
PRACTICE LIMITED TO
PERIODONTICS AND DENTAL IMPLANTS

Cynthia T. Jarzembinski, D.D.S., M.S.

Dr. How do you wish to be oddressed?Circle One: Miss Ms. Mrs. Mr.

YOUR ASSISTANCE

MEDICAT HISTORY:

Nome of Physicion:

Are you prasen*y under the core of o physkion?
Whol ore pu being seen fo,r?

Are yor prasenfy trrking ony medkotions?
Pleose llst them ond stole why.

Are yor mking Agirin doily?

Horo 1ou evor hod rc use Bisphophonobs lor
chamolheropy or ostaoporosl3 nor or ln your post?

Ihese &ugs indude:lFoomox,Osnc, Skalid, Zornoto,

Didronel, Boniro, Bonefos, Aredio, Acronel.f

Are you ollergic lo or horc yo.r hod on odverse

reodion lo ony medicolion or rub$once?
lf o, y'eose indicote the medicolion ond fte reoc-lion you hod.

Are yor ollergic b lobx?

Hon you erer hod rfieumolic fever, heorl murfnut or
mihol volve prolopsa?

Hore you ever been heobd for or been told yoo might

hoe ony heort disoose o. coroncry orbry diseose?

lf rc, pleoso describe,

Do you hove ony odrer condition wo should be surore of?

Do you hova ortifkiol loint rey'ocements or heod volve

lmy'onts?
It so, describe. When were they ploced?

Do you premedicote wih on ontitriotic ftn ony
dennl procedures?

Do you ure bbocco in ony {orm?

lf so, hor mtrh?

Hove yw lesbd posilive for $e HM virus?

ls thae ony'thing dout your'heohh yw wouH like

trr discus privotely wih he docror?

For bmdes:
Are yan pegnont?

Are you rking hrth control pills?

\rr{otid yor be axtremely disturbed if you were b lose

yolr teetlr ond lron to weor denfures?

Hoo ro,o erer hod periodontol {guml feomenf
lf so, when ond by whorn?

Are 1ou o,vore of denching ond/or grlnding reth,

especblly when fired, tenso, or osleep?

Hove yor hod odlrodontic lreolmenl? lbrocasf

When wos pur lost leeft cleoning?

Wisconsln sbtue provides lhol polienls or fieir oufiorized ogenb hore lhe righl to

inspet heir dentcl records. This rnoy ba done during our business hours provi&d

odronce nolice hos been given ond o signed consgd forn hos been submified' A

fee will be chorged b defroy copying cosls. Upon roquesl, we will provide the

necessory frrms.

I under$ond ftol my denbl or heohh core insuoncs corrier or popr of my dentol

benefits moy poy less lhon the octuol bill br services ond thol I om finonciolly

responsibb frx poymenl in fufi of oll chorges relofing lo this k€olmsnt'

Signoture:

W'TH THIS INFORMANON wlI.I. AID US IN YOUR CASE.

Cirde One Do pu hon o lrole you errcr hod:

Abnorrnol Heeding lrom o cul, or bruisa eirsily?

Abnormol Hood pressure?

folnling Spells?

Epilepry or seizures?

Abnormol thyroid condition?

Diobebs?

Rodioilon Treofinenl forony prpose?

Hepotilir?

Asthmo?

Alcohd or other drug depeodency?

Oepresslon?

DEMAT HISTORY

ls lhere ony oreo o[ your mouh couslng discomforl

oi lhis limo?
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lf so, whare?
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lost Nome Firsl Birth Dote tulonth/DqyAr. lleight Wbight Moritol Stotus

lioiling Address City Stqte zip Home Telephone

Nome ond Address of Your Ploce of Employment Business Telephone

Your Sociol Security No. Nome of Spouse or Porenl Person Responsible for Accounl, if Olher ihon Yourself

Relerred by Nome of Generol Proctitioner

Dote:



INSURANCE INFORMATION SHEET DATE:

THOROUGH COMPLETION OF THIS FORM WILI- ENABLE US TO OBTAIN MAXIMIJM
INSURANCE COVERAGE FOR YOUR TREATMENT,

NAME OF PERSON
CARRYING INSI,IRANCE: SELF SPOUSE

SOCIAL SECURITY #: BIRTH DATE OF INSURED:

NAME OF EMPLOYER:

ADDRESS OF EMPLOYER:

PRIMARY DENTAL INSURANCE NO DENTAL-

INSURANCE COMPANY:

ADDRESS:

TELEPHONE NUMBER:

SUBSCRIBER NUMBER:

EFFECTIVE DATE:

GROUP #:

PRIMARY MEDICAL INSURANCE NO MEDICAL 

-INSURANCE COMPANY:

ADDRESS:

TELEPHONE NUMBER:

SUBSCzuBER NUMBER:

EFFECTIVE DATE:

GROUP #

SECONDARY DENTAL INSURANCE NONE

INSURANCE COMPANY & ADDRESS

NAME OF PERSON
CARI?"YING 2ND TNSURANCE: BIRTHDATE

SUBSCRIBER# GROUP#
NAME & ADDRESS OF EMPLOYER:

SECONDARY MEDJCAL INSURANCE NONE:

INSURANCE COMPANY & ADDRESS:

NAME OF PERSON
CARRYING 2ND TNSURANCE

SUBSCRIBER NUMBER:
NAME & ADDRESS OF EMPLOYER:

GROUP#:

BIRTHDATE:



ONSENTF
OF TH INFO TION

puRposE: This form is to obtain an individual's written permission under wisconsin Law for (a) our use of the individual's

oatient health care records to carry out teatneu! palm.ent activities, and health care qlerations, and (b) our disclosure of the

ffiid;;i;;;t#il;ith care records to carry out teatnent, pa)rnent activities, and health care operations'

NAME:.- @
TO Tffi II{D{YIDUAL: Please read the following and corrplete the information required'

Effect of Declinins Consent: This-concent is s condldon of your treatment by us. If you decide not to sign this consent'

ffiou,(2)askforpaymentattlrneofservlce,asweareunabletofiIeyourinsuranceclaims
""A t:i 

p.ottiUitr us from giving you n safe and hlgh strndard ofcare.

privacv practice Notice: you have th. e fsht !o 
read our Privacy Practice Notice before you decide whethei to sign this

ffiidesadescriptionofourteainent,paymentactivities,andhea1thcareope4tions,oftheusesand
;;;l*;r, we may rnake of your protecied health informatio4 aud of othel important matters about your protected health

information. A copy of our Notice accorpanies this consent. We encourage you to read it carefully and completely before

signing this consent.

Our Use of Medical Information: By signing this fornl you will consent to our use of your patient health care

r"""tdr in 
"rder 

to carry out heatment, payment activities, and health care operations as set forth in our Privacy

Practices Notice.

APPOINTMENT REMINDERS: We may use or disclose yoru health information to provide you with appointrnent

t.mina"rs'(such as voicemail messages, post cards, letters, answering machines, spouses, significant others, secretary and
other family members). Also, we may identify our ollice when contacting youby any of the above.mentioned examples..

We may use professional judgement and our exp:lenc9 
-with 

commonpractice to make reasonable inferences of your best
interest in allowing a person acting on your behalf to pick up prescriptions, x-rays, or other similar forms of protected health
information.

OUR DISC+O:-+URE OF IVIEDICAL INEORIT{ATION: By siedng this form, you will consent to our disclosure of
your patient healthcare records to carry out teatnent payment activities, and health care operations as set forth in our
Privacy Practices Notice.

O\rER



i HEREBY AUTHORTZEINSURA}TCEPAYMSI{TS COVERINGTIIE COST OF[{YTREATMENTTOBEMADE
DIRECTLY TO DR JARZBMBINSKT. A COPY OF TMS AUTI{ORIZATION IS AS VALID AS TIIE ORTGINAL.

SECTION C: REVOCATION.

RIGIIT TO REVOKE: This consent is cffectivc until tevoked by you. You may revoke this consent at any time b1'
giving written notice of revocation to the Contact Ofrce listid below. Revocation of this consent will NOT ailect any

". 
action we took in reliance on this authorization before we received your written notice of revocation. We may decline-to teat
you or to continue to treat you ifyou revoke this ssnssnf.

CONTACT OFFICE: Dr. Cynthia f Jszsmbinslri

TELEPHONE: (414)352-8887
ADDRESS: 6944 NorthPt. WashingtonRoad

Milwaukee, Wl 53217
(4t4)3s2-ss66

INDIVID UAL'S SIGNATURE.

r, , , , have had full opportunity to read and consider the contents ofthis consent.
I understand that by signing this foml I am confirming.nl nrittgl pernrission for the disclosue of my protecteO 6rftl

information, as described in this form and give my permission to identiS the oflice name when contacting yor1. 
- - ----

Signature: Date:

If a personal representative, on behalf of the individual, signs this consent, complete the following:

Personal Representative's Name
(nnasrrnnrr)

Relationship to Individual

SIGNATTIRE OF PERSONAL REPRESENTATIVE:

If you would like a copy of this forno, please ask



CYNTHh T. JARZEMBINSKI, D.D.S., M.S.

Proctrce Limiied to Periodontrcs

PAYM E NT AUTHOR IZATION :

I hereby outhorize lnsuronce Poyments covering the cost of my treotment to be mode
directly to Dr, Jorzembinski,

These benefits would otherswise be poyoble to me requiring my reimbursement to the
obove soid doctor.

(Signoture of lnsured Person)

(Dote)

This signoture is volid for two yeors from ihe obove dote, unless revoked eorlier by me,

RELEASE OF INFORMATION:

Dr. Jorzembinski is outhorized to provide ony insuronce compony informotion concern-
ing heolth core, odvice, treotment or supplies provided, This informotion will be used
for the.purpose of evoluoting the odministering cloims for benefits,

This outhorizotion is volid for the term of coveroge of the policy or controct, in force on
this dote only, or for two yeors, whichever comes first,

I know I hove the right to receive o copy of this outhorizotion upon request ond ogree
thot o photogrophic copy of this outhorizotion is os volid os the originol,

(Potient or Authorized Person's Signotu@

(Dote)



CYI\THIA T JARZEMBII\SKI, f).f).S., M.S.

PRACTICE LIMITED TO PERIODONTICS
DE}ITAL IMPLANTOLOGY

I GIVE PERMISSION F'OR MY MNOR SON/DAUGHTER TO BE TREATED
BY DR. CYNITHIA JARZEMBINiSKI.

DATE:

I ALSO ACCEPT TOTAL RESPONSIBILITY FOR ALL FEES REGARDLESS OF

INISURANCE COVERAGE.

MINOR'S NAME

GUARDIAN'S SIGNATURE

DATE

6944 N. Port Washington Road * Mrlwaukee,WI 53217 * Telephone (414) 352-5887 * Fax (414) 352-5566
W64 N72B Washington Avenue * Cedarburg, WI 53012 * Telephone (262) 377 -1664 * Fax (262) 377 -6603
N96 W18221 County Line Road * Meno Falls, WI 53081 * Telephone (262)250-9887 * Fax (262)250-1754
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