PATIENT INFORMATION

Date

B

DENTAL INSUVRANCE

Who is responsible for this account?

SS/HIC/Patient ID #

Relationship to Patient

Patient___

Insurance Co.

Address

Group # ==t ol

City

Is patient covered by additional insurance? [Yes []No

State Zip

Subscriber's Name

E-mail ___

Sex [JM [JF Age

Birthdate

Birthdate____

[] Married ] Widowed

[] Divorced

] Single
[[] Separated

Occupation

] Partnered for

Relationship to Patient

Insurance Co.

Group #

ASSIGNMENT AND RELEASE
| certify that |, and/or my dependent(s), have insurance coverage with

] Minor

years
and assign directly to

Name of Insurance Company(ies)

Patient Employer/School

R e e all insurance benefits, if
any, otherwise payable to me for services rendered. | understand that | am financially

Employer/School Address

rasponsible for all charges whether or not paid by insurance. | authorize the use of
my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose

such information to the above-named Insurance Company(ies) and their agents for

Employer/School Phone ( )

Spouse's Name __

the purpose of obtaining payment for services and determining insurance benefits or
the benefits payable for related services. This consent will end when my current
treatment plan is completed or one year from the date signed below.

Birthdate

Signature of Patient, Parent, Guardian or Personal Representative

Spouse's Employer

Please print name of Patient, Parent, Guardian or Personal Representative

Whom may we thank for referring you?

Date Relationship to Patient

PHONE NUMBERS

Home ( )

Spouse's Work ( )

Waork ( ) Ext Cell Phone (

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name

Relationship

Home Phone (

Work Phone (

DENTAL HISTORY

Reason for today’s visit

Former Dentist

City/State

Date of last dental visit

Date of last dental X-rays

Place a mark on “yes” or “no" to indicate if you
have had any of the following:

Bad breath
Bleeding gums
Blisters on lips or mouth

[JYes []No
ClYes [JNo

ClYes [JNo

Burning sensation on tongue
Chew on one side of mouth
Cigarette, pipe, or cigar smoking
Clicking or popping jaw

Dry mouth

Fingernail biting

Food collection between the teeth
Foreign objects

Grinding teeth

Gums swollen or tender

Jaw pain or tiredness

Lip or cheek biting

Loose teeth or broken fillings

Mouth breathing

Mouth pain, brushing
Orthodontic treatment

Pain around ear

Periodontal treatment
Sensitivity to cold

Sensitivity to heat

Sensitivity to sweets

Sensitivity when biting

Sores or growths in your mouth

How often do you floss?

How often do you brush?




HEALTH-HI}ICORY

Physician's Name

Date of last visit

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?" These include combinations of lonimin, Adipex, Fastin (brand

names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). [] Yes
Place a mark on "yes” or “no” to indicate if you have had any of the following:

AIDS/HIV

Anemia

Arthritis, Rheumatism
Artificial Heart Valves
Artificial Joints
Asthma

Back Problems

Bleeding abnormally, with
extractions or surgery

Blood Disease

Cancer

Chemical Dependency
Chemotherapy

Circulatory Problems
Congenital Heart Lesions
Cortisone Treatments
Cough, persistent or bloody
Diabetes

Emphysema

Do you wear contact lenses?
Women:
Are you pregnant? [ Yes

Taking birth control pills? [ ] Yes

[]Yes
[} Yes
[[1Yes
[[]Yes
[[]Yes
[[]Yes
[[]Yes
[]Yes

[Yes
[]Yes
[JYes
[]Yes
[]Yes
[]Yes
[]Yes
[JYes

[]Yes
[1Yes

lYes

] No

[] No
[] No
[ No
[] No
[ No
[ No
[ No
[ No

[[1No
[JNo
[ No
[JNo
[JNo
[JNo
[1No
[INo
[JNo
[JNo

] No

(I No

Epilepsy

Fainting or dizziness
Glaucoma
Headaches

Heart Murmur

Heart Problems
Hepatitis Type
Herpes

High Blood Pressure
Jaundice

Jaw Pain

Kidney Disease
Liver Disease

Low Blood Pressure
Mitral Valve Prolapse
Nervous Problems
Pacemaker
Psychiatric Care
Radiation Treatment

Due date

[ Yes
[]Yes
[[]Yes
[[]Yes
[]Yes
[]Yes
[JYes
[]Yes
[C]Yes
[JYes
[]Yes
]Yes
[lYes
[]Yes
[1Yes
[]Yes
[]Yes
[]Yes
[]Yes

[1No

[JNo
[JNo
] No
[ No
[T No
"] No
[ No
[INo
1 No
] No
[C1No
[1No
[C] No
[1No
] No
[1No
1 No
[[INo
[ No

Are you nursing? [] Yes

Respiratory Disease
Rheumatic Fever
Scarlet Fever
Shortness of Breath
Sinus Trouble

Skin Rash

Special Diet

Stroke

Swollen Feet or Ankles
Swollen Neck Glands
Thyroid Problems
Tonsillitis
Tuberculosis

Tumor or growth on head or
neck

Ulcer
Venereal Disease
Weight Loss, unexplained

I No

[]Yes
[JYes
[]Yes
[]Yes
[] Yes
[]Yes
[]Yes
[Yes
[]Yes
[1¥Yes
[1Yes
[1Yes
[]Yes
[]Yes

[1Yes
[]Yes
(] Yes

[ No
[INo
[ No
[[]No
[ No
[[1No
[[] No
[[1No
[1No
[] No
[[1 No
[[] No
[[] No
[[] No

[ No
[C] No
[] No

MEDICATIONS

List any medications you are currently taking and the correlating

diagnosis:

Pharmacy Name

Phone ( )

ALLERGIES

[] Aspirin

[] Barbiturates (Sleeping pills)

[[] Codeine
[ lodine

[ Latex

[] Local Anesthetic

[] Penicillin
[[] Sulfa
[] Other

U P DAT E S (To be filled in at future appointments)

Has there been any change in your health since your last dental appointment? [] Yes

For what conditions?

Are you taking any new medications?

Patient's Signature

If so, what?

Doctor's Signature

--------- o

Has there been any change in your health since your last dental appointment? [] Yes

For what conditions?

Are you taking any new medications?

Patient's Signature

If so, what?

Doctor's Signature




PERIODONTICS » DENTAL IMPLANTS

* TISSUE REGENERATION
N.J. SPECIALTY PERMIT # 3888

CORY WANATICK, D.M.D.

Diplomate of the American Board of Periodontology
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At AT PRACTICE POLICIES CONSENT

HEALTHCARE
PROFESSIONALS

Thank you for selecting us as your personal periodontal care team. To
promote a long-term mutually satisfying relationship, we would like to
explain our office policy regarding treatment, insurance, appointments,
and fees. PLEASE, read this carefully and ask any questions or bring up
any concerns you may have BEFORE treatment is rendered.

SUBMISSION TO TREATMENT IMPLIES YOUR CONSENT TO
TERMS OF THIS AGREEMENT.

TREATMENT: You will find our entire staff dedicated to helping you
improve your dental health as quickly as possible. Every effort will be
made to make your appointment as comfortable and pleasant as

possible. Please feel free to discuss your treatment with the doctor at
any time.

INSURANCE: If this office is able to accept your insurance company’s
assignment, the patient is still FULLY RESPONSIBLE for the charges for
treatment rendered. Your insurance MAY NOT COVER the services
or may only PARTIALLY cover them and any ESTIMATE given by this
office is considered a GUIDELINE until the final insurance is received
and the patient’s account is reconciled. The office can make NO

- GUARANTEE of the actual payment by your insurance company.

MISSED APPOINTMENTS: When we schedule your appointment, the
time is reserved exclusively for you. When you fail to notify us of your
inability to keep an appointment, another patient in need of dentistry is
unable to receive treatment. We request that you give us at least 24
hours notice when you realize that you cannot keep an appointment.
When the requested notice is not given, a fee of $25.00 per half hour
scheduled will be charged. For those whose schedules make it difficult
to effectively plan ahead, we ask that you do not schedule an
appointment in advanced, but that you call us the day you can come in
and we will be happy to see you then provided the time is available.

1563 PARKER AVENUE + FORT LEE, NEW JERSEY 07024 TEL. 201-461-4133 « FAX. 201-461-0795
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PERIODONTAL
HEALTHCARE
PROFESSIONALS

PAYMENT IS DUE AT THE TIME OF SERVICES: We accept cash,
- personal checks, Mastercard, Visa, American Express, Discover. When

insurance applies we will collect any deductible and estimated co-
payment at this time.

=

oS! 1

% |
T

We have two payment options available for patients needing extensive

work. ‘Bo.th must be approved before services are rendered. Please ask
receptionist for more information if interested.

SERVICE CHARGES:

MON:I'HLY .BlLLlNG: Even though an insurance claim has been
filed, you will receive a statement each month if there is a balance due

On your account, since you, not the insurance company, are responsible

for payment of your account. A $3.00 charge will be applied every

month to accounts with balances outstanding 60 days or longer,
regardless of outstanding insurance.

RETURNED CHECKS: There is a $25.00 fee for returned
checks. The check must picked up personally and cash must be paid to
cover the ;heck and the fee, . :

COLLECTION FEES: F

: ON | 'Fees incurred to enforce payment required
by this agreement will be chare:

. ged to the patient whose failure to pay,
required these fees to be incurred.

SIGNATURE: DATE:

PATIENT/PARENT OR LEGAL GUARDIAN
IF PATIENT IS A MINOR.

1563 PARKER AVENUE » FORT LEE, NEW JERSEY 07024

TEL. 201-461-4133 » FAX. 201-461-0796



(DENTAL)

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.

TMMIMWPM&WMMWG&{'HIPM’] is a federal program that requires
m:wwmmmrwmmm@dmwwmmmw
m,mm.mm.am.mmmmmmwm.qumm
sigriﬁ:antnewﬁgmsbmdermldandoumhw your health information is used. "HIPAA® provides
Wﬁ&sfmmvemdmﬁﬁasﬂmnimmmwmmmmm-
MWMW“HIPM'.Hmmmmwawwemmedmmammmepnvacyot
ywrhmlﬂuiﬂonnaﬁonandhwwenmymemdi:dmmhealmbﬁmmﬁm

- Tmmm,wm.amdemmmsewbesWWu

mrehmmmm.memﬂedﬂﬁsmmmmdeanhgm
Pmmwacﬁviﬁasaomaﬁngfmmemfam' confirming coverage, billing
mmlmawvﬁm.mxﬁhﬁonmhw.mmdmhmquewﬁnQabmbryMwsh
toyowirmmcmmwfupaymm_

Ymmmwmmmmmrmmm.mmmexmw
pmsemngawrmmreqamtompﬁvacyomer

Therigmto‘-mnea_ and copy your protected heaith information,
Tbezighttaameﬂdyourprotedadheam&'ﬁonmﬁon.

F-easecurmmformemnmﬁmu For more information about HIPAA

or to file a complaint-



NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand that, under the Health Insurance Port
certain rights to privacy regarding m
will be used to:

ability & Accountability Act of 1996 ("HIPAA"), | have
Y protected health information. | understand that this information can and

® Conduct, plan and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment directly and indirectly.
® Obtain payment from third-party payers.

® Conduct normal healthcare operations such as quality assessments and physician
certifications.

Patient Name

Relationiship to Patient:

Signature:

Date

_ ~ OFFICE USE ONLY
I attempted to obtain the patient’

S signature in acknowledgement on this Notice of Privacy Practices
Acknowledgement, but was un

able to do so as documented below:

Date:

| S

Initials: Reason:

ITEM 070-5862/25050 © MAY 2002



PATIENT AUTHORIZATION FORM

| hereby authorize you to use or disclose the specific information described below, only for the purposes and
parties also described below.

Description of the specific information to be used or disclosed:

Person or entity requesting the information and authorized to make the requested use or disclosure:

Recipient of the information:

This information is being requested for the following purpose(s):

This authorization shall remain in effect from the date signed below until
(expiration date or event)

| understand that:

® | may inspect or copy the protected health information to be used or disclosed

L may revoke this authorization in writing by contacting your office at the address above, attention
Privacy Officer.

® Information used or disclosed pursuant to the authorization may be subject to redisclosure by the
recipient and no longer be protected by HIPAA,

® | may refuse to sign this authorization and that you will not condition treatment or payment on me
providing this authorization (except to the extent that the authorization is for research-related
treatment, in which case you may refuse to provide that research-related treatment).

[ If this box is checked, | understand that you will receive compensation from a third party for the use or
disclosure of my information.

Patient Name: Signature:

Relationship to Patient
(if signed by personal representative of Patient): Date:

ITEM 070-5921/25940 © MAY 2002
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