
DENTAL REGISTRATION AND HISTORY

PATIENT INFORMATION

n Married n Widowed

! Separated n Divorced

E Single n Minor

n Partnered for 

- 

years

Whom may we thank for refening you?

DENTAL INSURANCE

Who is responsible for this account?

Relationship to Patient

lnsurance Co.

ls patient covered by additional insurance? n Yes n No

ASSIGNMENT AND RELEASE
I certify that I, and/or my dependent(s), have

all insurance benefits, i{

any, otherwise payable to me for services rendered. I undersland that I am
linancially responsible for all charges whether or not paid by insurance. I authorize
the use of my signature on all insurance submissions.

The above-named dentist may use my health care information and may disclose
such rnlormation to the above-named lnsurance Company(ies) and their agents
for the purpose of obtaining payment lor services and determining insurance
benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year lrom the date signed below.

Signature ol Patient, Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative

PHONE NUMBERS

Best time and place to reach

lN CASE OF EMERGENCY CONTACT (Specify someone who does not live

DENTAL HISTORY

Date of last dental visit

Date of last dental X-rays

Place a mark on "yes" or "no" to indicate if you
have had any of the following:

Burning sensation on tongue

Chew on one side of mouth

Cigarette, pipe, or cigar smoking

Clicking or popping jaw

Dry mouth

Fingernail biting

Food collection between the teeth

Foreign objects

Grinding teeth

Gums swollen or tender

Jaw pain or tiredness

Lip or cheek biting

Loose teeth or broken fillings

n Yes n No Mouth breathing

n Yes n No Mouth pain, brushing

Bad breath

Bleeding gums

Blisters on lips or mouth

lYes n No

XYes n No

IYes n No

nYes n No

lYes ! No

lYes ! No

lYes ! No

nYes n No

[Yes f, No

f,Yes ! No

lYes ! No

lYes ! No

lYes ! No

nYes n No

Orthodontic treatment

Pain around ear

Periodontal treatment

nYes ! No

nYes n No

nYes ! No

nYes tr No

nYes fl No

Sensitivity to cold I Yes X No

Sensitivity to heat n Yes I No

Sensitivity to sweets fl Yes n No

Sensitivity when biting n Yes n No

Sores or groMhs in your mouth n Yes n No

How often do you floss?

How often do you brush?
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HEALTH HISTORY

Physician's Name Date of last

Have you ever taken any of the group of drugs collectively refened to as "fen-phen?"These include combinations of lonimin, Adipex, Fastin (brand

names ol phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). n Yes n No

Place a mark on "yes" or "no" to indicate it you have had any of the following:

AIDS/HIV

Anemia

Arthritis, Rheumatism

Artificial Heart Valves

Artificial Joints

Asthma

Back Problems

Bleeding abnormally, with
extractions or surgery

Blood Disease

Cancer

Chemical Dependency

Chemotherapy

Circulatory Problems

Congenital Heart Lesions

Cortisone Treatments

Cough, persistent or bloody

Diabetes

Emphysema

flYes n No

flYes E No

lYes n No

nYes n No

nYes ! No

nYes n No

nYes E No

lYes n No

nYes I No

nYes [] No

lYes n No

nYes I No

nYes I No

nYes E No

flYes n No

flYes n No

nYes n No

lYes n No

Epilepsv nYes nNo
Fainting or dizziness n Yes n No

Glaucoma nYes n No

Headaches nYes n No

Heart Murmur n Yes n No

Heart Problems n Yes fl No

HepatitisTvpe- nYes n No

Herpes nYes n No

High Blood Pressure fl Yes n No

Jaundice fl Yes fl No

Jaw Pain n Yes I No

Kidney Disease I Yes I No

Liver Disease n Yes E No

Low Blood Pressure XYes n No

Mitral Valve Prolapse I Yes I No

Nervous Problems n Yes n No

Pacemaker IYes n No

Psychiatric Care I Yes n No

Radiation Treatment n Yes n No

Respiratory Disease ! Yes n No

Rheumatic Fever n Yes n No

Scarlet Fever nYes ! No

Shortness of Breath nYes I No

Sinus Trouble flYes n No

Skin Rash fl Yes n No

Special Diet n Yes I No

Stroke nYes n No

Swollen Feet or Ankles n Yes n No

Swollen Neck Glands fl Yes n No

Thyroid Problems D Yes I No

Tonsillitis nYes [No
Tuberculosis [Yes INo
Tumororgrowthon heador nYes n No

neck

Ulcer nYes [No
Venereal Disease IYes n No

Weight Loss, unexplained n Yes n No

Do you wear contact lenses? [ Yes n No

Women:

Are you pregnant? nYes [] No

Taking birth control pills? n Yes n No

Are you nursing? ! Yes n No

ALLERGIESMEDICATIONS
n Aspirin n Local Anesthetic

! Barbiturates (Sleeping pills) n Penicillin

List any medications you are currently taking and the correlating diagno-

sis:

/A
, U P D AT E S Go be filled in at future appointments)

Has there been any change in your health since your last dental appointment? nYes n No

For what conditions?

Are you taking any new medications? lf so, what?

Patient's Signature Date

DateDoctor's Signature

Has there been any change in your health since your last dental appointment? [Yes I No

For what conditions?

Are you taking any new medications?

Patient's Signature

Doctor's Signature

Date-
lf so, what?

Date



RECORDS RELEASE REOUEST

I authorize the release of my dental records (including all appropriate forms, treatment

records, and radiographs) to: Dr. Pamela Hunte
275 Madison Avenue, Suite 1818

New York, NY 10016

212-682-2892

Patient information.

Date:

Last Name:

Address:

First Name:

City, State, Zip:

Phone:

Patient Signature:

Thank you for your prompt attention to this request.



Pamela L. Hunte' DDS
275 Madison Avenue, Suite 1818

New York, NY 10016
(212) 682-28e2

NOTICE OF PRIVACY PRACTICES
rHrs NortcE DEScRIBES D AND DISCLOSED AND HOW

YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

THE PRIVACY OF YOUR HEALTH INFORMffi
OUR LEGAL DUTY
we are required by applicable federal and state law to maintain the privacy of your health information. we are also

required to give you this Notice about our privacy practices, our legai duties, and your rights concerning your health

information. We must follow the privacy practices init are described in this Notice while it is in effect. This Notice takes

effect 1 OlOl/2003 and will remain in effect untilwe replace it'

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are

permitted by applicable law. lve reserve tne right to make the changes in our privacy practices and the new terms of our

Notice effective for all health information that ie maintain, including health information we created or received before we

made the changes. gefore we make a significant change in our privacy practices, we will change this Notice and make the

new Notice available upon request.

you may request a copy of our Notice at any time. For more information about our privacy praclices, or for additional

copies ortnis Notice, ptease contact us using the information above.

USTS NruO DISCLOSURES OF HEALTH INFORMATION

we use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: we may use or disclose your health information to a physician or other healthcare provider providing

treatment to you.

payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare operations:We may use and disclose your health information in connection with our healthcare operations'

Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications

of healthcare professionals, evaluating practitioner and provider performance, conducting training programs, accreditation'

certification, licensing or credentialing activities.

your Authorization: ln addition to our use of your health information for treatment, payment or healthcare operations,

you may give us written authorization to use your health information or to disclose it to anyone for any purpose' lf you give

us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use or disclosures

permitted by your authorizatlon while it was in 6rect. unless you give us a written authorization, we cannot use or disclose

your health-information for any reason except those described in this Notice'

To your Family and Friends: We must disclose your health information to you, as described in the Patient Rights section

of this Notice, we may disclose your health information to a family member, friend or other person to the extent necessary

to f,"fp with your healihcare or with payment for your healthcare, but only if you agree that we may do so.

persons lnvolved ln Care: We may use or disclose heatth information to notifo, or assist in the notification of (including

identifying or locating) a family member, your personal representative or another person responsible for your care, of your

location, your generai condition, or death. lf you are present, then prior to use or disclosure of your health information, we

will provide yoir with an opportunity to objectto such uses or disclosures. ln the event of your incapacity or emergency

circumstances, we will disclose health information based on a determination using our professionaljudgment disclosing

onf, nujftn information that is direcfly relevant to the person's involvement in your healthcare. We will also use our

pr#essionaljudgment and our expeiience with common practice to make reasonable inferences of your best interest in

allowing a person to Ji"i up fiil"d'pt"r"riptions, medical supplies, x-rays, or other similar forms of health information

Marketing Health-Related Services: We will not use your health information for marketing communications without your

written authorization.

