412 Jericho Turnpike
New Hyde Park, NY 11040
(516) 354-3724
LIorthodontics.com

Margaret Zadnik-O’Connell, DDS, PC
& Associates

The benefits of a happy, healthy smile are immeasurable!
Our goal is to help you reach and maintain optimal oral health.
Please fill out this form completely. The better we communicate,
the better we can care for you.

Person Responsable for Account___________________________________

Insured’s Birthdate:___________________________________________________
Insured’s SS#:______________________________________________________
Email:

Insured’s Employer:__________________________________________________

Employer:__________________________________________________________

Employer’s Address:___________________________________________________

Employer’s Address:__________________________________________________

__________________________________________________________________

__________________________________________________________________
City

State

City

State

Zip

Zip

How long there?________ Job Title:______________________________________
Whom may we thank for referring you?__________________________________
Other Family members seen by us:_____________________________________
General Dentist:____________________________________________________

General
Dentist/Town:___________________________________
Last
Visit Date:_______________________
We will confirm your appointments Via:
1) Text______________________________
2) Email_____________________________

Insured’s Birthdate:___________________________________________________
Insured’s SS#:______________________________________________________
Insured’s Employer:__________________________________________________
His/Her Name_________________________________________________________
Employer____________________________________________________________
Wk#__________________________Ext:_______Cell:_______________________
Birthdate____________________________________________________________
SS#_____________________________

Job Title:_________________________

Employer’s Address:___________________________________________________
__________________________________________________________________
City

State

Zip

Authorization
I certify that the information I have given today is correct to the best of my
knowledge. I understand that this information will be held in the strictest
confidence and that it is my responsibility to inform this office of any changes
in my medical status. I authorize the dental staff to perform any necessary
dental services that I may need during diagnosis and treatment, with my
informed consent.
Signature: _______________________________Date:_________________

HIPAA Acknowledgement

OFFICE USE ONLY
I orally reviewed the medical/dental information above with the parent/guardian
and patient named herein.

I give this practice my consent to use or disclose my protected health
information to carry out my treatment, to obtain payment from insurance
companies, and for health care operations like quality reviews. I understand
that I may review the practice’s Notice of Privacy Practices (for a more
complete description of uses and disclosures) before signing this consent. I
understand that this practice has the right to change their privacy practices
and that I may obtain any revised notices at the practice. I understand that I
have the right to request a restriction of how my protected health information
is used. However, I also understand that the practice is not required to agree
to the request. If the practice agrees to my requested restriction, they must
follow the restriction. I also understand that I may revoke this consent at any
time by making a request in writing, except for information already used or
disclosed.
Signature: ____________________________________________________
Patient, parent, or legal guardian

Doctor's Comments:
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
Initials: ____________________ Date: ___________________

Date:_________________________________________________________
If signed by a patient representative, state relationship to patient:
_____________________________________________________________

