
Registration

Last Name First M.I.

Address City State Zip

Home Phone Work Phone Cell Phone

Birth Date Age O Male O Female Referred By

Social Security No.                     -           - E-Mail Address

Dental Insurance

Primary Insurance Secondary Insurance

Insurance Company Insurance Company

Group No. Group No.

Employer Name Employer Name

Subscriber Name DOB Subscriber Name DOB

Insured’s I.D. # Insured’s I.D. #

Insured’s Soc. Sec. # Insured’s Soc. Sec.

Relationship to Patient Relationship to Patient

Parent Guardian Information
Person Responsible for Patient:

Relationship to Patient Soc Sec #             -         -

Address:

City: State: Zip:

Phone#: Work#:

Consent for Treatment
A. I authorize the doctor or his/her staff to take x-rays, photographs, make models, or conduct other tests deemed necessary in order to

make a thorough diagnosis by the doctor.
B. After making such diagnosis, I give permission to undertake the recommended treatment plan that has been mutually agreed upon.

C. I agree to the use of anesthetics and other medication as necessary, and further understand that these may carry certain risks. I
understand that I may ask the doctor for a complete listing of possible complications.

Patient’s Signature (if over 18) (X)_____________________ Date: ___________________

Parent/Guardian Signature: ___________________________ Date: ___________________

Witness: ___________________________________







Acknowledgement of Receipt of Statement of
Privacy Practices/Cancellation Policy and Financial Policy

I acknowledge that I have received a copy of the Statement of Privacy Practices and the
cancellation policy for the office of Leominster Endodontics. The Statement of Privacy Practices describes the types of uses and

disclosures of my protected health information that might occur in my treatment, payment for services, or in the performance of
office health care operations. The Statement of Privacy Practices also describes my rights and the responsibilities and duties of
this office with respect to my protected health information. The Statement of Privacy Practices is also posted in the facility. We

reserve the right to change the privacy practices that are described in the Statement of Privacy Practices. If privacy practices
change, I will be offered a copy of the revised Statement of Privacy Practices at the time of my first visit after the revisions

become effective. I may also obtain a revised Statement of Privacy Practices by requesting that one be mailed to me.
By signing this form, you will consent to our use and disclosure of your protected health information to carry out treatment,

payment activities, and healthcare operations. We reserve the right to change our privacy practices at any time. You have the
right to revoke this Consent at any time by giving us written notice of your revocation submitted to Leominster Endodontics. We

may decline treatment if you revoke this consent.

CONSENT TO USE AND DISCLOSE HEALTH INFORMATION
1.  Permission to Use and Disclose My Health Information. By signing this form, I give Leominster Endodontics permission to use
and/or disclose my health information to carry out treatment, payment or health care operations.
2.  Right to Refuse. I have the right not to sign this consent. If I refuse to sign this consent Leominster Endodontics will not provide
me with treatment until I consent. However, treatment required by law, such as emergency care, can be provided to me whether
or not I sign this consent.
3.  Right to Review Notice of Privacy Practices. Leominster Endodontics has provided me with a copy of their Notice of Privacy
Practices which describes how they may use and disclose my health information. I have the right to review this notice before
signing this consent.
4.  Changes to the Privacy Notice. We may change the Notice of Privacy Practices as needed. I may obtain a current copy of Notice
of Privacy Practices by contacting Leominster Endodontics.
5.  Right to Request Restrictions on Use/Disclosure. I have the right to request to restrict how Leominster Endodontics uses
and/or discloses my protected health information for the purpose of providing treatment, obtaining payment for services, and/or
conducting health care operations. We are not required to agree to any restriction I request. If we decide to agree to the request,
it must restrict their use and/or disclosure of my health information the way I asked. Because of the number, complexity, and
nature of the services we deliver, we will rarely agree to requests to restrict uses and disclosures of my health information for the
purposes of treatment, payment, and healthcare operations. If I wish to request restrictions, I can contact Leominster
Endodontics and they will notify me of the decision to accept or decline my restrictions.
6. Right to Withdraw Consent. I have the right to withdraw this consent at any time. I must do this in writing. If I want to
withdraw this consent, I can contact 80 Erdman Way Leominster, MA 01453. Note that my withdrawal of this consent will not be
effective for uses and/or disclosures that have already been made based on my prior consent. If I withdraw this consent, then by
law, Leominster Endodontics is unable to provide me with further treatment or follow-up, other than required emergency
services.
7.  Effective Period. This consent is active unless and until I withdraw it in writing.
8.  References to “I” or “me”. References to “I” or “me” in this Consent include the individual for whom the signing party is
authorized to sign. If I am signing this consent on behalf of another person, it is because I am the legal guardian, parent, or agent
under an active Power of Attorney for Health Care and am legally authorized to sign this Consent on behalf of the individual.

Signature of Patient :(X) _____________________________________ Date ___/___/______
Or Guardian

Witness Signature: _________________________________________ Date ___/___/______