Required by Law: We may use or disclose your health information when we are required to do so by law.



Abuse or Neglect: we may disclose your health information to appropriate authorities if we reasonably believe that you

are a possible vidim oi ,our", negleci, or domestic violence or the possible viclim of other crimes. we may disclose your

health information to the extent necessary to avert a serious threat io your health or safety or the health or safety of

others.

National security: we may disclose to military authorities the h-ealth information of Armed Forces personnel under

certain circumstances. we may disclose to auihorized federal officials health information required for lawful intelligence,

counterinteltigence, and other national security activities. We T.ay disclose to conectional institution or law enforcement

official having lawful cuitody of protected heaith information of inmate or patient under certain circumstances.

Appointment Reminders: we may use or disclose your health information to provide you with appointment reminders

1su'cn as voicemail messages, postcards, or letters)'

PATIENT RIGHTS
Access: you have the right to look at or get copies of your health information, with limited exceptions. You may request

that we provide copies irfa format other than photocopies. we. will use the format you request unless we cannot

practicably do so. (you must make a request in writing to obtain access to your health information. You may obtain a form

to request access ny using the contact information listeo at the end of this Notice. we will charge you a reasonable cost-

based fee for expenses such as copies and staff time. You may also request access by sending us a letter to the address

at the end of this r..rotite. ri you request copies, we will charge you $25 for staff time to locate and copy your health

information, ano postaje ir you want the cbpies mailed to you.-lf you request an alternative format, we will charge a cost-

based fee for providing"youi neanh informaiion in that format. lf ybu prefer, we will prepare a summary or an explanation

of your health intormaiion for a fee, contact us using the informition listed at the end of this Notice for a full explanation of

our fee structure,)

Disclosure Accounting: you have the right to receive a list of instances in which we or our business associates

disclosed your health information for purposes, other than treatment, payment, healthcare operations and certain other

activities, forthe tast o years, but not beforeApril 14,zoo3.lf you requestthis accounting morethan once in a 12-month

feriod, we may charge you a reasonable, cost-based fee for responding to these additional requests.

Restriction: you have the right to request that we place additional restrictions on our use or disclosure of your health

information. we are not required to agree to these additional restrictions, but if we do, we will abide by our agreement

(except in an emergencY).

Alternative Gommunication: you have the right to request that we communicate with you about your health information

by alternative means or to alternative locationsi. lYou must make your request in writing.) Your request must specify the

alternative means or location, and provide satisfactory explanation how payments will be handled under the alternative

means or location You request'

Amendment: you have the right to request that we amend your health information. (Your request must be in writing, and it

must explain why the informJtion should be amended.) we may deny your request under certain circumstances.

Electronic Notice: lf you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive this

Notice in written form.

QUESTIONS AND COMPLAINTS
tiyou want more information about our privacy practices or have questions or concerns, please contact us.

lf you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about

access to your health information or in response to a iequest ybu made to amend or restrict the use or disclosure of your

health information or to have us communicate with you by alternative means or at alternative locations, you may complain

to us using the contact information listed at the end of thii ttotice. You also may submit a written complaint to the U's'

o"prrtm"i,t of Health and Human services. we will provide you with the address to file your complaint with the u.s.

Department of Health and Human Services upon request'

we support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a

comptiint with us or with the U.S. Department of Health and Human Services'

This Form is educationa! only, does not constitute tegal advice, and covers only federal, not state, Iaw (August 14, 2002)'



Pamela L. Hunteo DDS
275 Madison Avenue, Suite 1818

New York, NY 10016
(212) 682-28e2

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY RIGHTS

* You May Refuse to Sign This Acknowledgement *

have received a copy of this
office's Notice of Privacy Practices.

