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p@ZW ﬂkbf(ﬂm Patient Number

Today's date

First name Middle initial Last name

| prefer to be called (nickname, etc.) O Male [ Female

Address City. State ZIP
Date of birth Social security no.

Home phone | ) - Work phone ( ) = Cell phone ( ) 2
Primary contact number (please check one) 0 Home 0 work O cell Best time to call

Fax ( ) = E-mail Driver’s license no.

Employer Occupation

Spouse’s name Spouse's employer

Whom may we thank for referring you?

If the patient is a child
School School phone ( ) - Grade

Dental 04[(42@%

Reason for today’s visit

Are you currently in pain? OYes ONo
If so, please describe:
Do you have any dental problems now? OYes 0ONo

If so, please describe:
Have you ever had trouble with a previous dental treatment? O Yes O No
If so, please describe:
Level of anxiety about seeing the dentist: (least) 1 2 3 4 5 (most)

Date of last dental exam Date of last cleaning Date of last full mouth X-rays
Procedure(s) done at last dental visit
Previous dentist's name

City State Phone ( ) -
Why are you changing dentists?

How often do you have dental examinations? How often do you brush your teeth?
How often do you floss? What type of bristles do youuse? OHard O Medium O Soft
What other dental aids do you use? (Electric toothbrush, toothpick, etc.)

Do you require antibiotics before dental treatment? OYes 0ONo Do you have frequent headaches? OYes 0ONo
Do your gums ever bleed? OYes ONo Do you clench or grind your teeth? OYes 0ONo
Have you noticed any mouth odors or bad tastes? OYes ONo Are your teeth sensitive to heat/cold? OYes [ONo
Do you bite your lips or cheeks frequently? OYes [ONo Do you still have your wisdom teeth? OYes ONo
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New Latient Information

Jason H. Seo, DDS, MS

Have you ever had:

Periodontal disease/gum treatment OYes ONo Discomfort in your jaw joint (TMJ/TMD) O Yes O No
Orthodontics treatment OYes ONo Your teeth ground or bite adjusted OYes 0ONo
Oral surgery OYes ONo Serious injury to the mouth or head OYes ONo
A bite plate or mouth guard OYes 0ONo

If yes to any of the previous questions, please describe

Is there anything else about your past dental treatment(s) that you would like us to know?

Have you been hospitalized or under the care of a medical doctor during the past 2 years? OYes [ONo
If yes, for what?

Hospital or Physician's name Phone

Hospital or Physician’s City State

Have you taken any medications or drugs in the past two years? OYes ONo

Are you currently taking any medications or drugs? (including regular doses of aspirin or over-the-counter medicines) O Yes O No
If yes, please explain

Have you ever taken Fen-Phen? OYes ONo
If so, how long ago?
Have you been to the doctor to check for heart problems? OYes 0ONo
If so, what are the problems?
Do you use tobacco? OYes 0ONo Do you use alcohol or any other controlled substance? OYes [ONo
Women only:
Are you pregnant or think you may be pregnant? OYes [ONo Are you nursing? OYes ONo
Are you taking birth control pills? OYes 0ONo
Indicate which of the following you have had or have at present:
AIDS/HIV OYes O No Difficulty Breathing OYes ONo Lupus OYes ONo
Alcohol/Drug Abuse OYes ONo Emphysema OYes ONo  Mitral Valve Prolapse OYes 0O No
Allergies or Hives OYes ONo Epilepsy or Seizures OYes ONo  Nervousness/Anxiety OYes ONo
Anemia O Yes ONo Fainting or Dizzy Spells OYes ONo  Neurological Disorders OYes ONo
Arthritis/Rheumatism OYes ONo Frequent Headaches OYes ONo  Psychiatric/
Artificial Heart Valve OYes ONo Glaucoma OYes ONo Psychological Care OYes ONo
Artificial Bones/Joints OYes ONo HayFever OYes O No Radiation Therapy OYes ONo
Asthma OYes ONo Heart (Surgery, Disease, Rheumatic/Scarlet Fever OYes 0ONo
Blood Disease OVYes ONo Attack) OYes O No  Shingles/Chicken Pox OYes ONo
Blood Transfusion OYes ONo Heart Pacemaker OYes ONo  Sickle Cell Disease/Traits OYes ONo
Bruise Easily OYes O No Heart Murmur OYes O No  Sinus Trouble OYes 0ONo
Cancer/Chemotherapy OYes ONo Hemophilia/Abnormal Snoring/Sleep Apnea OYes ONo
Chest Pain OYes ONo Bleeding OYes ONo  Stomach Problems/Ulcers O Yes 0ONo
Cold Sores/Herpes OYes O No Hepatitis A B C (circle) OYes ONo  Stroke OYes O No
Colitis OYes ONo HighorlLowBlood Pressure O Yes O No  Swollen Ankles OYes ONo
Contact Lenses OYes ONo Hospitalized for Any Reason O Yes O No  Thyroid Problems O Yes ONo
Cortisone Medicine OYes ONo Jaundice OYes ONo  Tuberculosis (TB) O Yes ONo
Diabetes OYes 0O No Kidney Trouble OYes ONo  Tumors OVYes ONo
Diet (Special/Restricted) OYes O No LiverDisease OYes ONo Venereal Disease/STD OYes [ONo

