ANTHONY T. DIOGUARDI, D.M.D.

Diplomate of the American Board of Dental Sleep Medicine
R R R e S T B T oo

Crown Tower

123 York Street

New Haven, CT 06511
Tel: (203) 777-2513
Fax: (203) 776-1714

We would like to welcome you to our practice.

Our office hours are 8:30 a.m. to noon and 1 p.m. to 5 p.m. Monday
through Friday except for Wednesday when our office hours are 8:30 a.m. to
noon.

We have enclosed forms for you to complete and bring with you to
your first appointment. If you have medical insurance, it is extremely
important that you bring a copy of your insurance card with you; this
information is required for us to submit a request for preauthorization to
your insurance company or to submit a claim for payment.

Most medical insurance companies will pay toward sleep apnea
treatment. We work with all private insurance companies and are in network
with Medicare, Aetna, Cigna, Connecticare and United Healthcare. We also
accept several payment options including flex-spending accounts, health
savings accounts and CareCredit.

If a sleep study has been conducted, please contact that physician
or sleep center as soon as possible and have that report faxed to us at (203)
776-1714 along with a referral and/or prescription. We will need this
information for your appointment along with a copy of either a full mouth
series of xrays or panoramic film from your dentist. If the xrays are digital,
they can be emailed to: dental123york@gmail.com.

Also enclosed is a set of directions to our office. If you have any
questions, please do not hesitate to contact us.

We look forward to meeting you.



“‘"PAT!ENT INFORMATION

“Thank you for choosmg our officel In order to serve. you proper§y, we. need the foi%ow g
,qurmatxen Piease print. All :nformatmn ‘wxll:'be conﬁdentfai

Date Patient Name Patient #

SS #/SIN L] Male D?Zma le Birthdate o Home phone
Address City State/Prov. _ Zip/P.C.
E-Mail Cell Phone

Check appropriate box: L] Minor [ Single [] Married L] Divorced [ widowed [] Separated
Patient’s or parent/guardian’s employer Work phone

Business address City State/Prov. Zip/P.C.
Spouse or parent/guardian’s name Employer Work phone

If patient is a student, name of school/college City State/Prov.
Whom may we thank for referring you?

Person to contact in case of emergency Phone

In case of a medical emergency, if the patient is of school age 15+, it is all right to treat in my absence.

X

Parent or guardian signature Date
Responsible Party
Name of person responsible for this account Relationship to patient
Address Home phone
E-Mail Cell phone
Driver’s license # Birthdate Financial institution
Employer Work phone
Is this person currently a patient at our office? L] Yes L] No
Insurance Information
Name of insured Relationship to patient
Birthdate SS #/SIN Date employed
Name of employer Work phone
Address of employer City State/Prov. Zip/P.C.
Insurance company Group # Union or local #
Ins. Co. address City State/Prov. Zip/P.C.
How much is your deductible? How much have you used? Max. annual benefit?

Do you have any additional insurance? [J Yes [] No Ifyes, complete the following:

Name of insured Relationship to patient
Birthdate S5 #/SIN Date employed

Name of employer : Work phone

Address of employer City State/Prov. Zip/P.C.
Insurance company Group # Union or local #

Ins. Co. address City State/Prov. Zip/P.C.
How much is your deductible? How much have you used? Max. annual benefit?

I authorize release of any information concerning my (or my child’s) health care, advice and treatment provided for the
purpose of evaluating and administering claims for insurance benefits. | also hereby authorize payment of insurance benefits
otherwise payable to me directly to the doctor.

X

Signature of patient or parent/guardian if minor Date
TEM 07-0587271/16785
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Health History torm - OA.
American Dental Association
E-mail:- Today's Date: wwwada.org

\s required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your
newers are for our records only and will be kept confidential subject to-applicable laws. Please note that you will be asked some questions about your responses 10
his questionnaire and there may be additional questions concerning your health, This information is vital to allow us to provide appropriate care for you. This office
loes not use this information to discriminate.

Narie: Home Phone; riclude area code Business/Cell Phone:  indude area code
Lash Firs Middis { ) ( )
Address: City: State: ; Zip:
Mailing address R
Qccupation: Height: Weight: Date of birth: Sex;- M
SS#-or-Patient 1D: Emergency Contact: o Relationship: Home Phone: Cell-Phone:
( ) { )

inchide areq coules
1f-you are completing this form for another. person, what is your relationship to that person?

Youf Name R Relationshup

D6 you have any of the following diseases or problems: {Check DK If you Don't Know the answer t6 the question] Yes No DK
ACVE TUBICUIOSIS i i i s ey L T e s

Persistent cough greater than a 3 week duration
Cough that produces blood. vl ol o,

Been exposed 10 anyoNe WIth HUD eI UIO8IS L i e L e s e LY ke e 48 A e S s
If you answer vés to any of the 4 items above, please stop and return this form to the receptionist. B

D en ta i l n fO fma ti OnN ror the following questions, please mark (X) your responses to the following questions.

Yes - No. DK Yes No DK

Do your gums bleed when you brush or floss? el Voo B3 Doyou have earaches or neck pains? Lol iaainmmin, 1 R o
Are your teeth sensitive to cold, hot, sweets or pressure? ... 1P Do you have any clicking, popping or discomfort in thejaw? ..o L0 O
Does food or floss catch between your teeth? G103 Do you brux-or grind your teeth? o iiiinnianivnnin R U EE
Is your mouth dry 7. s et {30l Do you have sores.or ulcers inyour mouth? i I U
Have you had any periodontal {gumy treatments? .. {1 Do you wear dentures or partials? L iinaniianaaiian L N e |
Have you ever had orthodontic {bracesy treatment? i B0 130 L Do you participate in active recreational activities? Liniinion B PR I R
Have youhad-any problems associated with previous dental Have you ever-had a serious injury to your head or mouth?..... L doa
11 O eSO R T SRS RO S PO I P O 00 T bt of your last dental exam:

Is your home water supply fluoridated? i cnaiiinid, LBV B what was done at that time?

Do you-drink bottled or filtered water? i o, L I e

i yes, how often? Circle one: DAILY 7 WEEKLY / OCCASIONALLY Date of last dental x-rays:

Are you currently experiencing dental pain.or discomfort?..0 LB SR I Y

What is the reason for your dental visit today?

How do you feel about your smile?
Medical Information sesse mar (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes - No DK Yes - No DK

Ate.yau now under the care of a physician?. v B0 G T Hage vou had a'serious illness; operation or been

Physician:Name: Phone: includs arca vode hospitalized in the'past S years? .. nniiiinindninivan I R 5 R

( ! if-yes, what was the.iliness or problem?
Address/City/State/Zip:,
: ~Are you taking of have you recently taken any prescription

Areyouin good health? i i e 3L or over the counter mediCing(s)? i s LI RO X P I
Has there beeri any change:in-your general health within - 1f 5o, please list all, including vitamins, natural or herbal preparations

T PaS YOar T L e e Lo o130 andfor diet supplements:

if:-yes, what condition is being treated?

Date of last physical exan:

& American Dental Association, 2006
Form 5500




L5 *
: M e d ica ; ‘ 4] fQ rma t FON please freatk () your response to indicate if you have or have not hiw-any of the following diséases or problems.

(Check DK if you Don't Know the answer to the question) Yes No DK Yes No DK
Do you wear Contact Ienses? i i i Ch T Daryou use controlled substances {drugs)? R e B
Are you taking, or have you takeri; any diet drugs such:as Do you use tobacco (smoking, snuff, chew, bidis)? . s
Pondimin (fenfliuramine), Redux (dexphenfluramine} or if S0, how interested are you in stopping?
phen-fen enflluramine-phentermine combination)? ..ol aw SR {Circle one) VERY. 1 SOMEWHAT / NOT.INTERESTED
Are you taking or scheduled to begin taking either of the Do you drink alcoholic-beverages? Lo iinainn i i I
medications, alendronate (Fosamax®) or risedronate (Actonel®) if yes; how much-altcohol did you drink in the jast 24 hours?
for osteoporosis of Pagets disease . /il (SR e || yes, how much da you typi caliy drink In"a week?
Since 2001, were you treated or are you presently scheduled } WQMEN ONLY Are you:

110 begin treatment with the intravenous bisphosphonates } Pregnamt?.... ... il
{Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal Number of weeks:
complications resulting from Paget’s disease, multiple myeloma { Taking birth-control pills or hormonal replacement? .. s R
OF METASMAtc CONCEIT o ovonsisis s T L NUISING? v e e L G-a 0
Date Treatment began: ‘ 4
Joint Replacement. Have you had an orthopedic total joint thip, knee, élbow,; fnger) teplacemem? ....................................................................... [ NS
Date: i yes, have you had any complications?
Aldlergies - Are you allergic to or have you had a reaction 1o Yes  No DK
To-all yes responses, specify type of reaction. Metals i
Local anesthetics sl T Latex {rubber) o RO I e
Aspirin T p e odine . LR I R
Penicillin or other antibiotics Lo Hay fever/seasonal I R IR
Barbiturates, sedatives, or sleeping pills T s Animals L RO
Sulta-drugs : O e ols L R
Codeine or other-narcotics = ST T Other [ FE I e
Please mark (X) your response to indicate if you -have or have not had any of the following diseases or problems.

Yes: No DK Yes  No DK Yes  No. DK Yes.- No DK

HEAM MUFUT 0 P Anemias s o s T e ChroniC pamny i 0 TLT T Sleep disorder. e Ot s
Mitral valve prolapse..... Fiy | Blood wransfusion Ui I Disbetes Type o or -l T Mental health disorders o L L0
Artificial hiart valves .0 Eyomr e yes, dater Eating disorder i I Specify:
Rheumatic fever . P ) Hemophifia g Lo L0 Malnutrition oo Ll Tl Recurrentinfections . SR

o = L AIDS o HIV infection LU B T Gastrointesting! disease L oo T Type of infection:
Cardiovascular dtsease bl 2 Arthritis : O - GE Reflunpersistent Kidney problems.....o. [
Anging oo D i AyToimmune disease ol Tl cheartburn s T T D) Nightsweats i i
Arterinsclerosis. ol (20 Rheumatoid arthnitis .00 eI Uleers L OSteODOOSIS s e i
Congestive heart failure. o T2 000 Systamic Tupus Thyroid problems Ed e Persistent swollen glands
Coromary artery disease..... L T = Th erythematosus.. ot e T T Stroken T T T K e
Damaged hearl valves. o0 Choasthma s s e T Glaucoma i’ Lo Severe headaches/
Heart attack.. oo ST T Bronghitis T T Hepatitls, ;auncisce or HGraINes L T
Low blood pressure. . Aol Emphysema e D o) hiver disease e ul e Severe or rapid weight Joss o L
High blood pressure .0 TH P UL Sings trotble s i ST Epilepsy L ST T Senually transriutted disease .
Congenital heart-defects ..o oo L Tabereulosis s = fainting speds of seizures.. b Excessive unination. il s
Pacemaker. ..lo i ST T Cancer/Chemotherapy/ Neurological disorders .. o I-:"Have you been told that you snore?
Rheumatic heart disease..... i T Radiation Treatment’ b 0] If-yes, Specify: Yes / No' '/ -Notsure
Abnormal bleeding ..o, T L Chest pain poniexertion s i Have yau ever woken up gasping for air? Yes / No - Not sure
Has a physician or-previous dentist recommended that you take antibiotics prior 10 your dental treatment? .. i i i ol i, e o e
Name of physician or dentist making recommendation: Phone!
Do you have any disease, condition, or problem not Iisted abave that you think Eshould Know about? o i i o
Please explain:
NOTE: Both Doclor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
1 certify that | have read and understand the above and that the information given on'this form is accurate. | understand the importance of a truthful health
history and that my dentist and hissher staff will rely on this-information for treating me. | acknowledge that my guestions, if any, about inquiries set forth
above have been answered 10 my satisfaction. | will not hold my dentist; or any other member of his/her staff, responsible for any action they take or do not
take because of errors or omissions that | may have made in the completion of this form.
Signature of Patient/Legal Guardian Date:

FOR COMPLETION BY DENTIST

Comments:




Dr. Anthony T. Dioguardi
Crown Tower - 123 York Street
New Haven, CT 06511

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

“*You May Refuse to Sign This Acknowledgement™*

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

{Please 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

o o o g

Other (Please Specify)

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. - Any other use, duplication or distribution of this form by any other party requires
the prior written approval of the American Dental Association:

This Form is educational only; does not constitute logal advice, and covers only federal, not stats, faw {August 14, 2002}



SLEEP SCREENING QUESTIONNAIRE

DATE:

NAME:

DATE OF BIRTH:

AGE:

STREET ADDRESS:

CITY/STATE/ZIP:

HOME PHONE: BUSINESS:

SLEEP PHYSICIAN and LOCATION:

CELL:

PRIMARY CARE PHYSICIAN and LOCATION:

REFERRED BY:

SPECIALIST (Cardiologist, ENT, Neurologist):

DENTIST and LOCATION

MEDICAL INSURANCE COMPANY:

SECONDARY MEDICAL INSURANCE COMPANY:
HEIGHT WEIGHT

What are the chief complaints for which you are seeking treatment?
Please check all that apply

Frequent heavy snoring
Snoring that affects the sleep of others

LS N R

Insomnia
Waking up gasping for air

-

B

Feeling unrefreshed in the morning
Morning headaches

Morning hoarseness

Involuntary limb movements in sleep
Nocturnal teeth grinding

Jaw pain

Facial pain

Jaw clicking

S0 R N Y O 16 0 Y N O FER A BN

Significant daytime sleepiness that interferes with daily activity
I have been told that “I stop breathing” while sleeping

Inappropriate daytime napping (during conversation, driving, eating etc.)

Patient Signature

Date



THE EPWORTH SLEEPINESS SCALE

How likely are you to doze off or fall asleep in the following situations?

0 1 2 3

Check one in eachrow: Nochance  Slight chance Moderate  High chance
of dozing of dozing chance of  ofdozing
dozing

Sitting and reading 0 O 0 O
Watching TV 0 O U o
Sitting inactive in a
public place (e.g. a theater
or a meeting) O B O 0
As a passengerina car
for an hour without a
break O 0 o O
Lying down to restin the
afternoon when circumstances
permit B 0 0 B
Sitting and talking
to someone U t t B
Sitting quietly after
lunch without alcohol 0 t O 0
In a car, while stopped for
a few minutes in traffic 0 0 O O

Patient Signature Date



SLEEP CENTER EVALUATION

Have you ever had an evaluation at a sleep center [JYes ONo
If Yes:

Sleep center name:

Location: Sleep study date:

AFFIDAVIT FOR INTOLERANCE OR NONCOMPLIANCE TO CPAP

I, , have attempted to use a CPAP (Continuous
Positive Air Pressure) to manage my sleep-related breathing disorder (OSA-
Obstructive Sleep Apnea) and find it intolerable to use on a regular basis for the
following reason(s):

Mask leaks

An inability to get the mask to fit properly

Discomfort caused by the straps and headgear

Disturbed or interrupted sleep caused by the presence of the device
Noise from the device disturbing my sleep and/or bed partner’s sleep
CPAP restricted movements during sleep

CPAP does not seem to be effective

Pressure on the upper lip causing tooth related problems

Latex allergy

Claustrophobic

An unconscious need to remove the CPAP in the night

Other

Do oo oo n

Was CPAP therapy attempted for 45 days or more?

WAS CPAP RETURNED TO SUPPLIER?

Because of my intolerance/inability to use a CPAP, I wish to have my OSA
treated by Oral Appliance Therapy utilizing a custom fitted Mandibular
Advancement Device.

Patient Signature Date

OTHER THERAPIES OR ATTEMPTS

Please list any other therapies or attempts you may have tried for breathing/sleep disorders:
(E.g. surgery, quitting smoking, weight-loss attempts, other oral appliances, etc.)




HISTORY

Please check the option that best applies:

How often do you consume
alcohol within 2-3 hours of bedtime?

How often do you take
sedatives within 2-3 hours of bedtime?

How often do you consume
caffeine within 2-3 hours of bedtime?

Do you use tobacco (smoking, snuff or
chew)?

Never

Never

Once per week Several days Daily
per week
t L U
] o O
J u B
Occasionally Daily ~ Number of
cigarettes
per day
{] =

Please check if any members of your family have had:

Heart disease

High blood pressure
Diabetes

Cancer

IRt 5 R o

Diagnosed or treated for a sleep disorder

Patient Signature

Date



BERLIN QUESTIONNAIRE
SLEEP EVALUATION

1. Please complete the

following:

Height Weight
Age Male/Female

2. Do you snore?

O Yes
ONo
{1 Don’tknow

Ifyou snore:
3. Your snoring is:

[ Slightly louder than
breathing

[J As loud as talking

[ Louder than talking

1 Very loud (can be heard in
Adjacent rooms)

. How often do you snore?
[l Nearly every day

[13-4 times per week

(0 1-2 times per week
[11-2 times per month

[l Never or nearly never

. Has your snoring ever
bothered other people?
OYes

O0No

. Has anyone noticed that you
quit breathing during your
sleep?

[0 Nearly every day

[13-4 times per week

[11-2 times per week

[11-2 times per month

0 Never or nearly never

Patient Signature

. How often do you feel tired

or fatigued after your sleep?
I Nearly every day

(13-4 times per week

[0 1-2 times per week

[ 1-2 times per month

[J Never or nearly never

. During your wake time, do

you feel tired, fatigued or not
up to par?

[J Nearly every day

(13-4 times per week

[11-2 times per week

[0 1-2 times per month

[ Never or nearly never

. Have you ever nodded off or

fallen asleep while driving a
vehicle?

OYes

ONo

Ifyes, how often does it occur?

{J Nearly every day

0 3-4 times per week
(11-2 times per week

{0 1-2 times per month
[ Never or nearly never

. Do you have high blood

pressure?
[1Yes

3 No

O Don’t know




Anthony T. Dioguardi, D.M.D,
123 York Street
New Haven, CT 06511
Tel: (203) 777-2513
Fax: (203) 776-1714
Email: dentall23york@gmail.com

MEDICAL/DENTAL INFORMATION AUTHORIZATION

1, , authorize the release of copies
of all medical/dental records, including documents pertaining to treatment
and history, radiographs, photographs, and models from:

Dentist/Physician/Provider
Address
Telephone #
Fax#

Please send all of the requested information to;

Dentist/Physician/Provider
Address
Telephone #

Fax#

I also authorize the use of a photographic or facsimile reproduction of this
release to have the full force and effect of the original.

Patient Date



HIPAA PRI VACY FORM 1

‘the evision

'dehvery to the Qat:fent Imchag ing serviee delivered slectronica) !y after Aprﬂ 14, 2008. We must

make.a goodsfaith attempt to-dbtain written acknowlsdgement of receiptofthe Noticefrom the

patent, We st al ?Sfdﬁ‘és\ze %\éhéA?N@ﬂ@@;'&’3-‘\?58’-?5@‘@?!‘8‘?8& the office-for patients toreglest totake with

er‘tv o the abwp insgructions, mereaf»e,

In armanne wemust distribute the

Notice to-sach new p@b ent at thetime of sérvice-deli very-and: to- amy person. relyuesting & Notice.
W must alsp: pas’c the revised N@mce lnsour office as dfscussed above,

“ R
\ Dertdia

(Bitis perrlied Anyioiherisse: dupiga

i qnaieovtéas_:onwaéarsl.»:rirs_vs‘a'x‘e‘;:'

; H!PAA PR(VACY FGRMS
: 61



NOT!CE OF PRIVACY PRACTICES

THIS NOTICEDESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION 1S IMPORTANT TO US.

OUR LEGAL DUTY

We are requlired by applicable federal-and state law to maintain the privacy of your health information, We are also
required to give youthls Notice about our privacy practices; our legal duties; and your rights concerning your health
information. We must follow the privacy practices that are described In'this Naotice while 1tis Ineffect. This Notice
takes effect 1172005 and wiil remaln ineffect untll we replace It

We reserve the right to change our privacy-practices and the terms of this Notice at any {ime, provided such
changes are permitled by applicable faw, We reserve the right to-make the changes i our privacy practices and the
new terms of our Notice effective for all heaith information that we malintain, Including health information we creat:
ed or recelved before we made the changes. Before we make a significant change In our privacy practices, we will
change this Notice and make the new Notice avallable Upon request.

You may request a copy of our Notice at-any time. For more Information about our privacy practices, or for addition-
al-coples of this Notice, please contact us using the Information fisted at the'end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
Weuse and disclose health Information about you for freatment; payment, and healthcare operatlons. For example:

Treatment: We may use or disciose your-health Information to a physiclan or other healthcare provider pro-
viding treatment-to you:

Payment: We may use and:disclose your health information to obtain payment for services we provide 1o you;

Healthcare Operations: We may use and disclose your health Informiation iy connection with our healthcare oper-
atlons. Healthcare operations Include quality assessment and Improvement activitles, reviewing the competence or
qualifications of healthcare professionals; evaluating practitioner-and provider performance, conducting training
programs, accreditation; certification. licensing or credentialing activities.

Your Authorlzation: in addition to our use of your health Information for treatment, payment or-healthcare opera-
tlons, you may give us written authorization-{o use your health Information-or to disclose It to anyone for any pur-
pose.If you give us an-authorization, your may revoke It innwriting at any time. Your revocation will not affect-any use
or disclosures permitted by your authorlzatlon while it was in effect: Unless you glve us awritten authorization, we
cannot use or disclose your heaith: information for any reason exceplthose described in this Notice:

To Your Family and Friends: We must disclose your health information to you, as described In the Pallent
Rights section of this Notice: We may disclose your health information o a family member. friend or other person
1o the extent necessary to help with your healthcare or with payrent for.your healfthcare, but only If you agree that
We may do so.

Persons invoived In Care: We may use or disciose health Information to-notlfy, or-assistin the notification of
{Including identifying or locating) a family member, your personal representative or snother person responsible for
your care, of your-location, your general condition, or death. If you are present; then prior to.use or disclosure of your
health Information, we will provide you with an-opportunity 1o object to such uses or disclosures. In the event of your
incapacity.or emergency circumstances, we will disclose health information based ona determination using our
professionat judgment disciosing-only health information that is directly relevant 1o the person's Invalvement In your
healthcare. We will also use-our professlonal judgment and our experlence with common practice to make reason-
able inferences of your best Interest In allowing a person ta pick up filled prescriptions, medical supplies, x-rays; or
other similar forms of health Informatlon.

Marketing Health-Related Services: We will not use your health Information for marketing communications
without your writlen authorization.

Required by Law: We'may use or disclose your health Information when we are required o do so by.law.

Abuse or Neglect: We may disclose your healthy Informatlon 1o appropriate authoritles If we reasonably believe that
you-are a.possible viclim of abuse, neglect; or domestic violence or the possible victim . of other crimes. We may dis-
close your heslin information to the extent necessary to-avert a serfous threat to your health or safety or the health
or safety of others.
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Dr. Anthony Dioguardi
Towers Medical Center
123 York Street, Suite 2J
New Haven, CT 06511
(203) 777-2813

DIRECTIONS TO OUR OFFICE

GPS:

If you choose to use your GPS, set the address to 347 George St., New
Haven, CT and it should take you to the entrance of our attended
parking garage.

The entrance to our parking garage (sign marked CROWN TOWER/ TOWERS MEDICAL
CENTER) is 1/2 block on the left side of George Street between York and High Streets,
opposite the Frontier building.

Fromi-895 North

Take 1-95 N o exit 47 (Route 34 exit);

After you exit, make your way to the right lane. Continue straight on North Frontage Rd:
staying in the right lane (NOT THE TURNING LANE)

Take a right on to York Street;

Proceed one block to the next traffic light and make a right on to George Street;

The entrance to our parking garage (sign marked CROWN TOWER/TOWERS MEDICAL
CENTER) is 1/2 block on the left side of George Street between York and High Streets;
opposite the Frontier building.

From Derby Ave. or the Merritt Parkway;

Route 34 past the Yale Bowl; through Boulevard intersection; road becomes Derby Ave.;
then becomes George Street. Continue on George Street into New Haven.

The entrance to our parking garage (sign marked CROWN TOWER/TOWERS MEDICAL
CENTER) on the left side of George Street between York and High Streets, opposite the
Frontier building.

From [-91

Take 1-918 to Exit 1 (Route 34 exit);

Continue straight on North Frontage Rd. staying in the right lane (NOT THE TURNING
LANE)

Take a right on to York Street;

Proceed one block to the next traffic light and make a right on to George Street;

The entrance to our parking garage (sign marked CROWN TOWER/TOWERS MEDICAL
CENTER) is 1/2 block on the left side of George Street between York and High Streets,
opposite the Fronter building.

From Whitney Avenue:

Take Whitney Avenue; road becomes Temple Street; continue past the New Haven
Green and Temple Medical Building and proceed straight until road bends to right and
merges with North Frontage Road.

Stay in the right lane and continue straight on North Frontage Road.

Proceed two blocks to second traffic light and make a right on to York Street.

Proceed one block to the next traffic light and make a right on to George Street;

The entrance to our parking garage (sign marked CROWN TOWER/TOWERS MEDICAL
CENTER) is 1/2 block on the left side of George Street between York and High Streets,
opposite the Frontier building.

“**Qur attended parking garage charges a $2 fee to park.



