


           PATIENT INFORMATION 
Patient Name 

Date 

Richard Petrilli DMD PA 
Comprehensive Adult Dentistry 

1585 North Rock Springs Road,  Apopka,  Fl  32712 
407-901 -4747 

Providing E xtraordinary Care For E xtraordinary Patients 

Please complete the following confidential information : 
 

Name:____________________________________ Spouse/Partner: ________________________ 
 
Street Address: ___________________________________________________________________ 
 
City: ____________________________  State: ______   Zip:___________ 
 
 
Mailing Address (if different than above): _________________________________________________ 
 
City: ____________________________  State: ______   Zip:___________ 
 
 
Home Phone: (______)___________________  Cell Phone: (______)________________________ 
 
Email address: ___________________________________________________________________ 
 
 
Date of Birth: _____/______/______  Age: _______  Sex:  M   F   Marital Status: _________ 
 
Social Security Number: ______-______-______  Dr. License # ____________________________ 
 

Dental Insurance Information 
 (Primary Only) 

 
Insurance Co:________________________ 
 
Primary Subscriber: __________________ 
 
Date of Birth:     ______/_______/________ 
 
Social Security#:    ______-______-______ 
 
Employer:    _________________________ 
 
Group #:     __________________________ 
 
Additional ID#: _______________________ 
 

Getting To Know You 
 
Your Employer: _________________________________________ 
 
Occupation: ____________________________________________ 
 
B us iness  Phone:  (_____)____________________  E xt. _________ 
 
B us iness  Address : _______________________________________ 
 
C ity: _______________________ S tate:  _____  Zip:  ____________ 
 
Your Former Address: ___________________________________ 
 
C ity: ___________________________  S tate:  _________________ 
 
Emergency Contact: _____________________________________ 
 
P hone #:  _______________ Address : ______________________ 
 
C ity: _____________________________ S tate:  ________________ 
 
Closest Relative (not living with you):_______________________ 
 
P hone # ________________ Address :  ________________________ 

How Did You Hear About Us? 
 
Is another member of your family or relative a 
patient at our office? 
 
Name: _________________________________  
 
R elationship:____________________________ 
 
Referred to us by: 
 
___Y ellow P ages  ___ Advertisement  ___W ebsite 
___ Insurance       ___Friend (please tell us  who)          
 
Other:  __________________________________ 

Person Financially Responsible For Account
 
Name: ________________________ R elationship:  ___________  
 
Address :_____________________________________________ 
 
C ity:  ___________________ S tate: ____  Zip: __________ 
 
S ocial S ecurity #: ________/________/_________ 



                      
1. Are you having pain or discomfort at this time? …………………………………………………………………………………………… YES NO 
2. Have you been a patient in the hospital during the past two years?……………………………………………………………………..  YES NO 
3. Have you been under the care of a medical doctor during the past two years?………………………………………………………...YES NO 

a. Physician’s Name:____________________________________________ Phone No. ___________________________ 
b. Address: ________________________________________________________________________________________ 

4.  Have you taken any medication or drugs during the past two years?………………………………………………………………….. YES NO 
5. Are you now taking any medication, drugs or pills?………………………………………………………………………………………. YES NO 

a. If yes, please list: __________________________________________________________________________________ 
6. Are you aware of being allergic to or have you ever reacted adversely to any medication or substance?…………………………. YES NO 

a. If yes, please list: _________________________________________________________________________________  
7. When you walk up stairs or walk, do you ever have to stop due to pain in your chest, shortness of breath, or being very tired?   YES    NO 
8. Do your ankles swell during the day?………………………………………………………………………………………………………  YES NO 
9. Do you use more than two pillows to sleep?………………………………………………………………………………………………  YES NO 
10. Have you lost or gained more than 10 pounds in the past year?……………………………………………………………………….  YES NO 
11. Do you ever wake up from sleep and feel short of breath?……………………………………………………………………………… YES NO 
12. Are you on a special diet? ……………………………………………………………………………………………………………………YES NO 
13. Has your medical doctor ever said you have a cancer or tumor? ……………………………………………………………………….YES NO 