Please list any serious medical condition(s) that you have ever had not listed above:

Are you aware of having an allergic (or adverse) reaction to any of the following:

Aspirin OYes ONo lodine OYes ONo  Sedatives OYes 0ONo
Codeine OYes ONo Jewelry/Metals OYes 0O No  SulfaDrugs OYes 0ONo
Anesthetics (i.e. Novocaine) O Yes O No Latex OYes ONo  Tetracycline OYes 0ONo
Erythromycin OYes 0O No Penicillin or Other Antibiotics O Yes 0O No  Other

Patient signature N-2




Who will pay this account?

Person Responsible for Payment

Name: _ _
OMale OFemale DOMarried OSingle O Other
Social Security #: Birth Date:
Phone (Home): (Work): Ext: Best time to call:
Address:
Street Apartment #
City _ State — Zip Code
Employment Information
The following Is for: [J the patient 3 the person responsible for payment
Employer Name: Occupation:
Address:
Ciy State Zip Code
Insurance Information
Primary
Name of Insured: Is insured a patient? O Yes O No
Last First ['])
Insured's Birth Date: D #: Group #:
insured's Address:
Street Ciy Siste Zip Code
Insured's Employer Name:
Address:
Stiate 2ip Code

Street City
Patient's relationship to insured: O Self O Spouse O Child O Other,
insurance Plan Name and_Address:

Secondary
Name of Insured: Is insured a patient? O Yes 0O No
Last Furst Mi

Insured's Birth Date: D# Group #:
Insured's Address:

Streel (o177 SGle TpCode
Insured's Employer Name:

Address:
State Zip Code

Street Ciy
Patient's relationship to insured: O Self O Spouse O Child O Other,
Insurance Plan Name and Address:

Consent for Services .
As & condition of your treatment by this office, financial arrangements must be made in advance. The practice depends upon reimbursement from the patients for the costs incurred in their care and
fingncial responsibility 01 the pant of each patient must be determined before treatment.

All emeargency dental services, or any dental services performed without previous financial amsngements. must be paid for in cash at the Lme services sre performed.

Palisnts who carry dental insurance understand that gll dental servces turnished are charged directly to the patient and that he or she 1s personally responsible for payment of all dental services. Ths
office will help prepare the patients insurance forms or assist in making collections from insurance companies and will cred:t any such coltections to the patient’s account. However, this dental office
cannotl render services on the assumption that our charges will be paid by an insurance company.

A service charge of 1%% per month {18% per annum) on the unpaid balgnce will be charged on all accounts exceeding 60 days, unless previcusly written financial srrangements sre satisfied.
1 understand tha! the fea astimate listed for this dental care can only be extended for @ period of six months from the date of the patient examination.

in consideration for the professional services rendered to me, or a1 my reguest, by the Doctor, | agres to pay therefore the reasonable value of said services (o said Doctor, of his assignee, 8t the tme
said services are rendered, or within five (S) days of Billing if credit shall be extended. | further agree thal the reasonsble vaiue of said services shail be as billed uniess objected to, by me, in writing,
within the time for payment thereof, | further agree that 8 waiver of any breach of any time or condition hereunder shail not constitute 8 waiver of any further term or condition nd | further agree to pay
8!l costs and reasongble attornay fees if suit be instituted hereunder.

1 grant my permission o you or your 8ssignee, {0 telephone me at home or at my work to discuss matters related to this form.
| have read the above conditions of treatment and payment and agree to their content.

Date: Relationship to Patient:

Signature of patient, parent or guardian

Date: Relationship to Patient:

Signature of guarantor of payment/responsible party




Our Policy on Finances

Thank you for choosing us as your dental care provider. We are commitied to your
successful treatment. Please understand that payment of your bill is considered past of
your treatment. This is a statement of our Financial Policy, which we require that
patients read and sign before any treatment.

FULEPAYMENT IS DUE AT TIME OF SERVICE.
WE ACCEPT CASH, CHECKS. OR VISA/MASTERCARD/AMERICAN EXPRESS.
WE OFFER AN EXTENDED PAYMENT PLAN WITH PRIOR CREDIT APPROVAL.

Insurance—We will accept assignment of your insurance benefits. However, depending
upon the terms of your coverage, we require that 10-50% of the bill be paid at time of
service. The balance is your responsibility whether your insurance company pays or not.
We cannot bill your insurance company unless you give us your insurance information
and an original claim form. Your insurance policy is a contract between you and your
insurance company. We are not a party to that contract. Please be aware that some and
perhaps all of the services provided may be non-covered services and not considered
reasonable and necessary under your dental insurance plan. We will make all attempts to
advise you of any non-coveredtreatments and the percentage of such treatments that will
be your personal responsibility.

Usual and Customary Rates-Our practice is committed to providing the best treatment for
our patients and we charge what is usual and customary for our area. You are responsible
for payment regardless of any insurance company's arbitrary determination of usual and
customary rates. This specifically applies to insurance that pays on fee schedules.

Missed Appointments-Please cancel appointments you are unable 10 keep at least 24
hours in advance. Be aware that it is our policy to charge for missed appointments at the
rate of a normal office visit if not cancelled as requested. Please help us serve you better
by keeping your scheduled appointments.

I recognize that any of the fees charged to me by you for your services are primarily my
responsibility despite any insurance coverage. Should the insurance fail to pay. |
understand that | will be personally responsible for the payment of those fees. [ further
understand that should I fail to pay any fees due to your office and you refer my.account
10 a lawyer. 1 will pay a lawyer’s fee equal to 33 1/3% of the balance due plus any and all

court costs and other costs.

I understand that if I do not abide by the terms and conditions of the payment
requirements concerning fees for services billed to me that I will be charged 1.5% interest

per month on any outstanding unpaid balance.

X Date

(Print Name)




330 RATZER ROAD
WAYNE, NEW JERSEY 07470

TELEPHONE 696-5258

ACKNOWLEDGEMENT OF RECEIPT OF
- NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

l, ' -, have received a copy of this office’s Notice of
Privacy Practices.

{Please Print Name}

{Sigﬁature}

{Date}

For Office Usé Only

Wé attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowiedgement could not be obtained because:

O Individual refused to sign

a Communications barriers prohibited obtaining the acknowledgement

a An emergency situation prevented us from obtaining acknowledgement
O

Other (Please Specify)

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists end 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 Assoclation.
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330 RATZER ROAD ,
WAYNE, NEW JERSEY 07470

. NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED ANU
o HOW YOU CAN GET ACCESS TO THIS INFORMATION.

" PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

« % i J

- OUR LEGAL DUTY . .
" We_are required by applicable federal and state law lo mainlain the privacy of your heallh information. We are also
- requlred to give you (his Notice about our privacy practices, our legal dulies, and your rights concerning your health

. “Information. We must follow the privacy practlices thal are described In this Nolice while il is in elfecl. This Nulice
* takes-efiect (MMWDD/YR), and will remain in effect until we replace il. :

.. Wo" reserve the right lo change our privacy praclices and the terms of this Notice al any time, provided such
. changes are permiited by applicable law. We reserve the right to make the changes in our privacy praclices and the
new lerms of our Nolice effeclive lor all health informalion thal we malntain, including health informalion wo created

or recelved before we made the changes, Before we make a slignificant change in our privacy practices, we will
ehal)ge Uils Notice and make the new Nollce available upon request.

You may request a.copy of our Notice al any time. For more Information about our privacy praclices, or for
addillonal copies of this Notice, please conlacl us using the information listed al the end of this Nolice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatinent, paymen, and healllicare operalions. For example:

Treatmenl: We may use or disclose your heallh information lo a physician or other healihcare provider providing
_ lreatment lo you, B

Payment: We may use and disclose your health lnlotm'at.lon fo oblain payment for services we provide (v you.
Healthoare Operations: We may use and disclose imu; health informalion in conneclion with our healthcare
operalions. Healthcare operatlons Include qualily assessment and improvement aclivities, reviewing lhe

competence or qualificatlions of heallhcare professionals,” evalualing praciilioner and provider performance,
conduciing training programs, accreditation, cerlification, licensing or credentialing aclivities.

Your Authorization: In addilion to our use of your health information for realment, payment ur heallhcare

operallons, you may give us wiillen authorizallon (o uss your health Information or to disclpse i( o anyone for any

purpose. Il you give us an aulhorization, you may revoke il in writing al any time. Your revocalion will not alfect any

use or disclosures permilied by your authorizailon while il was in effect. Unless you give us a wrillen aulhorizalion,
* We cannol use or disclose your health Informalion for any reason excepl those described in this Nolice.

To Your Family and Friands: We must disclose your health information to you, as described in the Patient Rights
section of this Nolice. We may disclose your heallh information to a family member, friend or other person to the

::l::l nacessary fo help with your heallhicare or with payment (or your heaithcare, but only if you agree thal we may

Parsons Involved In Care: We may use or disciose health information to notily, or assist in the nolificalion of
(including dentifying or localing) a family member, your personal representative or another person responsible for
- your care, of your location, your general condition, or death. If you are presenl, then prior 0 use or disclosure of
your heallh information, we will provide you with an opportunily to object 10 such uses or disclosures. in the event of
your incapacily or emergency circumslances, we will disclose health information based on a determinalion using our
professional judgment disclosing only health information that is direclly relevant (9 the person's involvement in your
healihcare. Weo will also use our prolessional judgment and our experience wilh conunon praclice lo make

reasonable inferences of your best Interest in allowing a person to pick up filled presciiptions, medical supplies, x-
rays, or other simllar forms of health informalion,



Marketing Health-Relaled Services: We will not use your health information for marketing conumunicalions without
your wrillen authorization,

" Required by Law: We may use or disclose your health informalion when we are required to do so by law.

Abuse or Neglect: We may disclose your heallh information lo appropriale aulhorilies if we reasonably beheve thal
you are a possible viclim of abuse, neglect, or domestic violence or the possible viclim of other crimes  We may

disclose your heallh inforniation to the extenl necessary to averl a serious lhreat to your health or salely or {he
healih or safety.of others. .-

- National Securily: We tﬁoy disclose to mililary authorities the health information of Armed Forces paisonnel under
cerlain clrcumstances.. We may disclose’ to authorized federal officials heallh information required lor lawiul
intelligance, counterintelligence, and other national securily aclivilies. We may disclose to correctional institution or

law enforcement official having lawiul cuslody of protecied health information of inmale or patient under cerlain
circumslances, ,

Appolnlméht Reminders: We may use or disclose your heaith lnlonnélipn lo provide you wilh appuintiment
reminders (such as voicemail messages, posicards, or lellers).

PATIENT.RIGHTS

Access: You have the right to look at or gel coples of your health information, with limiled exceplions. You may

- .. tequest thal we provide coples in a lormal other than pholocopies. We will use the formal you request unless we
cannol praclicably do so. (You musl make a request in wrillng 1o oblain access lo your heallh information.  You may

‘¢, oblain a form (o request access by using the conlact information listed al the end of this Notice. We will charge you

a reasonable cost-based fee for expenses such as coples and stalfl time. You may also request access by sending
us a leller lo lhe address al the end of this Nolice. If you request copies, we will charge you $0. ___ tor each paye,
$___ per hour for slalf time to locate and copy your health information, and postage if you wanl the copies mailed to
you. il you request an ailernative lormat, we will charge a cosl-based fee lor providing your heallh information in
that formal. U you prefer, we will prepare a summary or an explanation of your health information for a fee. Contact
us using the (nformation listed at the end of this Notice for a full explanation of our fee stiuclure.)

Disclosure Accounling: You have the right lo receive a list of inslances in which we or our business associntes
disclosed your heaith informalion for purposes, other than trealment, payment, heallhcare operations and ceslain
other aclivities, for the last 8 years, bul not before April 14, 2003. If you request this accounting more than once in a
12-month period, we may charge you a reasonable, cosl-based (ee for responding lo these additional requests.

Restriction: You have the right to requesl that we place additional restrictions on our use or disclosute uf your

heallh information. We are not required lo agree lo these addilional restrictions, bul if we do, we will abile by our
- sgreementi (axcept in an emergency). '

Alternalive Communication: You have the right to request thal we communicale wilh you about your health
informalion by aftemalive means or o alternative locations. (You must make your request in writing.) Your
request must specify the allemalive means or location, and provide salisfactory explanation how payments will be
handled under the ailemalive means or location you request. - :

s

Amendment: You have the sight to request that we amend your health information. (Your requ'é.sl musl be in

wriling, and Il must explain why the information should be amended.) We may deny your request under certain
circumsiances,

QUESTIONS AND COMPLAINTS
Il you want more information about our privacy practices or have questions or concerns, please contaci us.

if you are concerned that we may have violated your privacy rights, or you disagree with a decision we made aboul
access 1o your heaith information or (n response lo a request you made 1o amend or restricl the use or disclosure of
your health Information or to have us communicate with you by altemalive means or al allernative locations, you may
complain 1o us using the contact (nformation lisled at the end of this Notice. You also may submil a wrillen
complaint lo the U.S. Departiment of Heallth and Human Services. We will provide you willy' the address lo file your

complaint with the U.8. Department of Health and Human Services upon request.

We support your right lo the privacy of your health information. We will not relaliale in any way il you choose lo file a
complainl with us or with the U.S. Depariment of Heallh and Human Services.



