PATIENT INFORMATION

First Name: Ml Last: Nick Name:
Home Phone: Work Phane: Gell Phone:
DOB: Q Mals () Female $8#:
Address: City: State: 2ip:
Employer:
State 1D/Driver's License #: E-mail Address:
Name of Physician: Physician Phons:
In case of Emergency Contact: Relattonship: Phone:
How did you hear about our office?
Patient Health History

Do you have a history of:

Yes No Yes HNo Yes No Yes No
ALDSHIVPgsilive ©O QO Excessive Bleeding o u Jaundice 000 Respiratory Problems/Disorders ) U
Alcoholism 0O 0 Epilepsy o Q Kidney Disease o 0 Rheumatic Faver d a
Allergies a o Glaucoma o Q Kidney Dialysis a o Rheumatism I
Anemia o Q Hay fever a Q9 Lalex Sensitivity . Scarlet Fever 2
Arthritis Q Qa Head injuries S Lupus g o Seizures/Fainting spells [
Asthma a o Hearing lmpaired a Q Low Blood Pressure a Sinus Problems a 0
Blood Disease a Heart Disease o o Mazlignancies o Q Stomach Ulcers a9 oo
Bone Disease Q 0 Heart Valve, Murmur o o Mitral Valve Prolapse a Q Stroke a D
Cancer o Q Hepatitis/Llver Disease Q Q Neck & Back Problems o o Thyrald Disease a Q
Chemical Dependency U QO Type(s} Nervous Problems/Disorders 1 O Tuberculosis a0 4
Chest Pain a Q Hepalitis Carrier a Q Pacemaker a g Tumors or growths J o a
Circulatory Problems QO Q High Blood Pressure Q 0 Prusthetic Joints g 0 Uicers |
Convulsions/Seizures 0O Q Hip or Joint replacement O O Psychiatric Care a Q Venereal Disease a Q
Diahates g HPV o a Radiation Treatment o Q

List any medications you are taking including nonprascription drugs:

Medical Questions

Do you have any disease/problem you think we should know about? D YES iNo

Are you allergic 1o any medications? Q YES T No If yes, please list below:

Are you in good health?

Date of last medical exam:

Have you had an allergis reaction to Bananas?

QYES QTNe

Do you smoke or chew tohacco?

Have you had Heart Surgery?

Have you ever been hospitalized? U1 YES [3No If yes, what was the problem

Are you now under ihe care of an MD?

Are you taking or have you ever taken bisphosphanates?

(Fosamax or Actonel lor asteoporosis, chemaotherapy, elc)

Have you had a transplant operalion that has depressed your immune system?

LYES QONo
QYES TNo
OYES QKo
LYES U No

L YES QNo

QYES ONo



Date:

FOR WOMEN ONLY:

Are you taking birth control pills? QO YES U Ne Are you nursing/breastfeeding? QO YES UNo

Ara you pregnant? QYES QO No Expacted delivery date: is there a possibility of pragnancy? QYES ONo

NOTE: Antibigtics (such as penicillin) may alter the effect of birth control pills. Cansult your physician/gynecologisi for assistance regarding additional methods of birth controf,

Dental History Information

Dr. Signature:

Date:

Revigwed by:

Dale of fast dental vislt?

Name of your previous dentist

Reason for foday's visit?

Do you snore? Q YES

Do you have prohlems with had breath? 0 YES

Have you ever had an allergic reactions to a crown, metal filling or

O Na

2 No

dental appliance? QYES ONo
Have you ever had an oral cancer screening? O YES U No

Have you ever used an electric toothbrush? O YES LINo
How often do you floss your teeth?

Are your teeth sensitive to hat, cold or pressure? QI YES <INo
Da yaur gums bleed when you brush? DYES QONe

On a scale from 1 to 18, with 10 being the highest, how important is your dental

Have you or a family member ever been treated for periodontal diseasa? health to you?
OYES QO No
1 2 3 4 § 6 7 8 9 10
Have you ever had complications from an extraction? JYES T Ne

Have you ever had a popping or clicking nsar your ear whan you chew?

Il you could change somathing about your smile what would if be:
2 Whiter

OYES TNo
O Straighter
Are you prone ta frequent headaches? QDYES QONo () Close space
Da you grind or clench your teeth? OYES O No Q raplace black mercury fitling with tooth colored restorations
Q repaly chipped taath
Do you have sores, hlisters or swelling on your gums lfps or cheeks? U replace missing teeth
ZJYES ONo
3 less gums showing
Have you ever had orthodontic treatment? OYES O No [ replace old crowns or caps thal don't match

| certify that | have read and understand the questions, above. | acknowledge that my guestions have been answered to my satistaction. [ wifl not hold my dentist or
any other members of his/her staff responsihle for any srrors that T have made in the completion of this form.

Adult/Guardian: | hereby consent to the treatment indicated on my examination form, including the use of any anesthetics, sedatives, or x-rays, as may he deemed

necessary by the doctor.

Patient:

Date:

Parent/Guardian (if patient is a minor):

Date:




PAYMENT ARRANGEMENT FORM

NAME OF PATIENT: ("patient”)

Payment Agreement:

| agree that | am responsible for all services rendered to the Patient and that payment is due and payable to the Practice at the time
services are rendered and that health, dental and accident insurance policies are an arrangement between my insurance carrier and me,
| agree to pay all deductibles and co-pays at the time of service (if | have dual insurance coverage, my co-pay or deductible will be
based on the primary coverage). | understand that while the Practice will file claims with my insurance company on my behalf, | remain
responsible to the Practice for what is not paid by my insurance company. | also understand that if the Practice cannot verify insurance
benefits eligibility for me prior to treatment that | will pay in full for the services at the time they are rendered. | understand that the
Practice may charge: 1) a late fee if payment on my account is not received by the due date; 2) an amount equal to $35.00, but not to
exceed the maximum amount permitted by law for each returned check, and 3) a fee for each appointment that is missed/canceled
without at least 24 hours advance notice. | agree to the extent permitted by law, that if my account balance is referred to any agency or
attorney(s) for collection purposes, to pay reasonable attorney’s fees and any expenses or costs refating to the collection proceeding,
including court costs. | understand that if treatment or care is suspended at any time by the patient, all fees for professional services
rendered will be immediately due and payable. | authorize payment directly to the Practice.

RESPONSIBLE PARTY:

Full Name: DOB: SSN#:

Street Address: City: State: Zip:
Home Phone: Work phone:

Employer Name:

INSURANCE INFORMATION:

Primary Insurance:

Primary Insurance Name: Address: Phone Number:

Name of Insured: Refationship: ________IDNumber:_______ Group Number:
Secondary Insurance:

Secondary Insurance Name: Address: Phone Number:

Name of Insured; Relationship; __ IDNumber: _____ Group Number:

| acknowledge having received a copy of the Practice’s Notice of Privacy Practices. | agree that a photocopy of this authorization is
as valid as the original.

Signature of Responsible Party: Date:
{10 tie signed even if Patient is also the Responsibia Party)




Berlin Dental Arts
7 Harker Ave. Suite 1
Berlin, NJ 08009

NOTICE OF PRIVACY PRACTIES ACKNOWLEDEMENT

| understand that, under the Health Insurance Portability & Accountability Act of 1996
(“HIPPA”), | have certain rights to privacy regarding my protected health information.
| understand that this information can and will be used to:

e Conduct, plan and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment directly and indirectly.

e Obtain payment from third party payers.

e Conduct normal healthcare operations such as quality assessments and physical
certifications.

| have received, read and understand your Notice of Privacy Practices containing a more
complete description of the uses and disclosures of my health information. | understand that
this organization has the right to change its Notice of Practices from time to time and that | may
contact this organization at any time to the address above to obtain a current copy of the
Notice of Private Practices.

| understand that | may request in writing that you restrict how my private information is used
or disclosed to carry out treatment, payment or healthcare operations. | also understand you
are required to agree to my requested restrictions, but if you do agree than you are bound to
abide by such restrictions.

Patient Name:

Relationship to Patient:

Signature:

Date:




Berlin Dental Arts
7 Harker Avenue, Suite 1
Berlin, NJ 08009

Cancellation Policy

We value your time and ours. Out of respect for our patients we do not double book any of our
appointments. We ask that any cancellations or rescheduling, please be done 24 hours in
advance. Any cancellation done within less than 24 hours will have a first time fee of $25.00.
Each time after that will be $50.00.

Initials

Collections Consent

You agree, in order for us to service your account or to collect monies you may owe, Grace
Family Dental Care and/or our agents may contact you by telephone at any telephone number
associated with your account, including wireless telephone numbers, which could result in
charges to you. We may also contact you by sending text messages or emails, using any email
address you provide to us. Methods of contact may include using pre-recorded/artificial voice
messages and/or use of automatic dialing devices as applicable.

Initials

Signature Date



