
COVID-19 Pandemic

Dental Treatment Consent Form

Even after following protocols set by the American Dental Association and our state's dental association,

it is still possible to contract COVID-19 while at a dental office. We are following all guidelines to
minimize the risk of transmission-

I knowingly and willingly consent to have dental treatment completed during the COVTD-19

pandemic. I understand that the COVID-1g virus has a long incubation period during which the

carriers of this virus may not show symptom and may still be hi8hly contagious

-(hitial)

I understand that - due to the frequency of visits of other dental patients, the characteristics of

the covlD-lg virus, and the characteristics of dental procedures- I have an elevated risk of

contrircting the covlD-19 virus simply by being in a dental office

_(lnhial)
I confirm that I am not dresentinB any of these COVID'l9 symptoms:

o Fever

o Shortness of breath

o Dry cou8h

o Runny nose
' o Sore throat

lnitial)

I confirm that I have not been in contact with a person who has been diagnosed with COVID-lg

within the past 14 days.

_ (lnitial)

I understand the air travel significantly increases my risk of contractint and transmitting the

COVTD-19 virus. And the CDC recommends social distancing of at least six feet for a period of 14

days to anyone who has recently traveled. and this is not possible with dentistry.

_(lnitial)
tverify that I have not traveled outside the United States in the past 14 days.

' (lnitial)

I verify that I have not traveled domestically within the United States by commercial airline, bus

or train within the past 14 days.

_ (lnitial)

DOB:

Sitnature:

Printed name: 

-

Date:
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Sparkle ountutt
I 53 Slevens Ave St.1

Mount Vernon, NY
i0550/\, a-€ ca.e Win 5mre \alil e/at t€cl

V[lELCOMD
Our teom believes thot potients treoted by our office ore lhe most importont

people in the world. We ore delighted thot you hove chosen to join our fomily. The
enjoyment we experience in our ossociotion with our potients comes from o muiuol
understonding of the joint responsibility regording complete core. We believe thot
shoring our thoughts with our potients helps form the bond thot leods to o longJosiing
relotionship. A bright ond heolthy smile is, withoul question, the most convincing form of
communicotion.

Patient Information

Patient's Full Legal Name:

Date of Birth

Address:

G ende r EI MAIE

E] FEMALE

E orseR:

City: State zip Code

single Minor

! Partnered for 

- 

years

Marital Status: Married

Separated

Widowed

Divorced

Spouse's/significant other's Name: 

-

Occupation:

Employer/ School Address: Employer/School Phone:

Whom may we thank for referring you?

How do you want to be addressed when called from the Reception Area?

Cett Phone Confirmation

Home Phone Conf irmation

Att of the Above

SSN:

E-mail:_ Cell Phone:_ Home Phone:_
Emer8ency Contact: - 

--- 
Relationship:_ Phone Number:

tr
tr

Patient Employer/School:

I Authorize Contact from This o[tice to Confirm My Appointments. Treatment. And Bitting:

I lText Message to my Cett Phone

| | Emait Conf irmation
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HIPAA Policv

Notice ofPrivacy Practices: Use atrd Disclosure ofHealth lnlormation Protected u[der HIPAA Effective May I, 2014

This document provides a summary ofhow health care information about you may be used and disclosed

and how you can obtain access to this information. Wc understand that lnformation about you and your

health is personal. We are committed to protecting your health information. It is our policy that the

privacy ofyour Protected Health Information (PHI) not be compromised while still allowing necessary

access to assure that the health care you receive is appropriate and ofthe highest possible quality. We
pledge to you that we will protect the confidentiality ofinformation provided to us. Your information will
bc used in the following manner, known as Treatment, Payment, and Healthcare Operations (TPO):

l. To provide dental treatment and/or services
2. To facilitate payment by third-party payers, when appropriate, for health care treatment you

receive.
3. To facilitate the mechanisms which allow the operation ofour facility. In everyuse ofyour

information, we will be responsible custodians ofyour PHI and adhere to the standards set forth
in the legislation, which created these privacy practices.

