Welcome

We are pleased to welcome you to our practice. Please take afew minutesto fill out the form as
completely as you can. If you have questions we'll be glad to help you.
We look forward to working with you in maintaining your dental health.

Patient Information:

Date: Home Phone: ( ) - Cél Phone: (__) -

Name: SS/HIC/Patient | D#
Last Name First Name Middle Initial

Address: E-mail:

City: State: Zip:

Sex: M [IF Age Birthdate

[IMarried [JWidowed []Single[]Minor

[ ISeparated [ |Divorced [ ]Partnered for years

Patient Employer/School Occupation

Employer/School Address Employer/School Phone ( )

Whom may we thank for referring you?

In case of emergency who should be notified? Phone ( )

Primary Insurance:

Person Responsible for Account

Last Name First Name Middle Initial
Relation to Patient Birthdate | D#/SSH
Address (If different from patient’s) Phone ( )
City State Zip
Per son Responsible Employed By Occupation
Business Address Business Phone(__ )
I nsurance Company
Contract # Group# Subscriber#

Names of other dependents covered under thisplan




ADDITIONAL INSURANCE

I's patient covered by additional insurance? []Yes [ |No

Subscriber Name Relation to Patient Birthdate
Address (if different from patient’s) -Phone ( )

City State Zip

Subscriber Employed by Business Phone (

I nsurance Company Soc.Sec #

Contract # Group # Subscriber#
Names of other dependents covered under thisplan

Dental History

Reason for Today’s Visit Date of last dental care

Former Dentist Date of last dental X-rays

Address

Check (\/) If you have had problemswith any of the following:

[ |Bad Breath [|Grinding Teeth []Sensitivity to hot

[Bleeding gums [ILoose teeth or broken fillings [ ]Sensitivity to sweets

[Sensitivity when biting
[ISores or growths in your mouth

[IClicking or popping jaw [|Periodontal treatment
[IFood collection between teeth [ ]Sensitivity to cold

How often do you floss? How often do you brush

Medical History

Physician’s Name Dateof Last Visit

Have you ever taken any of the group of drugs collectively referred to as“fen-phen?” These include
combinations of lonimi, Adipex, Fastin (brand names of phentemine), Pondimin (fenfluramine) and
Redux (dexfenfluramine). [ ] Yes [INo

Have you had any seriousillnesses or operations? [ ]Yes[_INo If yes, describe

Have you ever had a blood transfusion? [_]Yes[_INo If yes, give approximate dates
Areyou pregnant? [ ]Yes[JNo Nursing? [ ]Yes[ INo Taking birth Control Pills[_]Yes[ |No

Check (\/) if you have or have had any of the following:

[JAnemia []Cortisone Treatments [ IHepatitis [ ]Scarlet Fever
L1Arthritis Rheumatism [ ]Cough, Persistent [ JHigh Blood Pressure [ ]shortness of Breath
[Artificial Heart Valves  [TJcough up Blood [JHIV/AIDS [Jskin Rash
[Artificial Joints [ |Diabetes [ ]Jaw Pain [Istroke
[]Asthma [ |Epilepsy [ ]Kidney Disease []Swelling of Feet and
[ |Back Problems [ JFainting []Liver Disesse []Ankies
[Blood Disesse [ ]Glaucoma [IMitral Valve Prolapse [ _|Thyroid Problems
[]cancer [ ]Headaches [JPacemaker [JTobacco Habit
[]Chemical Dependency [ JHeart Murmur [ ]Radiation Treatment [ ]Tonsillitis
[_]Chemotherapy [ ]Heart Problems [|Respiratory Disease [ Tuberculosis
[ICirculatory Problems [IHemophilia [ JRheumatic Fever [ Julcer

[ ]Venerea Disease

MEDICATIONS ALLERGIES

List medications you are currently taking:




AUTHORIZATION

| certify that 1, and/or my dependent(s) have insurance coverage with and
Name of Insurance Company

assign directly to Dr. al insurance benefits, if any, otherwise payable

to me for servicesrendered. | understand that | am financially responsible for all charges whether or not

paid by insurance. | authorize the use of my signature on all insurance submissions.

The above-named dentist 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 or the benefits payable to related services. This consent will end when

my current treatment plan is completed or one year for the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient
Payment isduein full at time of treatment unlessprior arrangements have been approved



ASSOCIATED DENTAL CENTER, LLC.

CONSENT FOR USE AND DISCLOURE OF
HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Address;

Telephone: E-mail:
Patient #: Social Security #:

SECTION B: TO THE PATIENT —PLEASE READ THE FOLLOWING STATEMENTS
CAREFULLY

Purpose of Consent: By signing this form you will consent to our use and disclosure of your protected
health information to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices. You have the right to read our Notice of Privacy Practices before you
decide whether to sign this Consent. Our Notice provides a description of our treatment, payment
activities, and healthcare operations of the uses and disclosures we may bake of your protected health
information. A copy of your Notice accompanies the Consent. We encourage you tread it carefully and
completely before signing this Consent

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we
change our privacy practices, we will issue arevised Notice of Privacy Practices, which will contain the
changes. Those changes may apply to any of your protected health information that we maintain.

Y ou may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice at any
time by contacting:

PATRICIA TRUDGEON
973-383-7900 OR FAX 973-300-5766
183 HIGH ST., SUITE 2100, NEWTON NJ 07860

Right to revoke: You will have the right to revoke this Consent at any time by giving us written notice
of your revocation submitted to the Contact Person listed above. Please understand that revocation of this
consent will to affect any action we took in reliance on this Consent before we received your revocation,
and that we may decline to treat you or to continue treating you if you revoke this Consent.

SIGNATURE

I, , have had full opportunity to read and consider the contents of this Consent
form and your Notice of Privacy Practices. | understand that, by signing this Consent form, | am giving my
consent to your use and disclosure of my protected health information to carry out treatment, payment
activities and health care operations.

Signature: Date:

If this Consent is signed by personal representative on behalf of the patient, complete the following:

Personal Representative’s Name
Relationship to Patient:

YOU ARE ENTITLED TO A COPY OF THISCONSENT AFTER YOU SIGN IT.
Include completed Consent in the patient’s chart.




ASSOCIATED DENTAL CENTER, LLC

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

*You May Refuseto 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.

[] Other (Please Specify)

PLEASE PRINT OUT THISFORM AND BRING IT INWITH YOU TO THE DENTIST OFFICE



