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PATIENT INFORMATION

Welcome to our office! To assist us in serving you, please complete the following confidential form.
The information provided is important to your dental health.

Patient's name Preferred name Birth date

If minor, parents names Home phone Work phone
Mailing address State Zip
Employer Occupation

Spouse's name

Whom may we thank for referring you to our office?

Spouse's employer

O Unmarried
O Phonebook

BILLING, CREDIT, AND INSURANCE INFORMATION:

Your Social Security number:

Covered by spouse’s insurance? O yes 4 no

Spouse's dental insurance company

Dental Insurance Co.

U Not covered by dental insurance

Group number

Group number

Spouse's birthday

Social Security number

MEDICAL HEALTH HISTORY

Do you have or have you had any of the following?
(Please check any that apply)

Cancer or tumor

Heart ailment or angina

Heart murmur, mitral valve prolapse, heart defect

Rheumatic fever or rheumatic heart disease

Artificial joint or valve

High or low blood pressure

Pacemaker

Tuberculosis or other lung problems

Kidney disease

Hepatitis or other liver disease

Alcoholism

Blood transfusion

Diabetes

Neurologic condition

Epilepsy, seizures, or fainting spells

Emotional condition

Arthritis

Herpes or cold sores

AIDS or HIV positive

Migraine headaches or frequent headaches

Anemia or blood disorders

Abnormal bleeding after extractions, surgery, or trauma

Hayfever or sinus trouble

Allergies or hives

Asthma

Do you smoke or use chewing tobacco?

[y oy oy Sy

Qyes Uno

Are you allergic to, or have you reacted adversely to any of the
following?

Latex materials

Penicillin or other antibiotics

Local anesthetics ("Novocain")
Codeine or other narcotics

Sulfa drugs

Barbiturates, sedatives, or sleeping pills
Aspirin

Other:

ou taking any of the following?

Aspirin

Anticoagulants (blood thinners)
Antibiotics or sulfa drugs

High blood pressure medicine
Antidepressants or tranquilizers
Insulin, Orinase, or other diabetes drug
Nitroglycerin

Cortisone or other steroids
Osteoporosis (bone density) medicine
Other:

Are

O000O000OD0DO0OO0SY 00000000

Women:
O May be pregnant
Expected delivery date:
O Taking hormones or contraceptives

Name of your physician:

Do you have any disease, condition, or problem not listed above?

Please add anything else you would like us to know about:

Signature of patient (or parent)

Date
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I , consent to be a patient at the above named office and agree to a
radiographic and clinical examination. I also understand and consent to the following:

1. During the course of treatment, I may undergo procedures in all phases of dentistry including
periodontics (gum treatment and surgery), oral surgery, endodontics (root canals), fixed and
removable prosthodontics (crowns, bridges, and dentures), implant dentistry, restorative dentistry,
temporomandibular disorder treatment, sleep apnea treatment, oral pathology, pediatric dentistry, and
radiography.

2. I will provide a thorough and complete medical history, supply a full list of my medications with
dosages, and consent to my dentist communicating with my other medical practitioners to inquire
about any aspect of my health history.

3. No guarantees can be made about treatment outcomes, restoration longevity, or prognoses. [
understand that any branch of medicine, including dentistry, can involve unanticipated results.

4. Twill pay in full any cost of treatment or insurance copayments according to the office’s financial
policy. I understand that even if an insurance preestimate is given or a procedure has been
preapproved, I am responsible for any costs that my insurance does not cover.

5. My treatment plan may change at any time and I will do my best to approach my dental care with
optimism and open communication with my dentist, hygienist, and dental office staff.

6. Iam welcome to ask questions about any aspects of my dental care and will request information if I
am confused or need more information. I am responsible for clarifying any aspects of my treatment
that I am unsure about.

Patient or Guardian Name Date

Witness Date

147 Main Street, Lodi, NJ 07644
Tel: 862-247 -8030
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Handle Me With Care

| gag easily.

| feel out of control when | am lying down in the dental chair.

| have not been to the dentist for a long time and | feel uncomfortable about what dentist will say or
think about my teeth and my dental hygiene.

| know | have bad habits that are causing harm to my dental health. | am afraid | might not be able
to break them.

Pain relief is a top priority to me.

| don’t like shots or I've had a bad reaction to shots.

Please tell me what | need to know about my mouth so | can make an informed decision.
My teeth are very sensitive.

| don’t like the sound of that tool that makes the picking and scraping noise.

| don’t like cotton in my mouth.

| hate the noise of the drill.

| don’t like the dental office smells.

Please respect my time. | don’t want to be left sitting in the reception area.

| want to know the cost up front. No money surprises, please.

| have difficulty listening and remembering what | hear while sitting in the dental chair.

| have health problems and questions that we need to discuss.

| don’t like being left alone in the treatment area.

| have problems with my back.

| don’t like the chair tipped back too far.

| do not like to see dental instruments.

I need to talk to you first, without sitting in dental chair.

Other concerns | would like to talk about (Please specify):

147 Main Street, Lodi, NJ 07644
Tel: 862-247 -8030 Fax: 862-247-8032
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Financial Agreement

Our goal is to provide the highest quality of dental care possible and to have clear communication
of our financial policy.

ALL ACCOUNTS ARE DUE AND PAYABLE AT TIME OF SERVICE. If a procedure requires
multiple appointments, payment is required in full at the first appointment.

Payment options:

1. Cash

2. Check

3. MasterCard

4. Visa

5. Novus/Discover

6. Credit card authorization for recurring charges:
a. Treatment exceeds $200
b. Plan may not exceed 4 months

Patient with insurance: The PATIENT is responsible for the ESTIMATED non-covered portion,
procedures and/or deductibles at the time of the service, OR the patient can sign a credit card
authorization to bill their credit card AFTER insurance has paid for the visit. If the insurance
company does not pay after 60 days, we will bill you directly for the full balance.

Parents not accompanying their child to an appointment must make PRIOR arrangements for
payment (cash, check or credit card authorization).

Parents accompanying their children are financially responsible for payment.

18% annual interest is charged for any unpaid balance. A $15 fee is charged for nonpayment.
There is a $30.00 processing charge for non-sufficient funds or returned checks.

Records can be viewed at any time. There is a nominal charge for release or copies of records.

Because instruments, chairs, and personnel are reserved exclusively for your appointment, there is
a $25 - $50 CHARGE FOR CHANGED OR BROKEN APPOINTMENTS LESS THAN 48 HOURS
IN ADVANCE.

l, , agree to these financial terms.

Signature Date

147 Main Street, Lodi, NJ 07644
Tel: 862-247 -8030 Fax: 862-247-8032



PATIENT

PATIENT LAST NAME FIRST PREFERRED NAME TO BE TODAY’S DATE |0 MALE
MIDDLE CALLED O FEMALE

BIRTH DATE M. D YR [SOCIAL SECURITY NUMBER |HOME PHONE 0[O NONE MESSAGE PHONE |MARITAL STATUS
os OmM Ow 0OD OSEP

MAILING ADDRESS CELL PHONE CITY STATE [ZIP CODE
HOME ADDRESS OSAME APT.OR SPACE |CITY STATE |ZIP CODE
NO.

NEAREST FRIEND OR RELATIVE NOT LIVING WITH RELATIONSHIP  |PHONE ADDRESS

YOU ()

WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE? RELATIONSHIP

SELF IF MALE, HUSBAND, OR FATHER OF PATIENT IF APPLICABLE (PLEASE FILL OUT COMPLETELY) FINANCIAL
RESPONSIBILITY

PERSON RESPONSIBLE LAST NAME FIRST MIDDLE RELATIONSHIP

HOME PHONE OSAME SOCIAL SECURITY NUMBER DRIVER’S LICENSE NUMBER | STATE
HOME ADDRESS [SAME AS ABOVE CITY STATE |ZIP CODE
EMPLOYER OSELF ONONE ORET BUSINESS ADDRESS BUS. PHONE OCCUPATION

SELF IF FEMALE, WIFE, OR MOTHER OF PATIENT IF APPLICABLE (PLEASE FILL OUT COMPLETELY) FINANCIAL RESPONSIBILITY

PERSON RESPONSIBLE LAST NAME FIRST MIDDLE RELATIONSHIP

HOME PHONE OSAME SOCIAL SECURITY NUMBER DRIVER’S LICENSE NUMBER | STATE
HOME ADDRESS [SAME AS ABOVE CITY STATE |ZIP CODE
EMPLOYER OSELF ONONE ORET BUSINESS ADDRESS BUS. PHONE OCCUPATION

IF PATIENT IS UNDER AGE 21

FULL TIME STUDENT SCHOOL ATTENDING CITY GRADE
OYES ONO
BOTH PARENTS NAMES MARITAL STATUS IF PARENTS ARE DIVORCED, WHO HAS:

Os OM Ow 0OD OSEP|LEGAL CUSTODY? OMo [OFa FINANCIAL CUSTODY? OMo 0OFa

PRIMARY DENTAL INSURANCE CINONE [IPA, MEDICAID, WELFARE (If None or PA, Turn Page Over)

INSURANCE COMPANY NAME  [INSURANCE COMPANY ADDRESS CITY STATE |ZIP CODE
INSURANCE CO. PHONE NO. |SUBSCRIBER'’S LAST NAME FIRST MIDDLE |SUBSCRIBER’S BIRTH DATE
POLICY OR SOC. SEC. NO. GROUP NO. GROUP NAME RELATIONSHIP OF PATIENT TO
SUBSCRIBER
OSELF OSPOUSE OCHILD OOTHER

SECONDARY DENTAL INSURANCE [CONONE (If, Turn Page Over)

INSURANCE COMPANY NAME  [INSURANCE COMPANY ADDRESS CITY STATE |ZIP CODE
INSURANCE CO. PHONE NO. |SUBSCRIBER’S LAST NAME FIRST MIDDLE |SUBSCRIBER’S BIRTH DATE
POLICY OR SOC. SEC. NO. GROUP NO. GROUP NAME RELATIONSHIP OF PATIENT TO
SUBSCRIBER
OSELF OSPOUSE OCHILD OOTHER
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Notice of Privacy Practices

This notice describes how health information about you may be used and disclosed, and how
you can get access to this information.

Please review it carefully.

The privacy of your health information is important to us.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We
are also required to give you this Notice about our privacy practices, our legal duties, and your rights
concerning your health information. We must follow the privacy practices that are described in this Notice
while it is in effect. This Notice takes effect 1/1/03, and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such
changes are permitted by applicable law. We reserve the right to make the changes in our privacy practices
and the new terms of our Notice effective for all health information that we maintain, including health
information we created or received before we made the changes. Before we make a significant change in our
privacy practices, we will change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for
additional copies of this Notice, please contact us using the information listed at the end of this notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For
example:

Treatment: We may use or disclose your health information to a dentist, physician, or other healthcare
provider providing treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to
you.

Healthcare Operations: We may use and disclose your health information in connection with our
healthcare operations. Healthcare operations include quality assessment and improvement activities,
reviewing the competence or qualifications of healthcare professionals, evaluating practitioner and provider
performance, conducting training programs, accreditation, certification, licensing, or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment, or healthcare
operations, you may give us written authorization to use your health information or to disclose it to anyone
for any purpose. If you give us an authorization, you may revoke it in writing at any time. Y our revocation

147 Main Street, Lodi, NJ 07644
Tel: 862-247 -8030 Fax: 862-247-8032



will not affect any use or disclosures permitted by your authorization while it was in effect. Unless you give
us a written authorization, we cannot use or disclose your health information for any reason except those
described in this Notice. By state law, your authorization is valid for 90 days.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient
Rights section of this Notice. We may disclose your health information to a family member, friend, or other
person to the extent necessary to help you with your healthcare or with payment for your healthcare, but only
if you agree that we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification
of (including identifying or locating) a family member, your personal representative or another person
responsible for your care, of your location, your general condition, or death. If you are present, then prior to
use or disclosure of your health information, we will provide you with an opportunity to object to such uses
or disclosures. In the event of your incapacity or emergency circumstances, we will disclose health
information based on a determination using our professional judgment, disclosing only health information
that is directly relevant to the person’s involvement in your healthcare. We will also use our professional
judgment and our experience with common practice to make reasonable inferences of your best interest in
allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other similar forms of health
information.

Marketing Health-Related Services: We will not use your health information for marketing
communications without your written authorization.

Required By Law: We may disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably
believe that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other
crimes. We may disclose your health information to the extent necessary to avert a serious threat to your
health or safety or the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces
personnel under certain circumstances. We may disclose to authorized federal officials health information
required for lawful intelligence, counterintelligence, and other national security activities. We may disclose
to correctional institution or law enforcement official having lawful custody of protected health information
of inmate or patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with
appointment reminders (such as voicemail messages, postcards, or letters).

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You
may request that we provide copies in a format other than photocopies. We will use the format you request
unless we cannot practicably do so. You must make a request in writing to obtain access to your health
information. You may obtain a form to request access by using the contact information listed at the end of
this Notice. We will charge you a reasonable cost-based fee for expenses such as copies and staff time. You
may also request access by sending us a letter to the address at the end of this Notice. If you request copies,
we may charge you $0.83 for each page up to thirty (30) and $0.63 for each page after thirty, a $19
administrative fee to locate and copy your health information, and postage if you want the copies mailed to
you. Radiographs (x-rays) will be duplicated at a reasonable fee. If you request an alternative format, we
will charge a cost-based fee for providing your health information in that format. If you prefer, we will
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prepare a summary or an explanation of your health information for a fee. Contact us using the information

listed at the end of this Notice for a full explanation of our fee structure.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business
associates disclosed your health information for purposes, other than treatment, payment, healthcare
operations, and certain other activities, for the last 6 years, but not before April 14, 2003. If you request this
accounting more than once in a 12-month period, we may charge you a reasonable cost-based fee for
responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of
your health information. We are not required to agree to these additional restrictions, but if we do, we will
abide by our agreement (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your
health information by alternative means or to alternative locations. You must make your request in writing.
Your request must specify the alternative means or location, and provide satisfactory explanation how
payments will be handled under the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. Your request must be
in writing, and it must explain why the information should be amended. We may deny your request under
certain circumstances.

Electronic Notice: If you receive this Notice on a Web site or by electronic mail (e-mail), you are entitled
to receive this Notice in written form.

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

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made
about access to your health information or in response to a request you made to amend or restrict the use or
disclosure of your health information or to have us communicate with you by alternative means or at
alternative locations, you may complain to us using the contact information listed at the end of this Notice.
You also may submit a written complaint to the U.S. Department of Health and Human Services. We will
provide you with the address to file your complaint with the U.S. Department of Health and Human Services
upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you
choose to file a complaint with us or with the U.S. Department of Health and Human Services.

Privacy Officer: Dr. Steven Liao

Telephone: (862) 247-8030

Fax: (862)247-8032

Address: 147 Main Street, Lodi, NJ 07644

147 Main Street, Lodi, NJ 07644
Tel: 862-247 -8030 Fax: 862-247-8032



Dr. Steven Liao

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

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, as required
by law, but acknowledgement could not be obtained because:

O Individual refused to sign
O Communications barriers prohibited obtaining the acknowledgement
O An emergency situation prevented us from obtaining acknowledgement

O Other (Please Specify:




