
PAT I E NT  I N F O R M AT I ON
 

F I R S T  N A M E :  M I D D L E  N A M E :  L A S T  N A M E :                

D A T E  O F  B I R T H :  E M A I L  A D D R E S S :  S S # :

A D D R E S S :   A P T :

C I T Y :  S T A T E :  Z I P  C O D E :

H O M E  P H O N E :  W O R K  P H O N E :  C E L L  P H O N E :

M A R I T A L  S T A T U S :  S E X :  O C C U P A T I O N :

 

R E F E R R I N G  P H Y S I C A N
 

R E F E R R I N G  P H Y S I C I A N :   P H O N E  N U M B E R :

 
 

E M E R G E N C Y  C O N T A C T
 

N A M E :   P H O N E :

R E L A T I O N S H I P :   

 

P H A R M A C Y  I N F O R M A T I O N
 

N A M E :   P H O N E :  

 

 

P A T I E N T  R E L E A S E

(  M U S T  B E  S I G N E D  B Y  P A T I E N T  I F  O V E R  1 8  O R  B Y  L E G A L  G U A R D I A N  I F  P A T I E N T  I S  U N D E R  1 8  )
 
I  cer t i fy  that  the  informat ion that  I  have  provided i s  correct .  I  author ize  the  re lease  of  medica l  informat ion necessary  to  process  insurance  c la ims to  insurance  
companies  or  the i r  agencies  ( inc luding medicare)  for  purpose  of  � l ing and payment  of  medica l  c la ims.  I  author ize  payment  of  medica l  bene�ts  of  the  provider.   

 
I certify that I hereby authorize Dr. Vanita A. Mudgil,  DDS and sta� to provide my minor child in my absence with examinations and basic treatments for which 
additional consents are not required. I understand as the legal guardian of this child I am required to be physically present to consult with the provider on any 
procedure that may require separate consent such as surgery or biopsy. I understand additional written consent may be necessary for these types of procedures and that 

the legal guardian must be present for such consent.

S I G N A T U R E :             D A T E :

P E R I O D O N T I C S  A N D  
I M P L A N T  D E N T I S T R Y



P E R I O D O N T I C S  A N D  
I M P L A N T  D E N T I S T R Y

I N S U R A N C E  I N F O R M AT I ON
 

N A M E  O F  I N S U R E D :   R E L A T I O N S H I P  T O  P A T I E N T :                

D A T E  O F  B I R T H :   S S # :  

E M P L O Y E R  N A M E :   D A T E  E M P L O Y E D :

E M P L O Y E R  A D D R E S S :   C I T Y :

S T A T E :  Z I P  C O D E :  S U I T E :

I N S U R A N C E  C O M P A N Y :   G R O U P  # :

E M P L O Y E R  A D D R E S S :   C I T Y :

S T A T E :  Z I P  C O D E :  S U I T E :

 

 



P A T I E N T  C O N S E N T

F O R  U S E  A N D  D I S C L O S U R E  O F  P R O T E C T E D  H E A L T H  I N F O R M A T I O N

&  W R I T T E N  R E C E I P T  O F  N O T I C E  O F  P R I V A C Y  P R A C T I C E S

 
I  hereby g ive  my consent  for  Mudgi l  Dent i s t r y  to  use  and disc lose  protected hea l th  informat ion (PHI)  about  me to  carr y  out  t reatment ,  payment  and hea l thcare  
operat ions  (TPO).  Mudgi l  Dent i s t r y’s   “Notice  of  Pr ivacy  Pract ices”  provides  a  more  complete  descr ipt ion of  such uses  and disc losures .   I  have  the  r ight  to  rev iew 
the  “Notice  of  Pr ivacy  Pract ices”  pr ior  to  s igning thi s  consent .  Mudgi l  Dent i s t r y  reser ves  the  r ight  to  rev i se  i t s  “Notice  of  Pr ivacy  Pract ices”  a t  anyt ime.  A rev i sed 

“Notice  of  Pr ivacy  Pract ices”  may be  obta ined by forwarding a  wr i t ten request  to  Mudgi l  Dent i s t r y,  99 Woodbury Road,  Hicksv i l l e ,  New York 11801