   
14. Indicate which of the following you have had or have at present. Circle YES or NO to each item. 
 
Allergies………………………. YES NO  Fainting……………. YES NO  Multiple Sclerosis……………. YES NO 
Amoxicillin Allergy…………… YES NO  Glaucoma…………. YES NO  Muscular Distrophy………….. YES NO 
Angina Pectoris……………….YES NO  Hay Fever………… YES NO  Nervous Disorders……………YES NO 
Anxiety/OCD/ADD/ADHD……YES NO  Head Injuries………YES NO  Organ Transplant……………..YES NO 
Artificial Joints…………………YES NO  Heart Attack………. YES NO  Pacemaker…………………….YES NO 
Asthma…………………………YES NO  Heart Disease…….. YES NO  Penicillin Allergy …………..YES NO 
Blind…………………………… YES NO  Heart Murmur………YES NO  Psychiatric Treatment……….. YES NO 
Blood Disease…………………YES NO  Heart Surgery………YES NO  Radiation Treatment…………. YES NO 
Blood Thinner…………………YES NO  Hepatitis A………….YES NO  Respiratory Problems…………YES NO 
Cancer…………………………YES NO  Hepatitis B………….YES NO  Rheumatic Fever………………YES NO 
Codeine Allergy……………….YES NO  Hepatitis C………….YES NO  Rheumatoid Arthritis…………..YES NO 
Congenital Heart Disease……YES NO  High Blood Press….YES NO  Sinus Problems ……………….YES NO 
Cortisone Medication…………YES NO  HIV Positive………..YES NO  Stomach Problems  ……………YES NO 
Deaf…………………………….YES NO  Jaundice …………..YES NO  Stroke…………………………   YES NO 
Diabetes ………………………YES NO  Kidney Trouble…….YES NO  Thyroid Problems ……………..YES NO 
Dizziness ………………………YES NO  Liver Disease………YES  NO  Tuberculosis……………………YES NO 
Epilepsy ………………………YES NO  Medication Allergy…YES NO  Tumors………………………….YES NO 
Excessive Bleeding…………..YES NO  Mitral Valve…………YES NO 
 
Do you have any disease, condition, or problem not listed?  YES NO  If so, please list: ____________________________________________________ 
 

FOR WOMEN ONLY:  Are you pregnant?  YES NO    Yes, what month? _____      Are you nursing?  YES NO    Are you on birth control pills? YES    NO 

I hereby authorize and consent to any treatment or procedure or the administration of necessary anesthetics which my dentist deems advisable in the 
diagnosis and/or treatment of this patient. By signing this medical authorization and consent, I understand that as matter of law it shall be conclusively 
presumed: 

A. That the action of my dentist in obtaining this consent from me was in accordance with an accepted standard of medical-dental practice among 
members of the medical-dental profession with similar training and experience in this or similar medical communities; and from information 
provided me by my dentist, I, under these circumstances, have at least a general understanding of the procedures, the medically accepted 
alternate procedures or treatments and the substantial risks and hazards inherent in the proposed treatment or procedures which are recognized 
among dentists in this or a similar community who perform similar treatments or procedures; OR B. That I, considering all the surrounding 
circumstances, would have undergone such treatments or procedure had I been advised by my dentist as described in paragraph A above.  
B. I authorize the doctor to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by doctor to make a thorough 
diagnosis of the patient’s dental needs. 
C. I understand that all responsibility for payment for dental services provided in this office for myself or my dependents is mine, due and payable 
at the time services are rendered unless other arrangements have been made in advance. In the even payments are not received by the agreed 
upon dates, I understand that a financing charge may be added to my account or that my account may be sent to a collection agency. 

