
Snoring & Sleep Apnea Center of Queens and 
Nassau - New Patient Form 

Patient Information 
Mr./Ms./Mrs./Dr. First Name: ________________________ Last Name: __________________________ MI: ___ 
 
Home Phone (_____) _____________ Cell Phone (_____) ______________ Work Phone (_____) _____________ 
 
Address: ____________________________________________ 
 
City: ___________________ State: _______ Zip: ____________ 
 
Email Address____________________________________ 
 
Date of Birth (M/D/Y): ____ /____ /_______         Gender: □M □ F 
 
 Social Security Number (SSN): ___________________ 
 
The best time to contact me is: □ Morning □ Mid-Day □ Evening on □ Home phone □ Cell phone □ Work phone 
 
Height: Feet_____ Inches_____ Weight (lbs): ______ 
 
 Marital Status: □ Married □ Single □ Life Partner □ Minor 
Spouse or Parent/Guardian (if minor) Name: ________________________________________ 
 
Emergency Contact: ____________________________ Relationship: __________ Phone_____________________ 
 
REFERRED BY: 
______________________________________________________________________________________ 
Employer Information 
Employer: ___________________________________Phone: (____) ______________Fax: (____)______________ 
Address: ____________________________________ 
City_________________________ State: ______Zip: ___________ 
 
Health Insurance Information 
Patient’s Relationship to Primary Insured: □ Self □ Spouse □ Child □ Other 
Name of Insured (First, MI, Last): _____________________________ Insured DOB (M/D/Y): ____ /____ /______ 
Ins Co.: ___________________________________________________ Ins ID: _____________________________ 
Group #: _________________________________ Plan Name: _______________________________________ 
Business Address________________________________ City__________________ State: _____ Zip ___________ 
Phone: (______)________________Fax: (______)________________ 
 Email: ____________________________________ 
Please present your insurance card so we can photocopy it. 
 
Secondary Health Insurance 
DO YOU HAVE SECONDARY INSURANCE? □ YES □ NO  
IF YES, PLEASE COMPLETE THIS SECTION 
Patient’s Relationship to Insured: □ Self □ Spouse □ Child □ Other 
Name of Insured (First, MI, Last): _________________________ Insured DOB___ /___ /_____ 
Ins Co.: ___________________________________________________ Ins ID: _____________________________ 
Group #: ____________________________________ Plan Name: _______________________________________ 
Business Address_____________________________________  
City__________________ State: _____ Zip ___________ 
Phone :(_____)_______________ Fax: (______)________________ 
 Email: _____________________________________ 
Please present your secondary insurance card so we can photocopy it. 



Snoring & Sleep Apnea Center of Queens and 
Nassau - New Patient Form 

 
 
Medical Contacts 
Dental Sleep Solutions® coordinates treatment with your other medical providers to ensure maximum benefit to 
you. Where applicable, please list your other medical providers. 
 
PRIMARY CARE DOCTOR: ____________________________________  
 
PHONE: __________________________ FAX: _______________________ 
 
ADDRESS: ___________________________________________________________________________________ 
 
ENT: ________________________________________________________  
 
PHONE: __________________________ FAX: _______________________ 
 
ADDRESS: ___________________________________________________________________________________ 
 
 
SLEEP DOCTOR: _____________________________________________  
 
ADDRESS: ___________________________________________________________________________________ 
 
DENTIST: ___________________________________________________  
 
PHONE: __________________________ FAX: _______________________ 
 
ADDRESS: ___________________________________________________________________________________ 
 
 
OTHER MD: _________________________________________________  
 
PHONE: __________________________ FAX: _______________________ 
 
ADDRESS: ___________________________________________________________________________________ 
 
 
OTHER MD: _________________________________________________  
 
PHONE: __________________________ FAX: _______________________ 
 
ADDRESS: ___________________________________________________________________________________ 
 
 
 
 
 
I certify this information is true, accurate, and complete to the best of my knowledge. 
INTIAL: _______ Date: ______ 
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Assignment of Benefits 
 
I request that payment of authorized insurance benefits, including Medicare if I am a Medicare 
Beneficiary, be made either to me or on my behalf to the organization listed below for any 
equipment or services provided to me by that organization. I hereby assign and convey directly to 
the below-named health care provider ("Provider"), as my designated authorized representative, all 
medical benefits and/or insurance reimbursement, if any, otherwise payable to me for services, 
treatments, therapies, and/or medications rendered or provided by the Provider, regardless of its 
managed care network participation status. 
 
I understand that I am financially responsible to the Provider for any charges regardless of health 
care benefits. It is my responsibility to notify the Provider of any changes in my health care 
coverage. In some cases exact insurance benefits cannot be determined until the insurance 
company receives the claim. I am responsible for the entire bill or balance of the bill as determined 
by the Provider and/or my health care insurer if the submitted claims or any part of them are denied 
for payment. 
 
I hereby authorize the Provider to release all medical information necessary to process my claims. 
Further, I hereby authorize my plan administrator fiduciary, insurer, and/or attorney to release to the 
Provider any and all Plan documents, summary benefit description, insurance policy, and/or 
settlement information upon written request from the Provider or its attorneys in order to claim such 
medical benefits. 
 
In addition, I also assign and/or convey to the Provider any legal or administrative claim or choose an 
action arising under any group health plan, employee benefits plan, health insurance or tort feasor 
insurance concerning medical expenses incurred as a result of the medical services, treatments, 
therapies, and/or medications I receive from the Provider (including any right to pursue those legal 
or administrative claims or chose an action). This constitutes an express and knowing assignment of 
ERISA breach or fiduciary duty claims and other legal and/or administrative claims. 
 
I intend by this assignment and designation of authorized representative to convey to the Provider 
all of my rights to claim (or place a lien on) the medical benefits related to the services, treatments, 
therapies, and/or mediations provided by the Provider, including rights to any settlement, insurance 
or applicable legal or administrative remedies (including damages arising from ERISA breach of 
fiduciary duty claims). The assignee and/or designated representative (Provider) is given the right by 
me to (1) obtain information regarding the claim to the same extent as me; (2) submit evidence; (3) 
make statements about facts or law; (4) make any request including providing or receiving notice of 
appeal proceedings; (5) participate in any administrative and judicial actions and pursue claims or 
chose in action or right against any liable party, insurance company, employee benefit plan, health 
care benefit plan, or plan administrator. The Provider as my assignee and my designated authorized 
representative may bring suit against any such health care benefit plan, employee benefit plan, plan 
administrator or insurance company in my name with derivative standing at Provider's expense. 
 
Unless revoked, this assignment is valid for all administrative and judicial reviews under PPACA 
(health care reform legislation), ERISA, Medicare and applicable federal and state laws. A photocopy 
of this assignment is to be considered valid, the same as if it was the original. 
 
PROVIDER: K Scott Danoff, DMD, 49-33 Little Neck Parkway, Little Neck, NY 11362 
 
Patient Signature 
I HAVE READ AND FULLY UNDERSTAND THIS AGREEMENT. 
 
Print Name: _______________________________________________________________________________ 
 
Patient / Guardian Signature: _____________________________________________ Date: _______________ 



AFFIDAVIT FOR INTOLERANCE TO CPAP 
 
I have attempted to use the nasal CPAP to manage my sleep related breathing 
disorder (apnea) and find it intolerable to use on a regular basis for the following 
reasons: 
 
___Mask leaks 
 
___An inability to get the mask to fit properly 
 
___Discomfort or interrupted sleep caused by the presence of the device 
 
___Noise from the device disturbing sleep or bed partner’s sleep 
 
___CPAP restricted movements during sleep 
 
___CPAP does not seem to be effective 
 
___Pressure on the upper lip causes tooth related problems 
 
___Latex allergy 
 
___Claustrophobic associations 
 
___An unconscious need to remove the CPAP apparatus at night 
 
Other___________________________________________________ 
 
Because of my intolerance/inability to use the CPAP, I wish to have an alternative 
method of treatment. That form of therapy is oral appliance therapy (OAT). 
Print Name: ________________________________________________ 
 
Signature: ____________________________________________  
 
Date: ____________________ 
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