We recognize that all patients have the right to privacy in matters relating to their health, and we will not

use your PHI for uses other than TPO related to health care without your conveyed permission.

You have the following nghts regarding the medical inlormation we maintain about you:

l. Access, upon request, to information that may be used to make decisions about your care.
2. To request restrictions or limitations on the PHI we disclose about you for featment, payment or

health operations. While we are not required to agree to your request, if we do agree, we will
comply with the restrictions unless the information is needed to provide emergency treatment.

3. To request that we amend the PHI we maintain about you if you believe that the information we
have about you is incorrect or incomplete.

4. To request an accounting of disclosures we have made lor uses other than our own.
5. To request confidential communications; i.e., that we communicate with you in a certain manner

or at a certain location.
6. To receive a paper copy ofthis notice.

All members of our staff are committed to adhering to the conditions set forth in this notice ofprivacy
practices. Any violation will be grounds for disciplinary action. We reserve the right to change this policy
in the future; such changes will be available to all patients.

Authorized Disclosures: Sparkle Dental will not use or disclose your PHI without your prior
authorization. You can later revoke that authorization in writing to allow any future use and disclosure.

The authorization will be obtained from you by Sparkle Dental. Sparkle Dental may disclose Information
regarding my treatment and financials to the following person(s):

Patient Acknowledgment:

I acknowledge receipt of this information regarding my right to PHI privacy.

Signature (Patient, Parent, or Guardian) / Relationship to patienl Date: No Expiration Until Required by Law
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DENTAL RECORDS RELEASE Authorization

DATE OF BIRTH:NAME:

AUTHORIZES: ROHIT PATEL, DDS

SPARKLE DENTAT

153 STEVENS AVE 5T.1 MT VERNON, NY 10550
send to:

Nam€ of Health Care Provider/Plan/Other/ Mvself
ADDRESS:

PHON Efl:

When transferring information to another dental office, we only send current x-rays (bitewing x-rays,
full mouth X-rays & panorex) within the last 5 years and treatment dates for prophy's (cleanings) -

exams - scale & root planning. To send just this basic information described above please check here tr
EXPIRATION: This Authorization is good for one year unless dates filled in below.

SIGNATURE OF PATIENT:
INFORMATION TO BE DISCLOSED:

DATE

I DON'T WANT THE FOLLOWING INFORMATION DISCLOSEDI

Specific records/information as follows

Dental Insurance

Insurance Company:

Subscriber:

Relationship to Patient:

Birthdate

Member ID/ SSN:

Is patient covered by additional insurance? Yes No

lnsurance Company:

Subscriber:

Relationship to Patient

Birthdate:

Member ID/ SSN:

Assignment and Release

I certify that l, and/or my dependent(s), have insurance coverage with and assign directly to Dr

all insurance benefits, ifany, otherwise payable to me for sen'ices rendered. I understand that I am

financially responsible for all charges whether or not paid by insurance. I authorize the use ofmy signature on all

insurance submissions.

The above-named dentist may use my health care intbrmation and may disclose such information to the above-
named Insurance Company (ies) and their agents for the purpose ofobtaining payment for services and determining
insumnce benehts or the benefits payable for related services. This consent will end when my current treatment is
completed or one year fiom the date signed below.

By signing, I understand that the information released per this authorization, is no longer protected by:
Rohit Patel, DDS o confirm my appointments, fteatment, and billing.
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Sp*&le rerfarff
.i: :-1 :! I ..:,_i':t-tli ..,r1 .t..tl,'ii:

VIIDLCOMD

Our mission is to proctice complete dentol heolthcore. Our gool is to provide
eoch of our potienls wiih the highest quolity dentol core in ihe most comfortoble,
gentle monner possible. We ore committed to delivering your core with wormth qnd
compossion ond seek to prevent ony dentol problems in the future. Therefore, it is

necessory for eoch potient to hove o comprehensive exominotion. The full treotment
plon, ossocioted fees ond poyment orrongements will be presented of thot time.