 
Patient or authorized person on behalf of Patient :____________________________________________________________ Date: 

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. I have answered all the questions truthfully 
and to the best of my knowledge.  Signature: __________________________________________________________ Date: 
_________________________ 
DOCTOR’S USE ONLY:  I have reviewed and discussed the medical history listed above with the patient.  ______________________________ ____Date:___________ 
_______________ 



PAYMENT POLICY 
 

Thank you for choosing us for your dental health needs. We are committed to providing extraordinary care for 
extraordinary patients. In order to answer your questions regarding patient and insurance responsibility for services 
rendered, we have developed the following payment policy. 
 
Please read it, ask us any questions that you may have, and sign in the space provided. A copy will be provided to 
you upon request. 
 

1. Insurance – We participate in many PPO plans. If you are not insured by a plan that we are a participating in-
network provider with, payment in full is expected at each visit unless other arrangements have been made in 
advance. If you are insured by a plan that we participate with but we are unable to verify your coverage, payment 
in full for each visit is required until that verification can be obtained. Knowing your insurance benefits is your 
responsibility. Please contact your insurance company with any questions you have regarding your coverage. 

 
2. Co-payments and Deductibles – Any co-payments and applicable deductibles must be paid at time of service. 

This arrangement is part of your contract with your insurance company.  
 

3. Non-covered Services – We believe in providing only the best treatment for our patients. Please be aware that 
some and perhaps all of the services you receive may be non-covered or not considered reasonable or necessary 
by your insurance company. You must pay for these services in full at the time of visit. 

 
4. Proof of Insurance – All patients must complete our patient information form before seeing the doctor. We must 

obtain a copy of your driver’s license and current valid insurance to provide proof of insurance. If you fail to 
provide us with the correct insurance information in a timely manner, you may be responsible for the balance of a 
claim. 

 
5. Claims Submission – As a courtesy, we will submit your claims and assist you in any way we reasonably can to 

help get your claims paid. Your insurance company may need you to supply certain information directly. It is your 
responsibility to comply with their request.  Please be aware that the balance of your claim is your responsibility 
whether or not your insurance company pays your claim. Your insurance benefit is a contract between you and 
your insurance company; we are not party to that contract. 

 
6. Coverage Changes – If your insurance changes, please notify us BEFORE your next visit so we can make 

appropriate changes to help you receive your maximum benefits. If your insurance company does not pay your 
claim within 45 days, the balance will automatically be billed to you. The amount due will then become your 
responsibility. 

 
7. Nonpayment – If your account is over 90 days past due, you will receive a letter stating that you have 20 days to 

pay your account in full. Partial payments will not be accepted unless otherwise negotiated. Please be aware that 
if a balance remains unpaid, we may refer your account to a collection agency and you and your immediate family 
members may be discharged from this practice. If this is to occur, you will be notified by regular and certified mail 
that you have 30 days to find alternative dental care. During that 30 day period, our dentist will only be able to 
treat you on an emergency basis. 

 
8. Missed Appointments – Our policy is to charge for missed appointments not cancelled within the specified 

amount of time. You must call by 5 pm on the business day preceding the appointment to avoid a broken 
appointment fee of up to $100.00 Please note that the office is closed on Fridays and therefore, notice for a 
Monday appointment must be provided before 5 pm on the preceding Thursday. 

 
IN ORDER TO MAINTAIN FAIR AND EQUITABLE TREATMENT FOR ALL OUR PATIENTS, THIS POLICY IS 
REGARDLESS OF REASON. 
 
These charges will be your responsibility and billed directly to you. Please help us to serve you better by only 
scheduling definite appointments. 
 
Thank you for understanding our payment policy. Please let us know if you have any questions. 
 
I have read and understand the payment policy and agree to abide by its guidelines. 
 
