
 New Patient Registration    
           979 Willowbrook Road 

                        New Patient  Form  Staten Island, NY 10314 

           (718)698-1885 
           www.statenislanddentalgroup.com 
 
 
 
First Name: ______________________________________  Last Name: _______________________________________  Middle Initial: _________________ 
 
Patient Information: 

 
 
 
 
Responsible Party (if someone other than the patient) 
 □ Responsible Party is also a policy holder for patient   (   □ primary insurance policy holder    □ secondary insurance policy holder) 
 

 
 
 
 
 
Does Patient have Dental Insurance:  □ YES □ NO  (If yes, please fill out information below) 
 

 

First Name:  _____________________________________  Last Name:  _______________________________________  Middle Initial:  ______________ 

Address:  ______________________________________________________________________ 

City, State, Zip:  _________________________________________________________________ 

Home Phone: _____________________________  Cell Phone:  ___________________________  Other Phone: ____________________________________ 

Sex: □ Male  □ Female  Marital Status: □ Married  □ Single  □Divorced  □ Widowed 

Date of Birth:  __________________________ Soc. Sec.: __________________________________ Drivers Lic.: ___________________________ 

Email: ___________________________________________________ 

 

Address: _______________________________________________________________________ 

City, State, Zip: __________________________________________________________________ 

Home Phone: _____________________________  Cell Phone:  ___________________________  Other Phone: ____________________________________ 

Sex: □ Male  □ Female  Marital Status: □ Married  □ Single  □Divorced  □ Widowed 

Date of Birth:  __________________________ Soc. Sec.: __________________________________ Drivers Lic.: ___________________________ 

Email: ___________________________________________________ 

Employment Status:  □ Full Time  □ Part Time  □ Retired   

Emergency Contact Name:  ______________________________________________  Emergency Contact Number:  _________________________________ 

 

Is the patient the policy holder?  □ YES □ NO  (If no, please fill out Responsible Party Section) 

Primary Insurance Information 

 Name of Insured: _____________________________________________  Relationship to Insured:  □ Self  □ Spouse  □Child  □ Other 

 Insured Soc. Sec.: __________________________________________  Insured Date of Birth: ________________________________________ 

 Employer: ___________________________________________  Insurance Company: ______________________________________________ 

 Group ID: ___________________________  Member ID: ________________________________ 

 

Secondary Insurance Information 

 Name of Insured: _____________________________________________  Relationship to Insured:  □ Self  □ Spouse  □Child  □ Other 

 Insured Soc. Sec.: __________________________________________  Insured Date of Birth: ________________________________________ 

 Employer: ___________________________________________  Insurance Company: ______________________________________________ 

http://www.statenislanddentalgroup.com/




 
 

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION 
 
Section A: Patient Giving Consent 

Name: _____________________________________________________________________________________________________  

Address: ____________________________________________________________________________________________________ 

Telephone: __________________________________ Email: ______________________________________________________ 

Social Security Number: ___________________________________ 

 

Section B:  To the Patient – Please Read the Following Statements Carefully 

 

Purpose of Consent:  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. 

 

Notice of Privacy Practices:  You have the right to ready our Privacy Practices before you decide whether to sign this Consent.  Our notice provides a 

description of our treatment, payment activities, and healthcare operations, of the uses and disclosures we may make of your protected health 

information, and of other important matters about your protected health information.  A copy of our Notice accompanies this Consent.  We 

encourage you to read it carefully and completely before signing this Consent.   

 

We reserve the right to change our privacy practices as described in our Privacy Practices.  If we change our privacy practices, we will issue a revised 

Notice of Privacy Practices, which will contain the changes.  Those changes may apply to any of your protected health information that we maintain. 

 

You may obtain a copy of our Privacy Practices, including any revisions of our Notice, at any time by contacting: 

 

 Contact Person:  Dr Frank DiCicco, DMD 

 Telephone: (718)698-1885 Fax: (718)698-8499 

 Address: 979 Willowbrook Road.  Staten Island, NY 10314 

 

Right to Revoke:  You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to the Contact 

Person listed above.  Please understand that revocation of this Consent will not affect any action we took in reliance on this Consent before we 

received your revocation, and that we may decline to treat you or to continue treating you if you revoke this Consent. 

 

SIGNATURE 

I, ____________________________________, have had full opportunity to read and consider the contents of this Consent form and your Notice of 

Privacy Practices.  I understand that, by signing this Consent form, I am giving my consent to your use and Disclosure of my protected health 

information to carry out treatment, payment activities and health care operations. 

 

Signature: _________________________________________________________ Date: _____________________________  

If this consent is signed by a personal representative on behalf of the patient, complete the following: 

 

Personal Representative’s Name: ________________________________________________________________ 

Relationship to the Patient: _____________________________________________________________________ 



 
 
 
 

FINANCIAL POLICY 
 

 
 
 
Payment is due at the time of treatment.  We accept cash, check, and major credit cards.  We also have a 
payment plan called CareCredit that allows you to start treatment today and spread payments over time. 
 
 
 
Payment Options: 

 Cash or Check 

 Major Credit Cards 

 CareCredit 
 
 
Applying for CareCredit only takes a few minutes and there is no fee to apply. 
 
 
Please indicate below the form of payment you choose to settle your account (check one): 

o Cash or Check 
o Major Credit Cards 
o CareCredit (subject to credit approval) If credit application is declines, another form of payment listed 

above is required. 
 
 
 
 
I understand that I am responsible for ALL fees regardless of insurance coverage.  I agree that parents are 
responsible for all fees and services rendered for treatment of a child.  In the event that my payments are not 
received, I agree to pay all costs of collection, including, but not limited to reasonable attorney’s fees. 
 
 
 
Signature of Patient/ Responsible Party: ________________________________________________________ 
 

Date: ________________________ 






