DENTAL REGISTRATION AND HISTORY

!! PATIENT INFORMATION

Date

SS/HIC/Patient ID #

Patient Name

@ DENTAL INSURANCE

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Last Name
Group #
First Name Middle Initial . = !
St Is patient covered by additional insurance? []Yes []No
Address
Subscriber's Name
E-mail
Birthdate SS#
City
Relationship to Patient
State Zip
Insurance Co.
Sex (JM [JF Age
Group #
Birthdate
ASSIGNMENT AND RELEASE
] Married [] Widowed [ Single ] Minor | certify that |, and/or my dependent(s), have insurance coverage with
; and assign directly to
[[] Separated [[] Divorced [[] Partnered for years i ol Feieri Cocpnis)
Patient Employer/School Dr. e
Occupation any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize
Employer/School Address 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
Employer/School Phone ( ) 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.
Spouse’s Name
Birthdate
Signature of Patient, Parent, Guardian or Personal Representative
SS#
Spouse’s Employer Please print name of Patient, Parent, Guardian or Personal Representative
Whom may we thank for referring you? e :
Date Relationship to Patient
@ PHONE NUMBERS
Home ( ) Work ( ) Ext Cell Phone ( )
Spouse’s Work ( ) 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 Burning sensation on tongue [JYes [JNo Mouth breathing [OYes [JNo
Chew on one side of mouth [JYes [INo Mouth pain, brushing OYes [ No
Cigarette, pipe, or cigar smoking []Yes [JNo Orthodontic treatment [JYes [JNo
Former Dentist Clicking or popping jaw [JYes [INo Pain around ear [IYes [1No
City/State Dry mouth [JYes []No Periodontal treatment [OYes [ No
Bt i st dhecsalvin Fingernail b.iting [JYes []No Sensitivity to cold [OYes []No
Food collection between the teeth []Yes []No Sensitivity to heat [dYes [No
Date of last dental X-rays Foreign objects [JYes [JNo Sensitivity to sweets [OYes []No
Place a mark on “yes” or “no” to indicate if you Grinding teeth [JYes []JNo Sensitivity when biting [(JYes [JNo
have had any of the following: Gums swollen or tender [JYes [1No Sores or growths in your mouth [JYes []No
Bad breath [JYes [JNo Jaw pain or tiredness W LN oo s do you floss?
Bleeding gums [JYes [JNo Lip or cheek biting [OYes []No
Blisters on lips or mouth [JYes [JNo Loose teeth or broken fillings [1Yes [[JNo How often do you brush?

(Vers.D25SS04)

-OVER-

#20558 - © 2004 Medical Arts Press® 1-800-328-2179



:g ‘ HEALTH HISTORY

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). (JYes [ No

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

AIDS/HIV [JYes [1No Epilepsy [OYes []No Respiratory Disease [OYes [ONo
Anemia OYes [JNo Fainting or dizziness OYes []No Rheumatic Fever [OYes [JNo
Arthritis, Rheumatism [OYes [1No Glaucoma [OYes []No Scarlet Fever [JYes [INo
Artificial Heart Valves [JYes []No Headaches [COYes []No Shortness of Breath [OYes []No
Artificial Joints [OYes [No Heart Murmur [OYes [ No Sinus Trouble [JYes [JNo
Asthma [OYes []No Heart Problems COYes []No Skin Rash [JYes [JNo
Back Problems [JYes [ONo Hepatitis Type [JYes [No Special Diet [OYes [INo
Bleeding abnormally, with [OYes []No Herpes [JYes [No Stroke [JYes [ No
extractions or surgery High Blood Pressure [IYes [JNo Swollen Feet or Ankles [IYes [INo
Blood Disease [IYes [INo Jaundice [IYes []No Swollen Neck Glands [IYes [JNo
Cancer CJYes [INo Jaw Pain [OYes [1No Thyroid Problems [OYes []No
Chemical Dependency [JYes [JNo Kidney Disease [JYes [JNo Tonsillitis [IYes [1No
Chemotherapy [lYes [INo Liver Disease [ClYes [ No Tuberculosis ClYes [JNo
Circulatory Problems [IYes []No Low Blood Pressure [OYes [JNo Tumor or growth on head or [JYes []No
Congenital Heart Lesions [OYes []No Mitral Valve Prolapse []Yes []No neck
Cortisone Treatments [JYes []No Nervous Problems ClYes []No Ulcer [OYes [ No
Cough, persistent or bloody []Yes []No Pacemaker [lYes [No Venereal Disease [JYes []No
Diabetes [JYes [No Psychiatric Care [IYes []No Weight Loss, unexplained [OYes [JNo
Emphysema LlYes [1No Radiation Treatment [IYes [1No

Do you wear contact lenses? []Yes []No

Women:

Are you pregnant? [ ]Yes []No Due date Are you nursing? []Yes []No

Taking birth control pills? [1Yes []No

MEDICATIONS ALLERGIES
L;st any medications you are currently taking and the correlating diagno- [[] Aspirin [] Local Anesthetic
= [ Barbiturates (Sleeping pills) [] Penicillin
[] Codeine [[] Sulfa

Pharmacy Name [ lodine [] Other
Phone ( ) [] Latex

! ‘ i UPDATES (To be filled in at future appointments)

Has there been any change in your health since your last dental appointment? []Yes [] No

For what conditions?

Are you taking any new medications? If so, what?
Patient’s Signature Date
Doctor’s Signature Date

Y

Has there been any change in your health since your last dental appointment? []Yes [ No

For what conditions?

Are you taking any new medications? If so, what?

Patient's Signature Date

Doctor's Signature Date




DR. FRED CURCIO
57 MOUNT VERNON STREET
RIDGEFIELD PARK, NJ 07660

(201) 440-5533

OFFICE POLICY

Due to the amount of time restorative procedures take, we will require a NON-REFUNDABLE
deposit of $250. This deposit will be credited toward the cost of dental services rendered on the

day of the appointment. We will retain the deposit only if the appointment is not cancelled within

48 hours.

Print Name Date:

Signature



AUTHORIZATION TO CHARGE CREDIT/DEBIT CARD

L, , GIVE PERMISSION FOR DR.
CURCIO TO CHARGE THE REMAINING BALANCE AFTER INSURANCE PAYMENT IF
I DO NOT REMIT PAYMENT WITHIN 45 DAYS. ] UNDERSTAND THAT I AM

RESPONSIBLE FOR ALL CHARGES REGARDLESS OF THE OUTCOME OF MY
INSURANCE CLAIM.

CARD # AAY

EXP. DATE ZIP CODE

SIGNATURE

PLEASE BE ADVISED OF OUR OFFICE POLICIES:

e WE ASK FOR A 24 HOUR NOTICE OF CANCELLATION TO AVOID A BROKEN
APPOINTMENT FEE of $100 FOR THE FIRST HOUR AND $50 EVERY OTHER
HALF AN HOUR RESERVED FOR YOU.

e PAYMENTS PAST 45 DAYS ARE SUBJECT TO A 1.5% MONTHLY CHARGE.

e ALL ACCOUNTS SENT TO COLLECTIONS WILL INCUR AN ADMINISTRATIVE
FEE OF $75.

¢ THERE WILL BE A $1.00 CHARGE FOR ALL NON-INSURANCE BILLING.

e [REALIZE THAT FAILURE TO KEEP THIS ACCOUNT CURRENT MAY RESULT
IN THE OFFICE BEING UNABLE TO PROVIDE ADDITIONAL SERVICES
EXCEPT FOR EMERGENCIES.

SIGNATURE




HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use or disclose protected health information.

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your signature that you
have reviewed our notice before signing this consent.

The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date.
You have the right to restrict how your protected health information is used and disclosed for treatment, payment or healthcare
operations. We are not required to agree with this restriction, but if we do, we shall honor this agreement. The HIPAA (Health

Insurance Portability and Accountability Act of 1996) law allows for the use of the information for treatment, payment, or
healthcare operations.

By signing this form, you consent to our use and disclosure of your proteéted healthcare information and potentially anonymous
usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such a revocation will not

be retroactive.

By signing this form, I understand that:

e Protected health information may be disclosed or used for treatment, payment, or healthcare operations.

* The practice reserves the right to change the privacy policy as allowed by law.

* The practice has the right to restrict the use of the information but the practice does not have to agree to those

restrictions.
¢ The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.
* The practice may condition receipt of treatment upon execution of this consent.
May we phone, email, or send a text to you to confirm appointments? YES NO
May we leave a message on your answering machine at home or on your cell phone? YES NO

May we discuss your medical condition with any member of your family? YES NO

If YES, please name the members allowed:

This consent was signed by:

(PRINT NAME PLEASE)
Signature: Date:
Witness: i Date:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT

For office use only: -

Patient refused to sign. The following circamstances prohibited the patient from signing the
acknowledgment: ‘

Office Personnel (signature) Office Personnel (print)

Date:




