LOUIS A GENELLO D.D.S. P.C
ANDREW J. KNOTT D.M.D.

FAMILY AND COSMETIC

OFFICE (570) 383-2411
DENTISTRY 764 MAIN ST, PECKVILLE, PA 18452

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

*You May Refuse to Sign This Acknowledgement*

I
office’s Notice of Privacy Practices.

have received a copy of this

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices,
but acknowledgement couldnt not obtained because:

[ individual refused to sign
|:| Communications barriers prohibited obtaining the acknowledgement

|:| An emergency situation prevented us from obtaining acknowledgement

[J other (Please Specity




LOUIS A. GENELLO D.D.S. P.C
ANDREW J. KNOTT D.M.D.

FAMILYAND COSMETIC OFFICE (570) 383-2411
DENTISTRY 764 MAIN ST, PECKVILLE, PA 18452

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Address:

Telephone: Email:

Patient #: Social Security #:

SECTION B: TO THE PATIENT - PLEASE READ THE FOLLOWING STATEMENT CAREFULLY

Purpose of Content: By signing this form, you will consent to our use and disclosre of your protected health info.,
mention to carry out treatment, payment activities and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether

to sign this Consent. Our Notice provides a description of our treatment, payment activities and healthcare operations
of the uses and disclosures we may make of our protected health inofrmation and of other important information
about your protected health information. A copy of our Notice accompanies this Consent. We encourage you to read
it carefully and completely before signing this Consent.

We reserved the right to change our privacy practices as described in our Notice of Privacy Practices. If we change

our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. These changes
may apply to any of your protected health information that we maintain.

You may obtaina a copy of our Notice of Privacy Practices, including any revisions of our Notice, ay any time by containing:

Contact Person:

Telephone: Fax:

Email:

Address:

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your
revocation submitted to the Contct Person listed above. Please understand that revocation if this Consent will not
affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to
treat you or continue treating you if you revoke this Consent.

SIGNATURE

I, have had full opportunity to read and consider the contents of this Consent
form and your Notice of Privacy Practices. | understand that by signing this Consent form, | am giving my consent to your
use and disclosure of my protected health information to carry out treatment, payment activities and health care operations.

Signature: Date:

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

Personal Representative’s Name:

Relationship to Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT
Include completed Consent in the patient’s chart.
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DENTISTRY

Welcome
Thank You for selecting us.

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 Information (Confidential)

OFFICE (570) 383-2411
764 MAIN ST, PECKVILLE, PA 18452

Name Date
Soc Sec # Birthdate Home Phone
Address City State Zip
Check Appropriate Box: ~ [IMinor [ Single [ Married [ Separated [ Divorced ] Widowed
If Student, Name of School/College City State [ Full Time [ Part Time
Patient's or Parent's Employer Work Phone
Business Address City State Zip
Spouse or Patient's Name Employer Work Phone
Whom May We Thank for Referring You?
Person to Contact in Case of Emergency Phone
Responsible Party
Name of Person Responsible for this Account Relationship to Patient
Address Home Phone
Birthdate Financial Institution
Employer Work Phone SSN#
Is this Person currently a Patient in our Office? [ Yes [ No

For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full of each appointment.

[J Cash [ Personal Check

Insurance Information (Dental Only)

Name of Insured

Birthdate Social Security #

Name of Employer

Employer Address

[ Credit Card [ VISA [] MasterCard  [] | wish to discuss the office’s payment policy

Relationship to Patient

Date Employed

Insurance Company

Ins. Co. Address

Union or Local # Work Phone

City T Site Zip
Group # Policy/ID#

City State Zip

How Much is your Deductible?

How much you have used?

Max Annual Benefit

Do You Have Any Additional Insurance?

[ Yes

[J No

If Yes, Complete the following

Name of Insured

Birthdate Social Security #

Name of Employer

Employer Address

Relationship to Patient.

Date Employed

Insurance Company

Ins. Co. Address

Union or Local # Work Phone

City. State Zip
Group # Policy/ID#

City. State Zip

How Much is your Deductible?

How much you have used?

Max Annual Benefit



)+
LOUIS A. GENELLO D.D.S. P.C
ANDREW J. KNOTT D.,

FAMILY AND COSMETIC

DENTISTRY

OFFICE (570) 383-2411
764 MAIN ST, PECKVILLE, PA 18452

Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical freatment now? oo o Are you allergic to or have you had any reactions
2. Have you ever been hospitalized for any surgical [ [ to the following:
operation or serious illness within the last 5 years? Local Anesthectics (eg. Novocaine] oo
r | i Penicillin or any other Antibiotics ogd
yes, pleaseexplain 00
3. Are you taking any medication(s) including oo Sula ,DruQS
Borbiturates oo
non-prescription medicine? Sedatives O g
If yes, what medication(s) are you taking? lodine oo
4. Have you ever token Phen-Fen/Redux? oo Aspirin 0o
5. Do you use fobacco? oo Any Metals (eg. nickel, mercury, etc.) [m
6. Do you use confrolled substances? OO LOQ::x Rubber B B
i er
7. Are you wearing contact lenses? OO 10.  Women Only:
Are you pregnant or think you may be pregnante [ [
8. Do you have or have you had any of the following? Are you nursing? OO
Are you taking oral contraceptives? oo

Yes No Yes No Yes No
High Blood Pressure Oog Heart Disease [0 [0  ChestPains oo
Heart Attack OO Cardiac Pacemaker OO Easily Winded OO
Rheumatic Fever 0o 0 Heart Murmur O [0  Stroke oo
Swollen Ankles oo Angina [0 O  Hay Fever/Allergies OO
Fainting/Seizures oo Frequently Tired O O  Tuberculosis OO
Asthma 0o 0 Anemia [0 O  Radiation Therapy oo
Low Blood Pressure oo Emphysema O 0O Glavcoma 0o
Epilepsy,/Convulsions Oog Cancer [0 [0  Recent Weight Loss oo
Leukemia OO Avrthritis [0 O Lliver Disease O g
Diabetes OO Joint Replacement or Implant [0 O  Heart Trouble O 0O
Kidney Diseases od Hepatitis/Joundice [0 O  Respiratory Problems OO0
AIDS or HIV Injection 0o 0 Sexually Transmitted Disease [0 O  Mitral Volve Prolopse oo
Thyroid Problem 0o 0 Stomach Troubles/Ulcers OO Other oo

Patient Dental History

Name of Previous Dentist and Location

Date of Last Exam

Yes No Yes No
1. Do your gums bleed while brushing or flossing? O 8. Do you have frequent headaches? OO
2. Avre your teeth sensitive to hot or cold liquids/foods? oo 9. Do you clench or grind your teeth? oo
3. Are your feeth sensitive to sweet or sour liquids/foods2 [ [J  10. Do you bite your lips or cheeks frequently2 oo
4. Do you feel pain to any of your teeth? LI O 11 Have you ever had any difficult extractions in the paste (1 [
5. Do you have any sores or lumps in or near your mouth2 1 [J 12 Have you ever had any prolonged bleeding OO
following extractions?
6. Have you had any head, neck or jaw injuries? oo
13. Have you had any orthodontic treatment2 oo
7. Have you ever experienced any of the following
problems in your jaw? 14. Do you wear dentures or partials? o
Clicking od If yes, date of placement
Pain (joint, ear,side of face) 0O 0
Difficulty in opening or closing [0 0  15. Have you ever received oral hygiene instruction 0o
Difficulty in chewing OO regarding the care of your teeth and gums?
Avuthorization and Release 16. Do you like your smile? oo

| certify that | have read and understand the above information to the best of my
knowledge. The above questions have been occuratelt answered. | understand'that  dental group insurance benefits otherwise payable to me.
providing incorrect information including the diagnosis and the records of any | understand that my dental insurance carrier may pay less
treatment or examination rendered to me or my child during the period of such than the actual bill ?z’)r services. | agree to be responsw{)le for