PLEASE BEAYT'ARE:

The treotment plon prescribed by your dentist is in his/her opinion the best lreotment for
your dentol heolth. During the course of your treotment there moy be unforeseen
complicotions thot will chonge the finonciol outcome the potient will be responsible for.
These oddiiionol fees con include loborotory, office time ond ony extended dentol
treotmenl. Resi ossured, you will be informed if ony chonges occur in your existing
treotment finonciol plon.

PI.EASE BE CONFIDENT THAT YOU WII.I RECEIVE THE BEST DENTAI. CARE AVAILABLE.

All fees ore due ond poyoble ot the time of service, unless prior onongements hove
been mode.

I hove reod ond fully understond oll the obove informotion ond ogree lo complywith
oll office procedures.

SIGNATURE OF RESPONSIBLE PARTY DATE

TO BETTER SERVE YOU PTEASE BE ADVISED OF THE FOILOWING:
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FINANCIAL AGREEMENT

Patient Name

I agree to pay for atl treatment in a timely fashion as described above-

Patient/Legat G ua rd ian: Date

Dale: 

-

Witness:

Date _-

We wetcome you and your famity to Sparkte Dentat! We look forward to providing superior,
compassionate dentaI care at aflordabte prices. To provide you with the most beneficiaI and

comprehensive service, we request that you review and sign our financiaI agreement form.
We are happy to answer any questions you may have regarding the proposed treatment and

availa ble financia t options.
P[ease take note of the fottowing:

- We witt atways do our best to hetp you maximize your dental insurance benefits.

- lf you are using a credit card to pay tor rendered treatment, there is a 4% service fee

which witt be added to your financialstatement.

- lf you are using a financing option, such as Care Credit or Welts Fargo, there is a 10%

service fee which wilt be added to your final statement.

- As a courtesy, a[[ claims are fited by our office, however it is important to understand

that your dentaI insurance poticy is a contract between you, your emptoyer and the

insurance company.

- Your treatmenl ptan is individuatty laitored and is never based on your dentat insurance

- Not att services are considered 'covered benefits'under your dentaI poticy.

Unfortunatety, insurance companies arbitrarity setect services they won't cover or
pa rlialty cover.

- lt is your responsibility to thoroughly understand the coverage and exceptions of your
particular policy - i.e. procedure downgrades, coverage changes,

excIusions/timitations, etc.

- Dental coverage issues can onty be addressed by your emptoyer or group ptan

administrator. We cannot acl as a mediator between the carrier and your emptoyer.

- At the time of treatment, you are responsible for payment of any appticable deductible
and estimated co-insurance portion. Any payments made directty to you by the

insurance company on unpaid batances shoutd be forwarded immediatety lo our oflice
so that your account may be credrted accordingty.

- Ptease feel free to contact your insurance company regarding unpaid benefits. We witt
gladly provide you with at[ necessary documentation to assist you.

By signing betow, I futty understand alt the generat insurance retated details above. I agree to

the financial poticy of the oflice and comprehend the financial portion that I am tiabte for.

Furthermore, I understand that shoutd there be any amount of lhe estimated co-insurance
which was unpaid by the insurance company, I am tiabte for lhe entire remaining amount.
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Dental Histcry

Reason for Today's visitr

Former Dentist:

Citv:

State:

Date oflast dental visit:

Date oflast dental x-rays:

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

Bad Breath: n Yes cNo

Bleeding Gums: r: Yes uNo

Blisters On Lips or Mouth; n Yes nNo

Burning Sensation On Tongue: nYes ENo

Chew On One Side of Mouth: r:Yes oNo

Cigarette, Pipe, Or Cigar Smoking: oYesoNo

Clicking or Popping Jaw: oYes oNo

Dry Mouth: nYes nNo

Fingernail Biting: oYes oNo

Food Collection Between the Teeth: nYes r:No

Foreign Objects: tYes nNo

Grinding Teeth: oYes cNo

Gums Swollen Or Tender: oYes lNo

law Pain or Tiredness: trYes trNo

Lip or Cheek Biting: nYes ENo

Loose Teeth or Btoken Fillings: lYes oNo

Mouth Breathing: aYes lNo

Mouth Pain, Brushing: oYes uNo

Orthodontic Treatment: trYes trNo

Pain Around Ear: cYes cNo

Periodontal Treatmenc trYes nNo

Sensitivity to Cold: oYes uNo

Sensitivity to Hoc trYes trNo

Sensitivity to Sweets: trYes trNo

Sensitiviry When Biting: oYes nNo

Sores Or Growth In Your Mouth: oYes nNo

How often do you floss:

lr--r
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HeaLth History
Physician's Name:
Have you ever used a bisphosphonate medication? Common brand names are Fosamax,
Actonet, Atelvia, Didronet, Boniva. nYes oNo
Have you ever taken any of the group of drugs coltectiveLy referred to as "fen-phen?" These
include combinations of lonimin, Adipex, Fastin (Brand names of phentermine), Pondimin
(fenfturamine), and Redux (dexfenf turam ine) nYes nNo

Ptace a mark on s" or "no" to indicate if ou have had an of the fottowin

Do you wear contact lenses: DYcs lNo
Wome n

Due Datc:

Taking binh control pills? oYes oNo

MEDICATION

List any medications you are currently taking and the correlating
d iagnosis:

[-l espirin
Barbiturates (Sleeping Pills)

E Codeine

Local Anesthetic

Pe n icillin

Su lfa

Other

AIDS/HlV: oYes oNo
Anemia: oYes nNo
Arthritis, Rheumatism: nYes trNo
Artificial Heart Valves: DYes ENo
Artificial Joints: trYes nNo
Asthma: oYes oNo
Back Problems: nYes trNo
Bleeding abnormally, with extractions
or surgery: trYes ENo
Blood Disease: nYes oNo
Cancer: DYes trNo
chemical Dependency: cYes cNo
Chemotherapy: oYes nNo
Circulatory Problems: r:Yes oNo
Congenital Heart Lesions: rYes nNo
Cortisone Treatments: aYes BNo
Cough, Persistent or bloody: oYes

trNo
Diabetes: nYes oNo
Emphysema: rYes nNo

Epilepsy: cYes nNo
Fainting or dizziness: trYes DNo
Glaucoma: oYes oNo
Headaches: oYes oNo
Heart Murmur: trYes oNo
Heart Problems: oYes nNo
Hepatitis Type_: oYes nNo
Herpes: trYes trNo
High Blood Pressure: oYes oNo
laundice: oYes nNo
Jaw Pain: oYes oNo
Kidney Disease: oYes lNo
Liver Disease: DYes cNo
Low Blood Pressure: oYes DNo
Mitral Valve Prolapse: oYes trNo
Nervous Problems: oYes DNo
Pacemaker: oYes nNo
Psychiatric Care: oYes nNo
Radiation Treatment: BYes oNo

Respiratory Disease: trYes aNo
Rheumatic Fever: nYes oNo
Scarlet Fever: oYes trNo
Shortness of Breath: oYes cNo
Sinus Trouble: oYes rNo
Skin Rash: oYesoNo
Special Diet: rYes aNo
Stroke: oYes oNo
Swollen Feet or Ankles: oYes nNo
Swollen Neck Glands: rYes oNo
Thyroid Problems: trYes trNo
Tonsillitis: nYes nNo
Tuberculosis: oYes rNo
Tumor or growth on head or neck:

EYes cNo
Ulcer: oYes oNo
Venereal Disease: EYes uNo
Weight Loss, unexplained: rYes DNo

lod ine

Latex

Are vou pregnant? oYes oNo Are you nursing? oYes nNo

ALLERGIES
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