
Welcome to our office. We appreciate and value the opportunity to be your dental care 

provider and look forward to working with you to understand your needs and to deliver 

the care you desire. We pride ourselves on making your entire dental experience pleasant 

and always strive to justify your confidence in our team. 

(518) 374-0317 • info@capitalsmiles.com e 1541 Union St.• Schenectady, NY 12309

1. PATIENT INFORMATION

Last Name:________________ Address: _________________ _ 

First Name: ______ Middle Initial: ___ _ City: ________ _ State: _____ _ 

Social Security#: ________ DOB: ___ _ 
Zip: ____ _ 

E-mail: __________________ _

Cell Phone#: ______ Home#: ______ _ Patients School/Employer: ___________ _ 

Work Phone#: 
----------------

Occupation: ________________ _ 

In Case of Emergency, Contact: _________ _ 
School/Employer address: 

Emergency Contact Phone#: __________ _ 

Sex: Male Female School/Employer Phone: __________ _ 

Please circle: Married Widowed Single Minor Whom may we thank for referring you to our office? 

2. INSURANCE

Responsible Party: _____________ _ Subscriber's Name: _____________ _ 

Relationship to patient: ___________ _ Subscriber's Birthday: ____________ _ 

Insurance Company: ____________ _ Subscriber's ID or SSN #: ___________ _ 

Group#: _________________ _ Subscriber's Employer: ____________ _ 

I assign directly to Capital Smiles all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I 
am financially responsible for all charges whether or not paid by insurance. I authorize the use of my signature on all insurance 
submissions. Capital Smiles may use my health care information and may disclose such information to the above named Insurance 
Company(ies) and their agents for the purpose of obtaining payment for services and determining insurance benefits. Additionally, 
by signing this form I authorize Capital Smiles to process credit card transactions initiated by me either by phone or by mail and I 
authorize my credit card institution to pay. 

Name of Patient or Responsible Party Signature of Patient or Responsible Party 

Date 







Capital Smiles 
Erin M. Page DDS, PC 

 

PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

AND CONSENT/LIMITED AUTHORIZATION & RELEASE FORM 
You may refuse to sign this acknowledgement & authorization. In refusing we may not be allowed to process your insurance claims. 

Date: ___ _ ____ _ 

The undersigned acknowledges a copy of the currently effective Notice of Privacy Practices for 

this healthcare facility is available upon request and on our website (capitalsmiles.com). A copy 

of this signed, dated document shall be as effective as the original. MY SIGNATURE WILL ALSO 

SERVE AS A PHI DOCUMENT RELEASE SHOULD I REQUEST TREATMENT OR RADIOGRAPHS BE SENT TO 
OTHER ATTENDING DOCTOR/FACITILYS IN THE FUTURE. 

Printed Name Signed Name 

Legal Representative, if applicable Relationship, if applicable 

HOW DO YOU WANT TO BE ADDRESSED WHEN CALLED FROM THE RECEPTION AREA? 

□ First Name Only □ Proper Surname □ Other: ______ _

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH INFORMATION: 

Name: ________ _ Relationship: _______ _ 

Name: ________ _ Relationship: _ ______ _ 

I AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENTS, TREATMENT & 

BILLINGS INFORMATION VIA: 

□ Cell Phone Confirmation □ Text Message to Cell Phone
□ Home Phone Confirmation □ Email Confirmation
□ Work Phone Confirmation □ Any of the Above

I AUTHORIZE INFORMATION ABOUT MY HEALTH BE CONVEYED VIA: 
□ Cell Phone Confirmation □ Text Message to Cell Phone
□ Home Phone Confirmation □ Email Confirmation
□ Work Phone Confirmation □ Any of the Above

In signing this HIPAA Patient Acknowledgement Form, you acknowledge and authorize, that this office may recommend 
products or services to promote your improved health. This office may or may not receive third party remuneration from these 
affiliated companies. We, under current HIPAA Omnibus Rule, provide you this information with your knowledge and consent. 

Office Use Only 

As Privacy Officer, I attempted to obtain the patient's (or representatives) signature on this Acknowledgement but did not 
because: 
□ It was emergency treatment □ I could not communicate with patient
□ The patient refused to sign □ Other: _________ _

Privacy Officer Signature: ______ _ 



Capital Smiles 
Erin M. Page DDS, PC 

ACKNOWLEDGEMENT OF APPOINTMENT SCHEDULING AND CANCELLATION POLICIES 

When you schedule an appointment at Capital Smiles your appointment time is reserved exclusively for you. 
Canceling an appointment without adequate notice results in a block of time which could have been used to 
deliver care to another patient. 

Our schedule is booked several months in advance, and when an appointment becomes available due to a 
cancellation there are patients who would like the opportunity to move their appointment up sooner. When 
scheduling an appointment at Capital Smiles you are offered the first available time of your 
preference. If you would like to come in sooner than what is available, please let our office know 
and you will be put on a call list for when a cancellation may arise. 

OUR SCHEDULING AND CANCELLATION POLICIES: 

• An appointment longer than one hour or with a cost of more than $1,000 requires a $200 deposit
at the time of scheduling. We ask that 48 hours' notice be given to reschedule this appointment.
If less than 24 hours' notice is given because of an unforeseen and unavoidable event, your
deposit will be forfeited. We will try our best to fill the opening with an appointment for
another patient, and in that event the deposit will be credited back to your account.

• Appointments scheduled with intravenous or oral conscious sedation require a $495 deposit. A
two-week notice must be given to reschedule a full day appointment, and a one-week notice must
be given to reschedule a half day or less appointment in order for the deposit to be transferable,
otherwise the deposit is forfeited.

• We ask that 48 hours' notice be given to reschedule all other appointments. We understand that
last minute unforeseen events can arise that do not allow for 48 hours' notice. A $50

cancellation fee will be charged for any appointment canceled with less than 24 hours'
notice and is due at the time of the cancellation. In the event that your appointment time is
filled by another patient, the $50 charge will be credited to your account.

Name of Patient or Responsible Party Signature of Responsible Party 

Date 






