
Paul Lonstein, D.M.D., P.C.
Fellow Academy of General Dentistry
42 Canal Street, PO Box 288
Ellenville, New York 12428-0288
845.647.2222 Facsimile 845.647.2237

Dear Patient:

• We would like to welcome you and let you know how pleased we are that you considered us to
care for your dental health.

• The enclosed patient information and health questionnaire can be completed at your

convenience, please bring it with you to your appointment. For children (less than
18 years old), the parents or guardians must sign the back of the health questionnaire, since the child
is a minor.

• If you recently had x-rays of your teeth and they are current (complete mouth x-rays taken within
three years, bitewing x-rays not older than one year), you should request a copy from your previous
dentist and have them e-mailed to our office.

• Our e-mail address is barbara@drlonstein.com.

• If your employer has dental insurance, all pertinent information must be provided to our
office prior to your appointment so that coverage may be verified. Please complete a dental
insurance form and bring it with you at your appointment visit. You will be responsible for any
deductible and co-payment if your insurance requires it at time of visit. Please understand your dental
insurance. Your insurance policy is a contract between you and your insurance company. We are
not party to that contract. In the event that we do accept assignment of benefits and your insurance
company has not paid your account in 45 days, the balance will be automatically transferred to your
account.

• Our practice is committed to providing the best treatment for our patients and we charge what is
usual and customary for our area. You are responsible for payment regardless of any insurance
company’s arbitrary determination of usual and customary rates.

• Please note that this appointment has been reserved for you. We appreciate a 24-hour or more
notice if you cannot keep this appointment, so that we can schedule another patient who is in need of
dental care. No charge will be made for cancellation of appointment if a 24-hour notice is given.

• We are looking forward to seeing you soon.

Sincerely,
Paul Lonstein, DMD And Dental Team

patient letter.doc Rev 1/21



Welcome to the Dental Office of

Paul Lonstein, D.M.D., P.C.
Fellow Academy of General Dentistry PLEASE PRINT IN PEN INK

NEW PATIENT NAME AND INFORMATION

Today’s Date ______________________________ E-mail Address (for Statements) ____________________________________________

Name _____________________________________________________ Male Female I prefer to be called: ________________________
Last First MI Mr Mrs Ms Dr (circle one)

Birthdate ________-________-_________ Age _____________ Social Security #_____________________________________

Home Address ___________________________________________________________________________________________________
Street PO Box City State Zip

We may call you at:

Home Phone #(_____)__________________Pager/Cell #(_____)____________________ Work Phone #(_____)_____________________

Best time to reach you? ________________________________ Whom can we thank for referring you? ____________________________

Landlord Name:_________________________________________________ Telephone: _______________________________________

Employer: __________________________________________ How Long there? ______________ Occupation:_____________________

Employers address: _______________________________________________________________________________________________
Street/PO Box City State Zip

Whom can we call in case of Emergency?

His/Her Name _______________________Relation __________________ Work # _________________ Home Phone # _______________

Address _________________________________________________________________________________________________________
Street City State Zip

Spouse Information

His/Her Name: _________________________________ Birthdate _______-_______-________ Social Security # ____________________

Employer: _____________________________________________ Work Phone # (______)____________________

Local Pharmacy ________________________________________________________________________________________________________________________

Name Address Telephone #

Insurance Information
Primary Insurance: Dental Coverage? Yes No (please circle)

Insurance Co Name _______________________ Phone # (_____) _____________ Group # (Plan, Local, or Policy #) _____________________

Insurance Co Address _____________________________________________________________________________________________
Street/PO Box City State Zip

Insured Name: _________________________ Insured Social Security # ________________________ Insured Birthdate ____-____-_____

Relation? ______________________ Insured Address: ___________________________________________________________________

Insured Employer ____________________________________ Employer’s Address ____________________________________________
Street/ PO Box City State Zip

Secondary Insurance: Dental Coverage? Yes No (please circle)

Insurance Co Name _____________________ Phone # (_____) _____________ Group # (Plan, Local, or Policy #) ___________________

Insurance Co Address _____________________________________________________________________________________________
Street/PO Box City State Zip

Insured Name: _________________________ Insured Social Security # ________________________ Insured Birthdate ____-____-_____

Relation? ________________________ Insured Address: _________________________________________________________________

Insured Employer __________________________ Employer’s Address ______________________________________________________
Street/ PO Box City State Zip Newpt.doc



Paul Lonstein DMD PC
42 Canal Street

PO Box 288

Ellenville New York 12428

845-647-2222

Dental Office Financial Policy

Our dental office prides itself on offering exceptional care and service to our patients in a timely manner. We expect payment

in full at the time of service. For your convenience, we accept cash, personal checks, MasterCard, Visa, Discover Card and

Care Credit.

By signing below, I understand that it is my responsibility to pay the balance for my dental visit in full on the day of my

appointment.

All other payment arrangements must be made in advance of your visit.

My balance will be paid in full today (on the day of my appointment) by (please CHECK

one):

• Cash

• Personal Check

• MasterCard

• Visa

• Discover

• Care Credit

Signature:_______________________________________________

Date: __________________________________________________
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Acknowledgement of Receipt of Notice of Privacy Practices

Paul Lonstein DMD PC

* You May Refuse to Sign This Acknowledgment*

I have received a copy of this office’s Notice of Privacy Practices.

Print Name:____________________________________________________________________

Signature:_____________________________________________________________________

Date:_________________________________________________________________________

For Office Use Only

______________________________________________________________________________

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but

acknowledgement could not be obtained because:

� Individual refused to sign

� Communications barriers prohibited obtaining the acknowledgement

� An emergency situation prevented us from obtaining acknowledgement

� Other (Please Specify)

Reproduction of this material by dentists and their staff is permitted. Any other use, duplication or distribution by any other party requires the prior written

approval of the American Dental Association. This material is for general reference purposes only and does not constitute legal advice. It covers only

HIPAA, not other federal or state law. Changes in applicable laws or regulations may require revision. Dentists should contact qualified legal counsel

for legal advice, including advice pertaining to HIPAA compliance, the HITECH Act, and the U.S. Department of Health and Human Services rules

and regulations.

© 2010, 2013 American Dental Association. All Rights Reserved.

Receipt of Notice of Privacy Practices.doc



Paul Lonstein DMD PC
42 Canal Street PO Box 288

Ellenville, NY 12428
845-647-2222 Fax 845-647-2237

PRIVACY NOTICE

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.

Your protected health information (i.e. individually identifiable information, such as names,
dates, telephone and fax numbers, e-mail addresses, home addresses, social security numbers,
and demographic data) may be used or disclosed by us in one or more of the following respects:

 To other health care providers (i.e. your endodontist, periodontist, oral surgeon, etc.) in
connection with our treatment to you (i.e. to determine non restorable teeth, root canal
therapy, gum treatment, etc.)

 To third party payors or spouses (i.e. insurance companies, employers with direct
reimbursement, administrators of flexible spending accounts, etc.) in order to obtain
payment of your account (i.e. to determine benefits, dates of payment, etc.)

 To certifying, licensing, and accrediting bodies (i.e. American Dental Association, state
dental boards, etc.) in connection with obtaining certification, licensure, or accreditation.

 Internally, to all staff members who have any role in your treatment.
 To other patients and third parties who may see or overhear incidental disclosures about

your treatment, scheduling, etc.
 To your family and close friends involved in your treatment with your permission.
 We may contact you to provide appointment reminders or information about treatment

alternatives or other health-related benefits and services that may be of interest to you,
including but not limited to messages on an answering machine or postcards.

Any other uses or disclosures of your protected health information will be made only after
obtaining your written authorization, which you have the right to revoke.

Under the new privacy rules, you have the right to:
 Request restrictions on the use and disclosure of your protected health information.
 Request confidential communications of your protected health information.
 Inspect and obtain copies of your protected health information through asking us.
 Amend or modify your protected health information in certain circumstances.
 Receive an accounting of certain disclosures made by us of your protected health

information.
 You may, without risk of retaliation, file a complaint as to any violation by us of your privacy

rights with us (by submitting inquires to our Privacy Contact Person, Barbara Rubin, or with
the United States Secretary of Health and Human Services (which must be filed within 180
days of the violation).



We have the following duties under the privacy rules:
 By law, to maintain the privacy of protected health information and to provide you with this

notice setting forth our legal duties and privacy practices with respect to such information.
 To abide by the terms of our Privacy Notice that is currently in effect.
 To advise you of our right to change the terms of this Privacy Notice and to make the new

notice provision effective for all protected health information maintained by us, and that if we
do so, we will provide you with a copy of the revised Privacy Notice.

Please note that we are not obligated to:
 Honor any request by you to restrict the use or disclosure of your protected health

information
 Amend your protected health information if, for example, it is accurate and complete.
 Provide an atmosphere that is totally free of the possibility that your protected health

information may be incidentally overheard by other patients and third parties.

This privacy notice is effective as of the date of you signature. If you have any questions about
the information in this Privacy Notice, please ask our Privacy Contact Person, Barbara Rubin.

Thank you,
Dr. Paul Lonstein and Dental Team.
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