
Birth Date

Marital Status

Home #

SSN

Cell # Drive Lic

Work #

Sex

AgePreferred NameTitle 

Last, First

Address

City, State, Zip

Email

Person responsible/guarantor for paying bills

Birth Date

Group No/Name

Insurance Name

Phone #

Employer Name

Subscriber Last, First

Subscriber Address

City, State, Zip

Relationship to Patient

Subscriber ID

Birth Date

Group No/Name

Insurance Name

Phone #

Employer Name

Subscriber Last, First

Subscriber Address

City, State, Zip

Relationship to Patient

Subscriber ID

Do you have Primary Dental Insurance? Do you have Secondary Dental Insurance? NoNo__ Yes  __ No __ Yes  __ No

Birth Date Age

Marital Status Sex

Home # Work #

Cell # Drive Lic

Emergency Contact Emergency 
Phone #

Student
SSN

School Name

Referral Type

Last, First

City, State, Zip

Email

Address

Title Preferred Name

Health Care Guardian Phone #

Health Care Guardian Name 

Patient Personal Information

Patient Medical Information

Allergic To

No Known AllergiesY N

Allergic to AspirinY N

Allergic to CodeineY N

Allergic to LatexY N

Allergic to Local 
Anesthetics

Y N

Allergic to MetalsY N

Allergic to PenicillinY N

Allergic to Sulfa DrugsY N

Other AllergiesY N

History of the following

Abnormal bleeding or 
clotting

Y N

Artificial JointY N

Pre Med- AmoxicillinY N

Pre Med- ClindamyacinY N

Acid RefluxY N

Alzheimer's DiseaseY N

Angina/ Chest PainY N

AnemiaY N

Anorexia/ BulimiaY N

Anxiety/DepressionY N

ArthritisY N

AsthmaY N

Autoimmune DiseaseY N

Take Blood ThinnersY N

Blood Clotting ProblemsY N

Cancer / Tumor or 
Growth

Y N

Cardiac PacemakerY N

StrokeY N

Cardiovascular DiseaseY N

ChemotherapyY N

Congestive Heart FailureY N

Diabetes:Y N

Emphysema/ COPDY N

Epilepsy/ SeizuresY N

Fainting SpellsY N

Frequent HeadachesY N

Dry Mouth / SjogrensY N

Heart AttackY N

HepatitisY N

HerpesY N

Heart Valve 
Replacement

Y N

High Blood PressureY N

High CholesterolY N

Kidney DiseaseY N

LeukemiaY N

Liver DiseaseY N

Low Blood PressureY N

Marijuana- 
Smoking/Vaping

Y N

Psychiatric CareY N

Rheumatoid ArthritisY N

Sinus TroubleY N

Sleep ApneaY N

Stomach UlcersY N

Use a sleep apnea 
device

Y N

Chewing TobaccoY N

Cigarettes/Cigars/ 
Vaping

Y N

Thyroid ProblemsY N

Vascular DiseaseY N

Parkinson's DiseaseY N

Other

See Scanned 
Documents: Pt Note

Y N

Graniteville Dental
262 Boston Post Road Unit #2
Waterford, CT 06385
Ph # : 860-443-0861
Fax #  : 860-443-6065



AIDS/HIV InfectionY N

Alcohol/Drug AddictionY N

Radiation TreatmentY N OsteoporosisY N

Take Fosamax, 
Prolia,Reclast

Y N

Additional Comments

Dental Questionnaire

Dental Questionnaire

Who may we thank for referring you to our office?

Date of your last cleaning

Last dental exam date

Do you experience nervousness about having dental treatment?

Do your gums bleed while brushing or flossing ?

Are your teeth sensitive to hot, cold or sweets ?

Do you clench or grind your teeth ?

Have you ever had orthodontic treatment?

Do you wear dentures or partials?

Do you have, or have you ever been told, that you have Periodontal Disease?

Do you have an unpleasant taste or odor in your teeth/mouth ?

Additional Comments

Any Disease, Condition or Problem not Listed ? Please list

Medical Questionnaire

Emergency Contact

Emergency contact name

Emergency contact phone

Emergency contact relationship to patient

Medical Questionnaire

What Pharmacy do you use:

Medications:please list 

Medications continued:please list

Family Physician

Are you currently being treated for a medical condition, if so please describe.

Have you had any serious illness,  or been hospitalized within the past 5 years, if so 
please list

Do you use controlled substances?

Do you, or have you, ever smoked cigarettes?

Do you use recreational drugs (cocaine, methamphetamines or other)?



Has anyone in your immediate family had diabetes, cardiac, pulmonary or periodontal 
conditions?

Women Only

Are you pregnant?

If Yes, what is your due date ? 

Are you currently nursing ?

Additional Comments

Any Disease, Condition or Problem not Listed ? Please list

Patient/Guardian Signature Date

By signing below, I certify that all of the above information is true to the best of my knowledge.

Dentist Signature Date



PAYMENT OPTIONS 

*Cash/Check

*Visa, MasterCard, American Express, and Discover Cards

*CareCredit®

Payment plans are available up to 12 months with no interest on charges over 

$300. Extended payment plans beyond 12 months are also available. We will be 

happy to provide you with their information if you would like to apply for a line 

of credit. 

INSURANCE 

Please read and sign separate Insurance Policies form 

***Our team is available to assist you in understanding your benefits and filing the 

necessary paperwork*** 

PAST DUE ACCOUNTS 

Accounts without acceptable payment activity for 60 days will be considered past due.  

A billing charge may be added to your account in addition to the original account 

balance. 

COLLECTIONS 

Accounts without acceptable payment activity for 90 days will incur a collections fee of 

15% in addition to your current balance.  If this becomes necessary, your account will 

be placed with an outside collection agency and you will not receive any further account 

notifications from our office.   

CANCELLATIONS 

If you have scheduled an appointment with the Doctor or Hygienist and need to cancel 

or reschedule, a minimum of 24 hours notice is required.  If you fail to provide adequate 

notice, we reserve the right to cancel your appointment or bill you $50 for the 

appointment you had reserved. 

OFFICE POLICIES & FINANCIAL AGREEMENT

Thank you for putting your trust in Graniteville Dental Solutions. Your oral health is

our primary concern, and we are committed to providing our patients the best care 

possible in a comfortable and caring environment. 

Our financial policy does require payment in full at the time services are provided.  We 

do accept assignment of benefits for most major insurance policies.  Please understand 

that your account must be kept current throughout treatment.  The following is a 

statement of our Financial Policy which we require you to read, agree to, and 

sign before any treatment. 



MINORS 

The adult accompanying a minor is responsible for full payment.  For unaccompanied 

minors, non-emergency treatment will not be performed, unless prior payment has been 

made or charges have been authorized by the parent or legal guardian to a valid credit 

card accepted by our office. 

PHOTOGRAPHS 

I give my permission to Graniteville Dental Solutions or any representative they may

designate, to photograph me for diagnostic purpose and to enhance the medical record.  

I agree that these photographs will remain Graniteville Dental Solutions’s property

(this includes all diagnostic x-rays).  I further authorize Graniteville Dental Solutions to

use these photographs for teaching purposes, to illustrate scientific papers, for use in 

lectures.  If any photographs are used for any reason I shall not be identified by name. 

SIGNATURE RELEASE 

I authorize the releases of dental/medical information necessary to either process my 

insurance claims for treatment performed by Graniteville Dental Solutions, or when

necessary, to other providers rendering medical/ dental care. I assign all dental/ medical/ 

surgical benefits for treatment performed by Graniteville Dental Solutions to which I am

entitled to be paid to Graniteville Dental Solutions. This assignment will remain in effect

until revoked by me in writing. A copy of this assignment is to be considered as valid as 

the original. 

_______________________________________    ______________________ 

  PATIENT’S SIGNATURE    DATE 

     (Parent if Minor) 

________________________________________ 

        PATIENT’S NAME (Please Print) 

**All patients are required to sign an updated financial agreement every year** 



There are many complexities with dental insurance. Our financial policy requires 

payment in full at the time services are provided.  We do accept assignment of benefits 

for most major insurance policies.  Please understand that your account must be 

kept current throughout treatment.   

If your plan provides benefits for services in our office, you will be asked to leave the 

anticipated co-pay at each visit. THIS IS ONLY AN ESTIMATE. We will file 

insurance claims and submit the information necessary for your insurance company to 

process those claims. This is a service we provide as a courtesy to our patients, but 

please understand you have the contract with the insurance company and ultimately are 

responsible for payment.  If services are listed by your insurance company as “NON-

COVERED BENEFITS”, we will not be sending claims for those services and they will 

be your responsibility.  This also applies when you have maximized your insurance and 

there are no benefits to claim. The insurance industry is a conglomeration of companies 

with many different policies.  Those policies all have different insuring agreements, 

exclusions and conditions. We will not guarantee a payment will be made from your 

insurance company, nor will we make a settlement on a disputed claim.  We will not 

disclose this information to any dental plan during an audit unless you agree in writing. 

Our practice is committed to providing the best treatment possible to our patients.  You 

are responsible for the cost of treatment provided regardless of an insurance company’s 

arbitrary determination of the “allowable” fees. Once a claim is paid, the remaining 

balance is the responsibility of the guarantor, regardless of the estimate. 

Remember, you are the holder of the contract.  It is your responsibility to ensure 

you understand the contract between you and your insurance company and to 

know the benefits available under your policy. If after 60 days your insurance 

company has not rendered payment the balance will become your responsibility. 

_______________________________________    ______________________ 

PATIENT’S SIGNATURE    DATE 

     (Parent if Minor) 

________________________________________ 

         PATIENT’S NAME (Please Print) 

**Our team is available to assist you in understanding your benefits and filing the 

necessary dental insurance paperwork.** 

Updated 10.18.2022 AH

INSURANCE POLICIES AGREEMENT 



 

 

 

 

acknowledgment could not be obtained because:



This is full and sufficient authorization to release to Graniteville Dental Solutions at 262 Boston 

Post Road, Waterford, CT 06385 any and all dental records including x-rays for the following patient. 

Patient Name: 

Date of Birth: ___ ; ____ ; ____ _ 

Previous Dentist Name and Address: 

Patient Signature (or authorized representative) 

Patient Name (print) 

Date 

Address where records should be released: 

Ema i I: frontdesk@granitevilledental.com 

GRANITEVILLE DENTAL SOLUTIONS 

262 BOSTON POST ROAD 

WATERFORD, CT 06385 

RELEASE OF RECORDS

mailto:frontdesk@raccioanddrewdental.com


Graniteville Dental Solutions

NOTICE OF PRIVACY PRACTICES
This Notice describes how health Information about you may be used and disclosed and how you can get access to this

information. Please review it carefully. The privacy of your health information is important to us.
___________________________________________________________________________________________

We are required by applicable federal and state law to maintain the privacy of your protected health information. We are
also required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your
protected health information. We must follow the privacy practices that are described in this Notice while it is in effect.
This Notice takes effect January 31, 2012, and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are
permitted by applicable law. We reserve the right to make the changes in our privacy practices and the new terms of our
Notice effective for all health information that we maintain, including health information we created or received before we
made the changes. Before we make a significant change in our privacy practices, we will change this Notice and provide
the new Notice at our practice location, and we will distribute it upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional
copies of this Notice, please contact us using the information listed at the end of this notice.

Your Authorization: In addition to our use of your health information for the following purposes, you may give us
written authorization to use your health information or to disclose it to anyone for any purpose. If you give us an
authorization, you may revoke it in writing at any time. Your revocation will not affect any use or disclosures permitted
by your authorization while it was in effect. Unless you give us a written authorization, we cannot use or disclose your
health information for any reason except those described in this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION -We use and disclose health information about you
without authorization for the following purposes:

Treatment:We may use or disclose your health information for your treatment. For example, we may disclose your
health information to a physician or other healthcare provider providing treatment to you.

Payment:We may use or disclose your health information to obtain payment for services we provide to you. For example,
we may send claims to your dental health plan containing certain health information.

Healthcare Operations:We may use or disclose your health information in connection with our health care operations.
For example, healthcare operations include quality assessment and improvement activities, reviewing the competence or
qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training programs,
accreditation, certification, licensing or credentialing activities.

To You or Your Personal Representative:We must disclose your health information to you, as described in the Patient
Rights section of this Notice. We may disclose your health information to your personal representative, but only if you
agree that we may do so.

Persons Involved in Care:We may use or disclose health information to notify, or assist in the notification of (including
identifying or locating) a family member, your personal representative or another person responsible for your care, of your
location, your general condition, or death. If you are present, then prior to use or disclosure of your health information, we
will provide you with an opportunity to object to such uses or disclosures. In the event of your absence or incapacity or in
emergency circumstances, we will disclose health information based on a determination using our professional judgment
disclosing only health information that is directly relevant to the person’s involvement in your healthcare. We will also
use our professional judgment and our experience with common practice to make reasonable inferences of your best
interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other similar forms of health
information.

Disaster Relief:We may use or disclose your health information to assist in disaster relief efforts.

Marketing Health Related Services:We will not use your health information for marketing communications without
your written authorization.

Required by Law:We may use or disclose your health information when we are required to do so by law.



Public Health and Public benefit: We may use or disclose your health information to report, abuse, neglect, or domestic
violence; to report disease, injury, and vital statistics; to report certain information to the Food and Drug Administration
(FDA) to alert someone who may be at risk of contracting or spreading a disease; for health oversight activities; for
certain judicial and administrative proceedings; for certain law enforcement purposes; to avert a serious threat to health or
safety; and to comply with workers’ compensation or similar programs.

Decedents:We may disclose health information about a decedent as authorized or required by law.

National Security:We may disclose to military authorities the health information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials any health information required for lawful
intelligence, counterintelligence, and other national security activities. We may disclose to correctional institution or law
enforcement official having lawful custody of protected health information of an inmate or patient under certain
circumstances.

Appointment Reminders:We may use or disclose your health information to provide you with appointment reminders
(such as voice mail messages, postcards, or letters).

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request
that we provide copies in a format other than photocopies. We will use the format you request unless we cannot
practicably do so. You must make a request in writing to obtain access to your health information. You may obtain a form
to request access by using the contact information listed at the end of this Notice. You may also request access by sending
us a letter to the address at the end of this Notice. We will charge a reasonable cost-based fee for the cost of supplies and
the labor of copying. If you request copies, we will charge you $.45 for each page, and $15.00 per hour for staff time to
copy your health information, and postage if you want the copies mailed to you. If you request an alternative format, we
will charge a cost-based fee for providing your health information in that format. If you prefer, we will prepare a summary
or an explanation of your health information for a fee. Contact us using the information listed at the end of this Notice for
a full explanation of our fee structure.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed
your health information for purposes other than, treatment, payment, healthcare operations, and certain other activities, for
the last 6 years, but not before April, 14, 2003. If you request this accounting more than once in a 12-month period, we
may charge you a reasonable, cost-based fee for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health
information. In most cases we are not required to agree to these additional restrictions, but if we do, we will abide by our
agreement (except in certain circumstances where disclosure is required or permitted, such as an emergency, for public
health activities, or when disclosure is required by law). We must comply with a request to restrict the disclosure of
protected health information to health plan for purposes of carrying out payment or health care operations (as defined by
HIPAA) if the protected health information pertains solely to a health care item or service for which we have been paid
out of pocket in full.

Alternative Communication: You have the right to request that we communicate with you about your health information
by alternative means or at alternative locations. (You must make your request in writing.) Your request must specify the
alternative means or location, and provide satisfactory explanation of how payments will be handled under the alternative
means or location you request.

Amendment: You have the right to request that we amend your health information. Your request must be in writing, and
it must explain why the information should be amended. We may deny your request under certain circumstances.

Electronic Notice: you may receive a paper copy of this notice upon request, even if you have agreed to receive the
notice electronically on our Web site or by electronic mail (e-mail).

Questions and Complaints: If you want more information about our privacy practices or have questions or concerns,
please contact us. If you are concerned that we may have violated your privacy rights, or you disagree with a decision we
made about access to your health information or in response to a request you made to amend or restrict the use or
disclosure of your health information or to have us communicate with you by alternative means or to alter locations, you
may complain to us using the contact information listed at the end of this notice. You also may submit a written complaint
with the U.S. Department of Health and Human Services. We will provide you with the address to file your complaint
upon request. We support your right to the privacy of your health information. We will not retaliate in any way if you
choose to file a complaint with us or with the U.S. Department of Health and Human Services.



ADVANCE NOTICE TO PEOPLE WITH MEDICARE THAT 

MEDICARE WILL NOT PAY FOR MOST DENTAL CARE & DENTURES 

When you receive dental services that are not Medicare benefits, you are responsible to pay for 
them personally or through any other insurance that you may have. Medicare does not pay for all 
of your health care costs. Medicare only pays for covered benefits. When services (for example, most 
dental care services) are not Medicare covered benefits, Medicare will not pay for them.  

The purpose of this advance notice is to help you make an informed choice about whether or not you 
want to receive these dental services, knowing that you will have to pay for them yourself. We do not 
send claims to Medicare for dental care or dentures that are always excluded from Medicare 
coverage.  

Before you make a decision, you should read this entire notice carefully. 

• The Medicare program does not cover most routine dental services. The Medicare law
clearly excludes coverage “for services in connection with care, treatment, filling, removal
or replacement of teeth or structures directly supporting teeth” and dentists may not be
required to submit Medicare claims for such services.

• For people with Medicare, this means that Medicare will not pay for most routine dental
care, such as fillings, cleanings, x-rays, and dentures, even if those services are performed in
a hospital. Payment for most dental care is your responsibility.

• A narrow exception permits coverage of certain dental services that are necessary to the
provision of certain Medicare covered medical services. For example, Medicare may cover
the following services. *

o Extraction of a tooth as part of a repair of a fractured jaw.
o Maxillofacial surgery for pathological or traumatic medical conditions (for example,

in case of a serious injury).
o Prosthetic rehabilitation to replace or treat certain oral and/or facial structures

related to covered medical and surgical interventions (for example, cancer surgery).
o Extraction of teeth prior to radiation treatment of the jaw.
o Oral examination prior to kidney transplantation.

• Medicare may also cover certain medical procedures that dentists are licensed to perform
(for example, a biopsy for oral cancer). *

*These are not all-inclusive lists. These examples are for illustrative purposes. 

If you have any additional questions concerning Medicare coverage for dental services, you can 
contact Medicare at 1-800-MEDICARE (1-800-633-4227). 

This notice is published by : American Dental Association 211 East Chicago Avenue, Chicago, Il 60611. 

The Centers for Medicare & Medicaid Services has reviewed this ADA notice about dental coverage and confirmed the accuracy of its 
content. This notice is only a general summary of dental care exclusions from Medicare benefits. It is not a legal document. The 
official Medicare program provisions are contained in relevant laws, regulations, and rulings.  



Discrimination is Against the Law 

Our Dental Practice 

complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national 

origin, age, disability, or sex.  

Our Dental Practice 

does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex. 

Our Dental Practice 

• Provides free aids and services to people with disabilities to communicate effectively with us, such as:

○ Qualified sign language interpreters

○ Written information in other formats (large print, audio, accessible electronic formats, other formats)

• Provides free language services to people whose primary language is not English, such as:

○ Qualified interpreters

○ Information written in other languages

If you need these services, contact our dental office staff. 

If you believe that our dental practice has failed to provide these services or discriminated in another way on 

the basis of race, color, national origin, age, disability, or sex, you can file a grievance with the U.S. 

Department of Health and Human Services, Office for Civil Rights, electronically through the Office for Civil 

Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: 

U.S. Department of Health and Human Services 200 

Independence Avenue, SW 

Room 509F, HHH Building  

Washington, D.C. 20201 

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

http://www.hhs.gov/ocr/office/file/index.html
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