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 could not be obtained because:

E tnoivioual refused to sign

E Communications barriers prohibited obtaining the acknowledgement

E nn emergency situation prevented us from obtaining acknowledgement

E Ottrer (Please Specify)



Pamela L. Hunte, DDS
275 Madison Avenue, Suite 1818

New York, NY 10016
2tD 682-2892

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Address:

Telephone: E-mail:

Social Security #:

SECTION A: PATIENT GIVING CONSENT
purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health infor-

mation 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 thls Consent. Our Notice provides a description of our treatment, payment activities, and health-
care operations, of the uses and disclosures we may make of your protected health information, and of other im-
portani matters 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 reserve the right to change our privacy practices as described in our Notice of Privacy Practices. lf we
change our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes.
Those changes may apply to any of your protected health information that we maintain.

you may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by

contacting: Pamela L. i{unte, DDS 275 Madison Avenue, Suite 1818, New York, NY 10016, (2'12) 682-2892-

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 Contact Person listed above. Please understand that revocation of 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 to continue treating you if you revoke this consent.

SIGNATURE

| _, have had full opportunity to read and consider the contents
ot6ourNoticeofPrivacyPractices.lunderstandthat,bysigningthisConsentform,lam
giving my consent to youi use and disclosure of my protected health information to carry out treatment, payment

activities and health care operations.

Signature: Date:

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

Personal Representative Name:

Relationship to Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.

REVOC.ATION OF CONSENT

I revoke my Consent for your use and disclosure of my protected health information for treatment, payment ac-

tivities, and healthcare operations.

I understand that revocation of my Consent will not affect any action you took in reliance on my Consent before

you received this written Notice oi Revocation. I also understand that you may decline to treat or to continue to

treat me after I have revoked my Consent.

Signature: Date:



Financial Policy

FULL PAYMENT OF FEES/COPAYMENTS ARE DUE AT TIME OF SERVICE.
WE ACCEPT CASH, CHECKS, DEBIT CARDS oT VISA/MASTERCARD, AMEzuCAN EXPRESS AND
DISCOVER.
CARE CREDIT (An interest free payment option)

DENTAL INSURANCE:

Although our office does not participate with some insurance carriers, we will as a courtesy to you, submit a claim
to your carrier Understanding your insurance coverage can be quite a challenge. We encourage you to become

familiar with your policies exclusions, deductibles and required co-payments. Our goal is to assist you in understanding
and maximizing your benefits.

Our courtesy service to you includes:
1) Filing, at your direction, pre-estimate requests to predetermine the benefits you can expect to receive for your proposed

treatment.
2) Filing your insurance electronically, or by mail (paper claim), within 24 hours of service.
3) Following American Dental Association Guidelines for coding procedures and filing insurance.

Our expectations of you as the owner of the policy are:

1) Payment of fees at time of treatment, as outlined above.

2) That you understand that the insurance policy belongs to g and that the obligation for payment remains solely that of
the patient or responsible party.

3) That you are aware that dental insurance polices restrict payment for some services, use restricted fee schedules (called
UCR), and exclude some procedures based on prior conditions or length of time on the plan. All restrictions are based on

the policy you are covered by, NOT our fees or recommended treatment.

Missed sppointments: Your appointment is time resemed exclusively for you. Please give us 24 ltours notice to uvoid
concellation fees.

Lote Arrivals: If you plan to be more than 15 minutes late for an appointment, kindly give us a call to be sure that we can
accommodate you.

Interest

We reserve the right to charge interest in the amount of 1.5%o monthly on extended payment plans and accounts over 30 days past due

as allowed by state law.

Thank you for understanding our Financial Policy. Please let us know if you have questions or concems.

I have read the Financial Policy. I understand and agree to this Financial Policy:

X
Signature of Patient or Responsible Party

Date
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