




PLYMOUTH VALLEY PERIODONTAL ASSOCIATES 
DOMENICO ZITO, D.M.D. 
JOEL S. JASPAN, D.D.S. 

 
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

 
PATIENT ACKNOWLEDGEMENT 

 
Our Notice of Privacy Practices Provides Information about how we may use and disclose protected 
health information about you. You have the right to review our notice and ask questions about our 
privacy practices. As provided in our office, the terms of our notice may change. If we change our 
notice you may obtain a revised copy by requesting one in writing. 
 
By signing this form, you acknowledge that you have received (or have been offered to review) our 
Notice of Privacy Practices. 
 
 
____________________________ 
Name of Patient 
 
 
____________________________ 
Signature of Patient 
 
 
____________________________ 
Date Signed 
 
Family members and/or Friends Authorized to received medical information about the above named 
patient. 
 
______________________________________ Relationship:__________________________ 

______________________________________ Relationship:__________________________ 

______________________________________ Relationship:__________________________ 

______________________________________ Relationship:__________________________ 

 
Can we leave a message on your answering machine? ____Yes ____No 
 
Can we leave a message on a machine at any of the above authorized family or friends? ____Yes 
____No 
 
Can we call your work number? ____Yes ____No 
Can we leave a message/voicemail at work? ____Yes ____No 
  



Who may we thank for referring you to our office? ____________________________________ 
_____________________________________________________________________________ 
 
 

Secondary Guarantor Information 
Spouse/Parent Name:____________________________________________________________ 
Spouse/Parent Date of Birth:______________________________________________________ 
Spouse/Parent Social Sec.No:_____________________________________________________ 
 

Dental Insurance Information 
 

PRIMARY INSURANCE  
 
Subscriber’s Name______________________________________________________________ 
Subscriber’s SS#:_______________________________________________________________ 
Subscriber’s DOB:______________________________________________________________ 
Insurance Alternate I.D. Number (if applicable):_______________________________________ 
Employer’s Name:______________________________________________________________ 
Employer’s Address:____________________________________________________________ 
Phone Number:_________________________________________________________________ 
Insurance Company:_____________________________________________________________ 
Group Number:_________________________________________________________________ 
Claim Mailing Address:__________________________________________________________ 
 
SECONDARY INSURANCE 
 
Subscriber’s Name______________________________________________________________ 
Subscriber’s SS#:_______________________________________________________________ 
Subscriber’s DOB:______________________________________________________________ 
Insurance Alternate I.D. Number (if applicable):_______________________________________ 
Employer’s Name:______________________________________________________________ 
Employer’s Address:____________________________________________________________ 
Phone Number:_________________________________________________________________ 
Insurance Company:_____________________________________________________________ 
Group Number:_________________________________________________________________ 
Claim Mailing Address:__________________________________________________________ 
 
I have completed the above questions to the best of my ability. If the information is incomplete, I do 
realize I will pay for my dental visits and submit for reimbursement from my insurance myself. I 
assume responsibility for fees associated with procedures performed regardless of dental coverage in 
effect. As a courtesy, Plymouth Valley Periodontal Associates will submit charges to my insurance 
company on my behalf; however, if no payment is received within 60 days, the balance becomes my 
responsibility. I understand all copays and deductibles are due the day the service is rendered. 
 
 
SIGNATURE OF PATIENT OR GUARDIAN IF A MINOR                                  DATE 



 

CONSENT FOR LOCAL ANESTHETIC INJECTIONS 
 

I ___________________________________________, hereby authorize Domenico Zito, 
D.M.D./Joel S. Jaspan, D.D.S. to perform a local anesthetic injection(s).  
 
I understand, and it has been explained to me, that there are some risks in the administration of local 
anesthetics. Most risks are related to the position or the nerves under the tissue at the site of the 
injection which cannot be determined prior to the administration of the anesthetic agent. Although the 
risks seldom occur, they might include the loss of, or disturbed sensation of the tongue and lip on the 
side of the injection. If this occurs, it is often temporary, and normal sensation usually returns in 
several days. However, in very rare cases the loss of sensation may extend for a longer period and may 
become permanent. In addition, injecting a foreign substance into the body such as an anesthetic agent 
may result in an allergic reaction. Allergic reactions to these agents are rare, but may take place. 
 
I further understand that individual reaction to treatment cannot be predicted, and that if I experience 
any unanticipated reactions following the injection(s), I agree to report them to the office as soon as 
possible.  
 
I have been told that the success of my dental treatment depends upon my cooperation in keeping 
scheduled appointments, following home care instruction, including oral hygiene and dietary 
instructions, taking prescribed medication and reporting to the office any change in my health status. 
 
I acknowledge that no guarantees or assurances have been given by anyone as to the results that may 
be obtained.  
 
I have discussed all of the above with the doctor, and have had all my questions answered. 
 
 
 
 
 
____________________________                             ___________________________________ 
Patient’s Signature                                                       If a minor, Signature of Parent or Guardian 
 
 
____________________________                             ___________________________________ 
Witness Signature                                                        Joel S. Jaspan, D.D.S. 
 
 
____________________________                             ___________________________________ 
Date                                                                              Domenico Zito, D.M.D. 



PATIENT RESPONSIBILITY AGREEMENT 
 

 I understand and agree that I will be financially responsible for the patient services provided by the 
Plymouth Valley Periodontal Associates (“also called the Dental Office”), according to the policies stated in this 
Patient Responsibility Agreement. 
 
 PATIENT INFORMATION: The patient information provided to the Dental Office is true and correct. I 
will notify the Dental Office about any significant future revisions to the patient information furnished.  
 
 INSURANCE: If I expect my insurer to cover some or all of the cost of the patient services, the Dental 
Office will assist me, as a courtesy, in obtaining the appropriate benefits from the insurer by billing the insurer. I 
agree to cooperate and provide all information necessary to the Dental Office. However, I have the primary 
relationship with my insurer and the Dental Office is not responsible for guaranteeing that benefits will be received 
in the amounts and in the time-frame as requested. I am responsible to resolve any problems with my insurer. I 
may request that the Dental Office obtain a pre-estimate of insurance benefits before patient services are performed. 
 

PAYMENT SCHEDULE: Unless my treatment is scheduled over a period of time, and unless I 
specifically request, and the Dental Office approves in advance, a payment schedule for the patient services, all 
payments for services are due when a billing statement is presented after the services are performed. The 
Dental Office will not otherwise approved any deferred payment schedule. 

 
BILLING STATEMENT: It is possible that portions of the bill for patient services, such as co-payments, 

deductibles and exclusions, may not be paid by the insurer. Those unpaid portions must be paid by me when a 
billing statement is presented after the patient services are performed. Payments may be made in cash, check, or by 
credit card. If my insurer has not paid the benefits to the Dental Office within 90 days after submission, the Dental 
Office may then require me to pay for the patient services in full, and any insurance benefits later received by the 
Dental Office will be returned to me. 

 
REFERRAL FOR COLLECTION: If my account is referred to an outside agency or attorney for 

collection after 90 days, I will also be responsible for actual collection costs incurred, including all attorney’s fees 
and court costs. The Dental Office may deny subsequent patient treatment if my account balance remains unpaid. 

 
ACCOUNT CHARGES: If my account remains unpaid after 90 days, I can be assessed with additional 

account charges at the rate of 1.5% per month (18% annually). 
 
ACCOUNT ADJUSTMENT: If I fail to make a co-payment by the date required by my insurer, if 

applicable, then my account can be adjusted and I would be responsible for the full amount due for the patient 
services rendered. 

 
FAMILY REPONSIBILITY: I am authorized to agree, for myself and on behalf of my spouse (if 

applicable), to remain financially responsible for all future services rendered to all of my family members, 
regardless of ages, unless I notify the Dental Office in writing otherwise. 

 
COLLECTION FROM OTHERS: If I am financially indigent and unable to pay for patient services 

rendered, the dental office may seek to recover my account balance from certain of my adult relatives under 
applicable Pennsylvania law.  

 
CANCELLED APPOINTMENT: If an office appointment is canceled with less than 24 hours notice, I 

can be assessed with a cancellation charge of $35.00. 
 
RETURNED CHECKS: If my check is returned by the bank, I can be assessed with a processing charge 

of $30.00. 
 
 
______________________                                     ___________________________________ 
Date                                                                           Patient or Responsible Party Signature 
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