 

PLEASE CHECK “YES” FOR ALL ITEMS BELOW THAT YOU 
GIVE MUDGIL DENTISTRY PERMISSION TO PERFORM 

(If  any one i tem i s  a  “NO” then the  whole  i tem i s  exc luded)

With thi s  consent ,  Mudgi l  Dent i s t r y  may:
 

 

I  have  the  r ight  to  request  that  Mudgi l  Dent i s ty  res t r ic t  how i t  uses  and disc loses  my PHI to  carr y  out  TPO. However,  the  pract ice  i s  not  required to  agree  to  
my requested res t r ic t ions ,  but  i f  i t  does ,  i t  i s  bound by thi s  agreement .  By s igning thi s  form,  I  am consent ing to  Mudgi l  Dent i s t r y  use  and disc losure  of  my PHI 
to  carr y  out  TPO. I  may revoke my consent  in  wri t ing except  to  the  extent  that  the  pract ice  has  a l ready made di sc losures  in  re l iance  upon pr ior  consent .  I f  I  do 
not  s ign thi s  consent ,  or  la ter  revoke i t ,  Mudgi l  Dent i s t r y  may dec l ine  to  provide  t reatment  to  me.  I  unders tand that  a  copy of  Mudgi l  Dent i s t r y’s  “Notice  of  

Pr ivacy  Pract ices”  i s  ava i lable  for  my rev iew.
 
 

S I G N A T U R E :   D A T E :       

 Call my home or cell  phone and leave a message on voicemail or in person in 
reference to any items that assist the practice in carrying out TPO, such as 
appointment reminders, insurance items and any calls pertaining to my clinical 
care, including laboratory & biopsy results, among others.  
 
At any alternative location leave a message on my personal voicemail or in 
person in reference to any items or any calls pertaining only to my clinical care, 
including laboratory & biopsy results, among others. However, at any 
alternative location call ,  Mudgil Dermatology, P.C. will  not leave a message 
about my medical condition or lab result with any other person.
 
Mail to my home or other alternative location any items that assist the practice 
in carrying out TPO, such as appointment reminder cards and patient 
statements as long as they are marked personal and con�dential.
 
 If I decide to give you my e-mail address, you may use it only to assist the 
practice in carrying out TPO, including appointment reminder and patient 
statements.
 
Treat my minor, if  they come without me, for an o�ce visit.

P E R I O D O N T I C S  A N D  
I M P L A N T  D E N T I S T R Y



C R E D I T  C A R D  A U T H O R I Z A T I O N

It  i s  the pract ice  pol icy of  Mudgi l  Dentis try  to maintain a  credit  card on �le  for  every pat ient  to process  any remaining outstanding charges  you may have af ter  
your insurance company has  processed your c la im. �is information wi l l  be  held secure ly  unti l  your insurance carr ier  has  paid i t s  por t ion and noti�ed us  of  your 
share .  After  we have received notice  f rom your insurance company,  we wi l l  charge any remaining balance to your credit  card.  We wi l l  mai l  or  emai l  you a receipt 

for the charge.  Please note that this  process  wil l  not compromise your abi l i ty to dispute a charge with your insurance carr ier’s  determination of  payment.

I ,   author ize  Mudgi l  Dent i s t r y  to  charge  outs tanding ba lances  to  the  fo l lowing credi t  card.  

C R E D I T  C A R D  I N F O R M A T I O N

C R E D I T  C A R D  T Y P E  :  A C C O U N T  N U M B E R  :

S E C U R I T Y  C O D E  :  E X P I R A T I O N  D A T E  :

B I L L I N G  A D D R E S S  :

N A M E  O N  C A R D :  S I G N A T U R E :

9 9  W O O D B U R Y  R O A D  H I C K S V I L L E ,  N Y  1 1 8 0 1  

p  5 1 6  5 9 5  7 4 5 4  •  f  5 1 6  8 8 8  9 7 2 5

P E R I O D O N T I C S  A N D  
I M P L A N T  D E N T I S T R Y


