
CARBON ORAL SURGERY ASSOCIATES, P.C. 

1001 MAHONING STREET
LEHIGHTON, PA 18235 
610-377-1942

PATIENT INFORMATION: CONFIDENTIAL 

FRANK l. HOFFMAN, D.M.D. 
DIPL0MATE AMERICAN BOARD 

ORAL AND MAXILL0FACIAL SURGERY 

DATE _________ _ 

NAME _________________________________ _ 

ADDRESS ____________ CITY _______ STATE ___ ZIP ____ _ 

HOME PHONE NUMBER ________ CELL# ________ MARITAL STATUS ___ _ 

BIRTHDATE __________ AGE ___ SOCIAL SECURITY# __________ _ 

PATIENT'S OR PARENT'S EMPLOYER ___________ WORK PHONE ________ _ 

BUSINESS ADDRESS __________ CITY _______ STATE ___ ZIP 

OCCUPATION 

SPOUSE OR PARENT'S NAME 

SPOUSE OR PARENT'S EMPLOYER ________________________ _ 

IF PATIENT IS A STUDENT, NAME OF SCHOOUCOLLEGE ________ CITY ____ STATE __ 

FAMILY DENTIST _____________________________ _ 

FAMILY PHYSICIAN _____________________________ _ 

NAME OF PERSON RELATIONSHIP 
RESPONSIBLE FOR THIS ACCOUNT ___________ _ TO PATIENT _______ _

INSURANCE INFORMATION 

DENTAL INSURANCE: 

COMPANY NAME _____________________________ _ 

GROUP NUMBER _____________________________ _ 

AGREEMENT NUMBER 

INSURED NAME 

MEDICAL INSURANCE: 

COMPANY NAME _____________________________ _ 

GROUP NUMBER _____________________________ _ 

AGREEMENT NUMBER 

INSURED NAME 

RELATIONSHIP TO PATIENT __________ BIRTHDATE OF SUBSCRIBER ______ _ 

PLEASE CONTINUE TO NEXT PAGE 



12. Pharmacy Choice:





CARBON ORAL SURGERY ASSOCIATE' S, P.C. 
FRANKL. HOFFMAN, D.M.D.  

DIPLOMATE AMERICAN BOARD 

ORAL AND MAXILLOFACIAL SURGERY 

1001 Mahoning Street

Lehighton, Pa. 18235 
610-377-1942

Summary of Privacy Practices/HIPAA 

This notice describes how medical information about you may be used and disclosed. 

We understand that your medical information is personal to you, and we are committed to 
protecting the information about you. As our patient, we create medical records about your 
health, our care for you, and the services we provide to you as our patient. By law, we are 
required to make sure that your protected health information is kept private. 

How will we use or disclose your information? 
�/ Communications between and disclosures to referring doctors and 1 specialists, hospitals and other healthcare facilities, and other providers for furnishing 

treatment. 
'1)4,-e«t: 'fypical payment related activities such as verification of coverage, 

precertification, referrals, claim processing and the like. 
� eMe �: Certain administrative and management activities such 

as compliance monitoring, quality improvement and business planning for the Practice. 
You have c�rtain rights regarding the information we maintain about you. You have the 
right to inspect and copy; right to amend; right to request restrictions; right to a paper 
copy of this notice and right to request confidential communications. 

Please indicate the individuals whom we may discuss your patient information with if we 
must call your home: 
0 Self only 
0 Spouse 
0 Other: specify _______________________ _

This consent was signed by: _____________ _ 

Relationship to Patient: _______________ _ 
(if other than patient) 

Date: _______ _ 
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