOOL NAME GRADE

PERSON RESPONSIBLE FOR ACCOUNT - PLEASE CHECK ONE: Ceatient LlcuaARDIAN [sPouse [IraTHER [LIMOTHER

_ INSURANCE INFORMATION |

MINOR CHILD ~ MAY NEED TO COMPLETE BOTH BLOCKS FOR PARENT INFORMATION
ADULTS - COMPLETE PRIMARY INSURED
DUAL COVERAGE? ALSO COMPLETE SECONDARY INSURED

PRIMARY msunsn / fa“é%g?é’é‘»‘i‘é‘f%fé;%iﬁ%fﬁ_.  |SECONDARYINSURED
'Léé% e e e i e e S = M
Ei - g e e T T S T o e
HOWE EWAL | HOVE WORK T e g=v
BTRTHDATE (MOIDAVIVEAR) ~RELATIONSHIP TO PATIENT ETRTADATE (MO/DAYIVEAR) RELATONSHF O PRENT
ERFLOVER e ' ammuasw e | errevER o ‘QENE’FAL{NS&SQ“‘{‘
=3 "SUBSCRIBERF GROUPF  |8SF . :...f-é‘GBm‘B_ER‘?{ T GROUPY
PERSONTQ CONTACT : Has any member of your family ever been treated in our office?
IN CASE OF EMERGENCY [lYes  LiNo

Whom may we thank for referring you to.our office?
Name
Address

i ’METHGB OF PAYMENT

City/State/ZIP } ‘

Responsible party currently has an account with this office
Telephone # CliYes  UNo
AUTHORIZAT!ON ; [IPayment infull at each appointment (cash or personal chieck)

| hereby authorize payment directly to the Dental Office of the group
insurance benefits otherwise payable to me. | understand that | am
responsible for all costs of dental treatment. | hereby authorize the Dental
Office to administer such medications and perform such diagnostic,
photographic and therapeutic procedures as may be necessary for proper
dental care. The information on this page and the dental/medical histories
are correct to the best of my knowledge. | grant the right to the dentist to
release my dental/medical histories and other information about my dental
reatment 1o third party payors and/or other health professionals by any
method, including electronic transfer.

[T Payment in full at each appointment (LIVISA [IMC [JOTHER)

Card # Exp.Date _____
1t wish to discuss the Dental Office’s Financial Policy
SERVICE CHARGE

if | do not pay the entire new balance within days of the monthly
billing date, a service charge will be added to the account for the current
monthly billing petiod. The service charge will be a periodic rate of %
per month (or a minimum charge of § for a balance under
S _______)whichis an annual percentage rate of % applied to
the last month's balance. [nthe case of defaull of payment, | promise to

X - pay any legal interest on the balance due, together with any collection
Patientor Responsible Party N i i
costs and reasonable attorney fees incurred to effect collection of this
account or future outstanding accounts.
Date State Driver's License #
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PATIENT NAME ' DATE

Primary reason for this dental appointment: [JExamination [ Emergency [ ] consuttation

Jental History Pieasé Circle
Do you have a spacific dental problem? Describe Yes No
Do you have dental examinations on a routine basis? Last visit Yes No
Do you think you have active decay or gum disease? Yes No
Do you brush and floss on a routine basis? Discuss Yes No
Do your gums ever bleed? Discuss Yes No
Do you like your smile? Why? Yes No
Does food catch between your teeth? Any loose teeth? Yes No
Do you want 1o keep your remaining teeth? Yes No
Do you ever have clicking, popping or discomfort in the jaw joint? Do you brux or grind? Yes No
Have your past experiences in g dental office always been positive? Yes No
Do you smoke or chew? Any sores or growths in your mouth? Discuss Yes No

Name of previous dentist {(opticnal):
Date of iast full mouth x-rays-(16 smail films or panoramic}:

Medical Histo

Are you under a physician’'s care now? Why? Who? i Phone Yec No
Have you ever been hospitalized or had a major operation? Discuss iy Yes No
Have you ever had a serious injury to your head or neck? Distuss Yes No
Are you taking any medications, aspirin, vitamins, herbals, pills or drugs? What? Yes No
Are you on a special diet? Discuss Yes No
Ara you allergic to any medications or substances? Please check box below Yes No
] Aspirin L penicilin L Godeine [ Acrylic O wetat [ Latex Ruober L) mik [ other

Women {Please check): [ Pregnant/trying 1o get pregnant 1 Nursing DTaking oral contraceptives  Discuss Yes No

Do you now have or have you ever had afiy of the foliowing? Do you take any of these medicines? Please check appropriate boxes.
*# yes io any of the starred conditions, pleass call prior to your appoiniment... premedication or changes in medication may be required.

Yeg ' ho Yoa No Yes No Yes Na Yes N&
Heart Disease/Surgery” [ [ Excessive Bleeding 0 O Chemotherapy {1 {3 Night Sweats 0 O Cokd Sores R
Heart Murmuror Defect™ 1 [ Sickie Celt Disease 0 O Osteoporosis [0 O Yeliow Jaundice O [0 FeverBlisters 0O og
g;‘eggsgras;gg‘iz{; iz&at E g ae;gauhilie? - i[:j] %i Bisphosphonates g g Kidney Froblems ED] [é geries g EE:}
LT, _vielnemogiodinemia Osteonecrosis of Jaw Renal Dialysis I Strake
Heart Attack/Fallure E g Leukemia . 0 0 aredia 1V Beclast 1V, [] [ Thyroid Disease [0 O Convulsions 00
ange‘mtaf HeartDtsg'rdsr* Recent Blood Transfusion 11 0 »ometa 1v. {1 {1 Parathyrid Disease [0 [0 Epilepsy or Seizures 0 0
gﬁfi;{?:i"’e Prolapsa {Elj g Swelling of Limbs % g Fosamax, Actonsl, Borive (1 I Arthritis/Gout [0 [0 Fainting or Dizziness NN
™ a5 é“”glp*se?‘sem 5 [ Stomach/intestinal Dissase [ ] Rheumatism 1 O Glagcoma 0o
. n;:;i;&ieanvmve* oo _;eathmg PerB e‘;’m 0 [ Ulbers [0 1 Painin Jaw Joints 0O [0 Tumors or Growths oo
Heart Pace Maker™ &5 0 ;’Or ne?:?:o ;f [ [ RecentWeight Loss {1 1 Cortisone Medicine 0 O Nervousness 0o
. requent Loug Fraguent Diarthea 1 O Artificial Joint * 0 O Psvehiatric Care oo
Pulmonary Shunt O Hay Fever B B o st
R : Diabetes 1 {1 Sexually Transmitted Disease [ [ Alzhelmers Dissase 0O 0
High Blood Pressure T 0 sinus Trouble o : L ; ot
{ o Blone Pressure - 1 nethrs O [ Excessive Thirst 0 0 aps L1 [ Allergies (Medicines) 0B
Bacterial Endocardiis'  £1 TJ Bloody Sputum 01 O Hypoglyceria £ [ HIV Positive 0 O Alergles (Pollen/Dust)y I O
U ined £ 068 7 [ Liver Disease [ O Genital Herpes {3 {3 HivesorRash 00
nexplained Fever Emphysema i . "
Bruiss EnslyBlood Dissase 1) L3 Tuberculosis 1 [ Hepatiis A (infectious; (1 ] Drug Addiction/Alcoholism [0 [ Need Premedication? [0 O
Anewmig 1 I cancer [ [ HepaiitisBorC 1 1 Tattoos/Body Piercing O O Evertakenfensphen? [ [
Coronary Stent* 1 O X-Ray Treatments (Radaion){ ] [ Protease Inhibitor [0 O Sleep Apnea 0 O cocnisar imptants? O
Have you ever had any cther serious iliness not checked above? Discuss Yes No
Do you wish to talk to the dentist privately about any problem? Yes No
To the best of my knowledge, ail the preceding answers are correct. If | have any changes in my health status or if my medicines change, | shall Inform the dentist and stalf at the next appointment without fail.
X Date
PATIENT SIGNATURE (PARENT OR GUARDIAN)
Reviewsd By Doctor Date BR Puise

History Review and Significant Findings

Medical Updates
{ have read my MEDICAL HISTORY dated and confirm that it adequately states past and present condiions.

DATE EXOESTIONS BETIENT'S SIGNATURE BP PULSE REVIEWED §V
None O : Dr.
None O Dr.
. NoBE [ Dr.
None O D,
None O Dy,
None I or. L

31131 STEPPING STONES TO sucCEiB;‘1gggﬂ1§3§:i1:;z, 1905, 1908, 7001, 2004, 2005, 2008, 2007, 008 DENTAL AND MEDICAL HISTORIES - UPDATES




Dr. James E. Galati DDS
Family & Cosmetic Dentistry
1758 Parkwood Plaza
Clifton Park, NY 12065
Phone: (518) 371-3014
Fax: (518) 371-2694

RECORDS RELEASE REQUEST
Date
To
(Doctor)
Address
City State Zip

I authorize the release of dental records, including x-rays ( Bwx, Fmx & Panorex) request
that they be transferred to:

Dr. James E. Galati DDS
1758 Parkwood Plaza
Clifton Park, NY 12065
Phone:(518) 371-3014

Please e-mail any digital x-rays to jegalatidds3@nycap.rr.com

(Print Name) Signature




James E. Galati, DDS, PC
1758 Route 9 Parkwood Plaza
Clifton Park, NY 12065
518-371-3014

AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION

l, authorize the professional office of my dentist named
above to use and disclose my protected health information. By signing this form, | understand that:

1. Protected health information to be released may be related to treatment, appointments,
payment or insurance.

2. Protected health information may be released to other medical/dental offices, insurance
companies and any individuals requested by the patient in writing.

3. HIPAA (Health Insurance Portability and Accountability Act of 1996) allows for the use of
protected health information for treatment, payment or healthcare operations.

4. The patient has the right to revoke this authorization in writing at any time. Revocation will not
be retroactive.

5. Patients may request a copy of our Privacy Policy in writing at any time.

May we phone, email or send a text to you to confirm appointments? YES NO
May we leave a message on your answering machine

at home or on your cell phone? YES NO

May we discuss your protected health information (including but not limited YES NO
to: diagnosis, lab tests, prognosis, treatment and billing) with any individuals
other than yourself?

If YES, please name the individuals and their relationship:

Name Relationship

Patient/Guardian Signature Date




