
BARRY RozENBERG, D.D.s.
CRArc A. Srnorr, D.M.D., M.M.sc.

1000 Bro o d wAY
wooDMERE. N.Y. I 1598

516-791 -2200

NAME

STREET

CITY

LAST FIRST MIDDLE

STATE ZIP

DATE OF BIRTH SOCIAL SECURITY # -

SEX: MALE FEMALE SIATUS: SINGTE MARRIED WIDOWED DIVORCED

TELEPHONE: (HOME)

CMAIL

( woRK / CELL )

FAX

IN CASE OF EMERGENCY, WHO SHOULD BE NOIIFIED?

TELEPHO N E

WHOM MAY WE THANK FOR REFERRING YOU?

ADDRESS

EMPLOYER OCCUPATION

DO YOU HAVE DENTAT 1NSURANCE? NO YES

Pleose provide us wilh lhe insuronce corrier nome
Subscriber Nome Subscriber Birth Dote
Subscriber lD SS# Employer

All services ore chorged to the potient, I recognize thot I om responsible for fees for

services rendered regordless of insuronce coveroge. I understond I om responsible to
poy octuol ond reosonoble collection chorges ond/or ottorney fees.

DATE:SIGNATURE:

PAIIENI INFORMAIION



BARRY RozENBERG, D. D.s.
Cnarc A. Srnorr, D.M.D., M.M.SC.

1000 Broodwnv
WooDMERE, N.Y. ] I598

516-791 -2200
PATIEN] NAME

LAST

PHYSICIANS NAME

ADDRESS/PHONE #

DAIE OF LAST VISIT

LIST CURRENT MEDICATIONS:

ARE YOU ALLERGIC TO ANY MEDICATIONS OR SUBSTANCES?
PLEASE CIRCLE BELOW

ASPIRIN PENICILLIN

OTHER:

CODEINE LATEX RUBBER ACRYLIC

DO YOU NEED PREMEDICATION PRIOR TO A DENTAL VISIT? YES

IF YES. WHY?

HAVE YOU EVER BEEN HOSPITALIZED? YES

IF YES, WHY?

HAVE YOU EVER HAD A SERIOUS ILLNESS OR MAJOR INJURY?

lF YES. WHAT?

FIRST MIDDIE

NO

NO

NOYES

DO YOU SMOKE? YES NO

DO YOU WEAR CONTACT LENSES?

HOW MUCH?

YES NO
(WOMEN ) PLEASE CIRCLE IF APPROPRIATE: TAKING BIRTH CONTROL PILLS

PREGNANT/TRYING TO GET PREGNANT NURSING

PLEASE CIRCLE IF YOU HAVE OR HAVE HAD ANY OF THE FOLLOWING:

RHEUMATIC FEVFR

RHEUMATIC HEART DISEASE

HEART MURMUR

MITRAL VATVE PROLAPSE

PROSTHETIC HEARI VALVE
IRREGULAR HEARI BEAT

SHORTNESS OF BREATH

CHRONIC TIREDNESS

CHEST PAIN / ANGINA
HEART ANACK
HIGH BLOOD PRESSURE

HIGH CHOTESTOROT

STROKE

SEIZURES / CONVULSIONS
TAINTING / DIZZINESS

HEADACHES

ASTHMA

DIABETES

FREQUENT URINATION

EXCESSIVE THIRSI

HYPOGLYCEMIA

ANEMIA
BRUISING

CANC ER

RADIATION THERAPY

CHEMOTHERAPY

TUMOR OR GROWTH
STOMACH ULCERS

KIDNEY PROBLEMS

RENAL DIALYSIS

TUBERCUIOSIS

PERSISTENT COUGH

ARTIFICIAT JOINT

sKtN RASH / HrVES

CORTISONE TREATMENT

HIV / AIDS

HEPATITIS A, B, C
GLAUCOMA
THYROID PROBLEMS

BTOOD TRANSFUSION

CHEMICAT DEPENDENCY

PSYCHIATRIC CARE

COLD SORES

SICKTE CELT DISEASE

ARTHRITIS

ALLERGIES (MEDICINES)

PARKINSONS DISEASE

DRUG ADDICTION

OTHER MEDICAL ISSUES NOT CIRCLED ABOVE:

SIGNATURE:

MEDICAT HISTORY

DATE:



Cnlro
Brnnv RozrHsERG. D. D. s.

A. SrRorA, D.M.D., M.M.sc,
1000 Broodwov

wooDMERE, N.Y. I 1598
516-791 -2200

PATIENT NAME
LASI

REASON FOR TODAY'S VISIT:

MIDDLE

DESCRIBE YOUR DENTAL PROBLEMS:

HOW LONG SINCE YOUR LAST DENTAL VISIT?

WHEN WAS THE LAST TIME YOUR TEETH WERE CTEANED?

HOW LONG SINCE YOUR LAST DENTAL X-RAYS?

PREVIOUS DENTIST'S NAME:

ADDRESS/PHONE #

PLEASE CIRCLE IF YOU HAVE OR HAVE HAD ANY OF THE FOLLOWING:

FIRST

TOOTH SENSITIVITY

YELLOW TEETH

MISSING TEETH

GRIN DING/CLENCH IN G
FOOD COLLECTION
LOOSE TEETH

HEADACHES

FACIALIRAUMA
ORAL CANCER
DRY MOUTH

QRTHODONTICS/BRACES

ROOT CANAL IHERAPY

DENTURES

TOOTH WHIIENING

BLEEDING GUMS

BROKEN FILLINGS

BAD BREATH

CHIPPED/BROKEN TEETH

SORE GUMS

JAW CLICKING OR POPPING
JAW DISCOMFORT

ORAL SURGERY

RADIATION THERAPY

RECURRENT CANKER SORES

PERIODONTAL TREATMENI

CROWN & BRIDGE

IMPTANT THERAPY

ESIHETIC DENTISTRY

OTHER DENIAL ISSUES NOT CIRCTED ABOVE:---
DO YOU LIKE THE APPEARANCE OF YOUR TEETH? YES NO

IF NO, WHY?

IF THERE WAS SOMETHING YOU COULD CHANGE ABOUT YOUR SMILE,

WHAT WOULD IT BE?

WOULD YOU LIKE A WHITER, HEALTHIER SMILE?

SIGNATURE: DATE:

DENTAT HISTORY



BARRY RtrZENBERE, DDS
trRars StRota, DMD, MMSc
FtrtrUEING trN EXtrELLENtrE IN DENTISTRY

Financial Policy

Thank you for choosing Drs. Rozenberg & Sirota. Our primary mission rs to deliver exceptional
comprehensive dental care to each and every patient. An important part of the mission is making the cost of
dental treatment as manageable as possible. We offer the following payment options:

- Cash/Check

- Credit Cards (Visa, MasterCard, Discover Card or American Express)

- Care Credit Payment Plans

o 0% Interest and Low Interest Plans Availabre

o No Annual fees or pre-payment penalties

For extensive and lengthy treatments, alternative payment arrangements can be made prior to the start of
treatment, We require payment prior to the completion of your treatment. lf you choose to discontinue care
before treatment is completed, your reimbursement will be determined on an individual basis.

For patients with dental insurance, we are happy to work with your carrier to obtain out of network benefits
and provide you with the documentation you need to receive reimbursement for your treatment. In order to
complete a dental insurance form, please provide us with a completed standard insurance form with all of
your information filled out. As a courtesy to you, we will then submit the forms for you for your direct
reimbursement. Please note that we are not providers for insurance companies. All charges you incur are
your responsibility regardless of your insurance coverage. lt is your responsibility to follow-up with your
insurance carrier after we have submitted the information.

We charge $25 for returned checks.

lf you have any questions, please do not hesitate to ask. We are here to help you get the dentistry you want
or need.

Patient, Parent or Guardian Signature Date

Patient Name (Please Print)

1000 Broadway
Woodmere, NY 11598

516-791-2200

18 E. 48!h Street
New York, NY 10017

877 -863-1222

www.lonqislandcosmeticdds.net



BARRY RrJZENBERE, DDS
Enels SlRnrR, DMD, MMSc
FtrtrUSING trN EXTELLENgE IN DENTISTRY

APPOINTMENT POLICY

We are committed to providing you with the highest quality dental care in the most efficient manner possible.

To ensure that you receive the highest quallty treatment we schedule only one oatient at a time.

When a patient has a scheduled appointment, there is much preparation that takes olace well in advance of that
time slot to ensure that all lab work and materials needed for that patient are preseni.

our doctors & hygienists want to be available for your needs and the needs of all our patients.

When a patient does not show up for a scheduled appointment or does not call to cancel in advance, another
patient loses the opportunity to be seen and, of course, the office loses production for that appointment stot.

Therefore any changes made within 24 hour of your appointment will incur a 9100 fee. lf your appointment
is for an extended time, the fee is gO00 an hour, depending on the length of your appointment.

Thank you for being a valued patient and for your understanding and cooperation as we institute this policy.

Print Name of Patient / Guardian

Signature Date

1000 Broadway
Woodmere, NY 11598

516-791-2200

18 E. 48th Street
New York, NY 10017

877-863-1222

www.lonqislandcosmeticdds.net
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