 
 
_____________________________________                   _______________  

     Signature of patient or responsible party          Date 



HIPAA Notice of Privacy Practices 
 

RICHARD PETRILLI, DMD PA 
 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN 
GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 
 
This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment or 
health care operations (TPO) and for other purposes that are permitted or required by law. It also describes your rights to access and control your 
protected health information. “Protected health information” is information about you, including demographic information, that may identify you and that 
relates to your past, present, or future physical or mental health or condition and related health care services. 
 
Uses and Disclosures of Protected Health Information 
 
Your protected health information may be used and disclosed by your dentist, our office staff and others outside of our office that are involved in your 
care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician’s 
practice, and any other use required by law. 
 
Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services. This 
includes the coordination or management of your health care with a third party. For example, we would disclose your protected health information, as 
necessary, to a home health agency that provides care to you. For example, your protected health information may be provided to a dentist to whom you 
have been referred to ensure that the dentist has the necessary information to diagnose or treat you. 
 
Payment: Your protected health information will be used, as needed, to obtain payment for your health care services.  For example, obtaining approval 
for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital 
admission. 
 
Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business activities of your dentist’s 
practice. These activities include, but are not limited to, quality assessment activities, employee review activities, training of dental students, licensing, 
marketing 
And fundraising activities, and conducting or arranging for other business activities. For example, we may disclose your protected health information to 
dental school students that see patients at our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign 
your name and indicate your dentist. We may also call you by name in the waiting room when your dentist is ready to see you. We may use or disclose 
your protected health information, as necessary, to contact you to remind you of your appointment. 
 
We may use or disclose your protected health information in the following situations without your authorization. These situations include: as Required by 
Law, Public Health issues as required by law, Communicable Diseases: Health Oversight: Abuse or Neglect: Food and Drug Administration 
requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral Directors, and Organ Donation: Research: Criminal Activity: Military Activity and 
National Security: Workers’ Compensation: Inmates: Required Uses and Disclosures: Under the law, we must make disclosures to you and when 
required by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the requirements of Section 
164.500. 
 
Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity to Object unless 
required by law. You may revoke this authorization, at any time, in writing, except to the extent that your dentist or the dentist’s practice has 
taken an action in reliance on the use or disclosure indicated in the authorization. 
Your Rights 
Following is a statement of your rights with respect to your protected health information. 
 
You have the right to inspect and copy your protected health information. Under federal law, however, you may not inspect or copy the following 
records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and 
protected health information that is subject to law that prohibits access to protected health information. 
 
You have the right to request a restriction of your protected health information. This means you may ask us not to use or disclose any part of your 
protected health information for the purposes of treatment, payment or healthcare operations. You may also request that any part of your protected 
health information not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice 
of Privacy Practices. Your request must state the specific restriction requested and to whom you want the restriction to apply. 
 
You dentist is not required to agree to a restriction that you may request. If the dentist believes it is in your best interest to permit use and disclosure of 
your protected health information, your protected health information will not be restricted. You then have the right to use another Healthcare 
Professional. 
 
You have the right to request to receive confidential communications from us by alternative means or at an alternative location. You have the 
right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice alternatively i.e. electronically. 
 
You may have the right to have your dentist amend your protected health information. If we deny your request for amendment, you have the right 
to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of such rebuttal. 
 
You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.  
 
We reserve the right to change the terms of this notice and will inform you by mail of any changes.  You then 
Have the right to object or withdraw as provided in this notice. 
 
Complaints 
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us.  You may file a 
complaint with us by notifying our privacy contact of your complaint. We will not retaliate against you for filing a complaint. 
 
 
This notice was published and becomes effective on/or before April 14, 2003. 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
We are required by law to maintain the privacy of, and provide individuals with, this notice of our 
legal duties and privacy practices with respect to protected health information. If you have any 
objections to this form, please ask to speak with our HIPAA Compliance Officer in person or by 
phone at our Main Phone Number. 
 
Signature below is only acknowledgement that you have received this Notice of our 
Privacy Practices: 
 
 
Print Name: ________________________________________  
 
Signature:__________________________________________    Date:_________________                 




