Suite 203,

W@SJ[ChGSJ[@r 933 Mamaroneck Avenue,
EﬁdOdOﬂtiC Mamaroneck, NY 10543

Care T 914.698.6811 F 914.698.4134
www.westchesterendodonticcare.com

ABOUT YOU

Owmr. Qwmrs. dms. Qor. Date:

Name:
(Cast) (First) (M)

| prefer to be called: W Male U Female

Birthdate: / / Age:

Social Security No.

Home Address:

City State Zip

Marital Status; (1 Single U Married W Divorced [ widowed

Home Phone;: ( ) Cell: ( )

Work: ( ) Ext.:

Email address:

Whom may we thank for referring you?

Other family members seen by us:

Previous/ Present Dentist:

Emergency Contact:

Emergency Contact Phone No.: ( )

Salina W. Wu, DDS., PLLC.
Martin H. Diamond, DMD
Practice Limited to Endodontics

PRIMARY INSURANCE
Dental Coverage?  Yes  No

Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone: ( )

Group # (Plan, Local or Policy #):

Insured Name: Relation:

Insured Birthdate: / / SS#:

Insured Employer:

Employer’'s Address:

SECONDARY INSURANCE
Dental Coverage? [ Yes [ No

Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone: ( )

Group # (Plan, Local or Policy #):

Insured Name: Relation:

Insured Birthdate: / / SS#:

Insured Employer:

Employer’s Address:

Payment is due in full at the time of treatment
unless prior arrangements have been approved.

If this office accepts insurance, | understand that | am responsible for payment of services rendered and also responsible for paying any co-payment
and deductibles that my insurance does not cover. | 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 release of any information, including the
diagnosis and records of treatment or examination rendered, to my insurance company.

Our office is HIPAA Compliant and is comitted to meeting or exceeding the standards of infection control mandated by OSHA, the CDC and the ADA.

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.

Signature

Date

CONTINUED ON PAGE 2