Dental care to third party payors and/or health practioners. | authorized and request payment of all services rendered on my behalf or my dependent

X

Signature of patient (or parent if minor)

my insurance company fo pay directly to the dentist or
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Welcome

OFFICE (570) 383-2411
764 MAIN ST, PECKVILLE, PA 18452

We would like to welcome you and your child to our office. Our goal is to make every child’s visit pleasant and
educational. Our practice is based on preventative care. We strive to teach good oral care that will enable your child

to have a beautiful smile that lasts a lifetime.

Thank You for selecting us.

Our office is commited

to meeting or exceeding
the standards of infection
control mandated by OSHA.
the CDC and the ADA

=

|

D
ABOUT
ABOUT YOUR CHILD YOU
Your Name:
Name: Tast First Middle Birthdate:
Nickname: Ss#: Month Day Year
Birthdate:_ /[ Male  [JFemale Relationship to Child:

Month Day Year

SS#:

Special Interest, sports or hobbies:

Age:

Home Address:

Home Phone:
Referred by:

Your home phone & address, if different than child’s:

Home Phone

Address

Apt# . City State Zip Code
(sccupotlon:

Employer:
Work Phone: Ext.
Pager/Cor Phone:

DENTAL INSURANCE COMPANY #1

DENTAL INSURANCE COMPANY #2

Dentral Ins. Co:

Insurance Co. Phone #:

Group/Policy #:

This Dental Insurance is provided throughout:

Policy owner’s name:

Relationship to child:

Policy owner's SS #:

Policy owner’s birthdate:

Policy owner’s employer:

Dentral Ins. Co:

Insurance Co. Phone #:

Group/Policy #:

This Dental Insurance is provided throughout:

Policy owner’s name:

Relationship to child:

Policy owner's SS #:

Policy owner's birthdate:

Policy owner’s employer:
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Has your child ever had
DENTAL/ MEDICAL HISTORY any of the following
medical conditions
or problem?
Has your child been to the dentist before2 (1 Yes [INo
If yes, the appropriate date of last visit: YN Any Hospital Stays
Are there any dental problems that you are aware of at YN Any Operatives
present? O Yes [0 No |Ifyes, please explain: YN Bleeding Problems or
A Any Kind
Does your child brush his/her teeth daily? (] Yes [INo YN Cancer
Please rate your child’s oral health: [1Good [JFair [JPoor YN Convultions/Epilepsy
Is your child currently under the care of a physician2 [1Yes [INo YN Diabetes
Child’s Physician: Y N Hearing Impairment
His/Her Phone #: YN Heart Murmur
The appropriate date of last visit: YN Heart Problems of
Please rate your child’s medical health:[(] Good [J Fair ] Poor Any Kind
If your child allergic to any drugs:  [JYes [ No YN Homophilia
If yes, please list: YN HIV+/AIDS
Is your child taking any prescription drugs? [JYes [1 No Y N Hyperactive
Ifyes, please list: Y N Rheumatic/Scarlot Fever
Does your child need to be premedicated before . "
Are there any other medical conditions or
dental treament? [ Yes O No ) i
problems relating to your child?
Yes] No [
In the event of any emergency, who should we contact?
Name: Relationship: Ifyes, please list:

Phone: Phone#2: /

understand the information that | have given is correct to the best of my knowledge,
that it will be held in the strictest of confidence, and it may be my responsibility to
inform this office of any changes in my child’s medical status. | authorized the
dental staff to perform the necessary dental services my child may need.

The Parent or Guardian who accompanies the child is responsible for payment
at time of service unless prior arrangements have been approved.

Phone: Date:




