
 
 
 
 
 
 

 
 

We are so glad that you have scheduled your new patient  
appointment in our office. Enclosed you will find your New  
Patient health history form, as well as your HIPPA information  
sheet. Please complete all forms and return them to us at your  
scheduled appointment. We look forward to meeting you. 
 
Any insurance information you can provide me with ahead of  
time would be greatly appreciated. It will allow me time to verify  
your coverage, and this will assist you with information for your  
upcoming appointment. It will also help you in scheduling for  
any dental services you may need in the future. 

 
If you have any questions, or need directions to our office  
please contact us at: 954-792-4100 
 
Our Address is: 
300 NW 70th Ave., Suite 108 
Plantation, Fl 33317 
 
For additional information please visit our website.  
www.confidentsmilesdesigns.com 

 
  
 Sincerely,  
 
 
 

Joanne Wiegers 
Office Coordinator 

http://www.confidentsmilesdesigns.com/�


 
PATIENT INFORMATION        DATE__________ 

 
NAME___________________________________________________________________________  
                          LAST                                                          FIRST                                                          M 
ADDRESS________________________________________________________________________ 
   STREET                            APT.            CITY            STATE            ZIP 
BIRTHDATE_______/_______/______ SS#________/_______/_______  
 
E-MAIL__________________________PHONE__________________________________________ 

HOME                               CELL           WORK 
EMPLOYER______________________________________________________________________ 
 
PERSON RESPONSIBLE FOR ACCOUNT- PLEASE CIRCLE ONE  

PATIENT GUARDIAN SPOUSE MOTHER FATHER 
 
INSURANCE INFORMATION 
 

PRIMARY INSURED 
_____________________________________ 
LAST                                    FIRST                                      M 
_____________________________________ 
STREET                   APT.#           CITY       STATE           ZIP  
 
__________________________________________________ 
HOME#                                                   WORK#                            
 
_____/_______/_____________________________________ 
BIRTHDAY                  RELATIONSHIP TO PATIENT 
 
__________________________________________________ 
EMPLOYER           DENTAL INS. CO 
 
__________________________________________________ 
SS#  / ID #                       
 
PERSON TO CONTACT IN CASE OF 
EMERGENCY 
 
NAME________________________________________ 
TELEPHONE_________________________________ 
RELATIONSHIP TO PATIENT_____________________ 
 
AUTHORIZATION 
 
I hereby authorize payment directly to the Dental Office 
of the group insurance benefits otherwise payable to me. 
I understand that I am responsible for all cost of dental 
treatment. I hereby authorize the Dental office to 
administer such medications and perform such 
diagnostic, dental care. The information on this page and 
the dental/medical histories are correct to the best of my 
knowledge. 
 
SIGNATURE __________________________________ 
 
 
 
 
 

SECONDARY INSURANCE 
_____________________________________ 
LAST                                    FIRST                                      M 
_____________________________________ 
STREET                   APT.#           CITY       STATE           ZIP  
 
__________________________________________________ 
HOME#                                                 WORK#                            
 
_____/_______/_____________________________________ 
BIRTHDAY                  RELATIONSHIP TO PATIENT 
 
__________________________________________________ 
EMPLOYER           DENTAL INS. CO 
 
__________________________________________________ 
SS# / ID # 
 
METHOD OF PAYMENT 
 
WE ACCEPT ALL MAJOR CREDIT CARDS, 
PERSONAL CHECKS AND CASH. 
WE ARE ALSO CARE CREDIT PROVIDERS. 
**INFORMATION CAN BE PROVIDED UPON REQUEST** 
 
SERVICE CHARGE 
 
I will be responsible to pay all collection costs and 
reasonable attorney fees incurred to collect all unpaid 
balances due to Dr. Gegati for dental service rendered. 
 
 
 
 
 
 
 
DATE_____________





Dr. Marcel Gegati D.M.D 
300 NW 70th Ave., Suite 108 

Plantation, Fl 33317 
954-792-4100 

www.confidentsmilesdesigns.com 
 
 
 

NOTICE OF PRIVACY PRACTICES 
 

When you sign this document, you signify that you agree that we can and will use and disclose your 
health information to treat you, obtain payment for services, and to perform health care operations. 
You can revoke this consent in writing at any time unless we have already treated, sought payment 
for services or perform health care operations in reliance upon our ability to use or disclose your 
health information in accordance with this consent. We can decline to serve you if you elect not to 
sign this consent form. 
 
You have the right to ask us to restrict the uses or disclosures made for purposes of treatment, 
payment or health care operations, but as described in our notice of Privacy Practice, we are not 
obligated to agree to these suggested restrictions. If we do agree, however, the restrictions are 
binding on us. Our notice of Privacy Practices describes how to ask for restriction. 
 
I HAVE READ THIS CONSENT AND UNDERSTAND IT. I CONSENT TO THE USE AND 
DISCLOSURE OF MY HEALTH INFORMATION FOR PURPOSES OF TREATMENT, PAYMENT 
AND HEALTH CARE OPERATIONS. 
 
 
____________________________       ________________________________ 
Signature                                                Date 
 
 
IF YOU ARE SIGNING AS A PERSONAL REPRESENTATIVE OF THE PATIENT, DESCRIBE 
YOUR RELATIONSHIP TO THE PATIENT AND THE SOURCE OF YOUR AUTHORITY TO SIGN. 
 
 
_______________________________________      _____________________ 
Relationship to Patient                                                Print Name 
 
 
 
Source of Authority 

http://www.confidentsmilesdesigns.com/�
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