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DENTAL CENTER RULES

All patients must know that The Center for Dentistry is a Residency Program where all patients will be
attended by a Resident, who is in a Post Graduate Training Program, with other clinical students that may
participate in their care.
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h

Be sure to confirm your appointment at least 2 days in advance. We do not guarantee
appointments that are not confirmed. Please remember for every appointment you do not
make, another patient’s treatment is delayed.
If you are more than 15 minutes late, we cannot guarantee that you will be seen. If this happens
more than three (3) times, you will not be given another appointment.
We require 24 hours notice of cancellation. Failure to notify will result in a $25 cancellation
fee.
If you cancel twice without sufficient cause, you will not be rescheduled. If there are valid
reasons for these cancellations that you can document, you will be given one additional
appointment. If you simply do not show up or fail to notify the Dental Clinic that you cannot
make your appointment, you will not be given any additional appointments. Special consideration
will be given for documented emergencies.
Identification Standard: Two forms of valid proof are required (both must feature the same
address):

- Valid Driver’s License or state/county issued photo identification card with current

address

- Public Service bill with guarantor’s name issued within the last 60 days.

- Bank statement with guarantor’s name issued within the last 60 days.

- Passport
Payment is duc at the time of service. We accept Cash, Check, Visa, Mastercard, American

Express and we offer fmancmg through Care (‘redlt (‘ar(l l‘lcase note, any check(s)

eturned for

I certify that I have read the above information:

(Signature of Patient/Guardian) (Datc)

(Print Patient Name)

30 Prospect Ave. 60 Second St.
Hackensack, NJ 07601 Hackensack, NJ 07601
551-996-2111 551-996-3519



PATIENT REGISTRATION AND MEDICAL HISTORY

Date._ . {PLEASE PRINT)
Street Address = : . -City... State SR - B S
Home Phona ( ) Alt. Phone { ) Emafladdress: _ _
Sex: (UM 0OF  age . Birthdate_ [Isingle (IManvied [Jwidowed [T Separated [] Divorced
Employed by S ) Oceupation. .
Employer Address Work Phone ( ) ==
Spouse/Parent Narne e s e Spouse/ParentBitthdate ...
Employedby . =1 ; . Occupation o
Eaployer Address Work Phone ( | SO LR i —
Who is responsible for this accourt? ' : RelationshiptoPatient___
Secial Security # Spouse/Peremt SociatSecurity # ... ... [
Name of Dental Insurance Company : . ... Group Number . -
in case of emergency, who shouid be notified? Phaone { | - ! -
Whom fray we thank for referring vou? : . S
MEDICAL HISTORY

Physician'sName .. _ . : S —-rL e DateoflastPhysical ... U
Have you ever had any of the following? (check boxes that apply):

£ Heart Problems ) Epitepsy ] Special Diet

L1 High Blood Prassure [ Headaches T} swolien Neck Glands

{3 L.ow Blood Pressure {.] Hepatilis, Jaundice or Liver Disease {_] Rheumatic Fever

[ Circulatory Problems {Jcancer [] sinus Problems

[J Nervous Problems [J psychiatric Care Orivsapsor

{7} Radiation Treatment L] Chronic Diarthea Other Immunosuppressive Disorders

L] Artificial Heart Viaves or Joints ] Allergies to Anesthetics {1 Thyroid Disease

[ Recent Weight Lass [ Atlergies to Medicine or Drugs ] stroke

[} Back Problems {3 General Atiergies [ utcer

] piabetes [} 8iood Disease {7} venereal Disease

[T] Respiratory Disease [ arinvitis "1 Chemical Dependency

[.] Remophilia

Do you have any drug aflergies or have you ever had an adverse reaction 1o any medication? ______ Ilfso, pleasedescribe

CiNo

Hawymwmadabswmhmﬂemmmmhwmmmmmmmm OYes
Have you ever responded adversely to medical or dental freatment? T
Are you taking any medication atthistime?...______lfso, what__.___ ; e

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). [ Yos Ino

Are you under the care of aphysician? [ JYes [INo For what conditions? B .
1 patient is a child, what is hismer weight? _ o ' I .

{(Women) Do you suspect that you are pregnant? [ JYes [Ino Areyoumsing? [JYes [INe
!smereanythmgelseweshmddkmwabwtyowmetﬁealhistory?;m.,;- B o : . S -

Mammm&mwwmhmbéademsmmuséhmytreamt,bima;ﬂpmhgoimamefo;
1!;z\eﬁtsiorwhigtf\lametﬁ:!ed.twinnotfntdmydanﬂstoranymemberofhislhers'aﬁr&emnsibieft:raﬂyen'orsm'omissi(»'\st!'eatlmavﬂravemadeiu
completion of this form.

Date . . . Signature.
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ASSIGNMENT AND RELEASE

|, the undersigned, have insurance with ._____ R

- Name of insurance Company(ies)

and assign directly to Dr. ____ o _ o281t benefits, if any, otherwise payable 10 me for services |
rendered. | understand that { am financially responsible for alf charges whether or not paid by insurance. | hereby authorize the doctor to refease ail I
information necessary to secure the payment of benefits. | authorize the use of this signature on alf my insurance submissions whether manual or |
electronic. {

S o S— - . . e e e . — — e —

§ MINOR/CHILD CONSENT

1 }, being the parent or guardianef . Py _ do hereby request
| Name of Minor/Chity

_! and authorize the dental staff to perform necessary dental services for my child, including but not limited to X-rays, and administration of anesthetics
| which are deemed advisable by the doctor, whether or not | am present at the aclual appointment whon the reatment is rendered.

Dae - 'Signature of insurec/Guardian

FINANCIAL AGREEMENT

I acknowledge that payment is due at the ime of treatment, unless other arangements are made. | agree that parents/guardians are responsible for
all fees and services rendered for reatment of a minow/child. | accept ful Snancial responsibility for all charges not covered by insurance.

Date ) ' - T Skmake of Insured Gutrdtan

MEDICAL HISTORY UPDATE
tas there been any change in your health since your last dental appointment? [JYes (INo

For what conditions? = SR

Are you taking any new medications?. .. liso,what_ . N z — i

" pate ' " Paient Signatwre
Date ) o Dentist Signature a .
MEDICAL HISTORY UPDATE

Has there been any change in your health since your last dentad appointment? {JYes [INo

For what conditions? — — . . : SR, s
Areyou taking anynewmedications? W so,what . i

" b ' ' Patient Signature R
T pae ' o Dentist Signatwe R i

Fv. 32012 220129 - GMedical Ante Prass  1-800-328-2179



HEALTH HISTOR'Y |5

Correct answers 1o the following questions will aflow your dentist fo treat you on & more individual basis, providing the care approprizie for
your particular needs.

Name Birth date Age

Why are you now seeking dental treatment?

Flease answer sach question. Check yes or no. If in doubt, leave blank.

2. Are you now under the care of a physmn" eeaenrenruslontyibeas sent st n omravangtea a8 ts 1 qyaneAsanme oy L6 s nE A" e AR AR abee s sosbms cnmae eei g s £ oe s obtens sonirebmrebampragne s b

(2

@ NOYH

Are you in good heaith now? ............

1 s0, what is the condition being treated?

. Have you ever been hospitalized or had 8 Serfous BNESS? ..o i

if yes, explain _ — — - -
Have you ever had excessive bieeding fo!lowmg an exiraction, or do cute take longer to heal now lhan prewous!y” ..........................
{Women) Are you pregnant? i so, give due date i = L
Do you use tobacco in any form? I yes, how much _ L

Do you use alcohalic beverages (more than 2 drinks | per day)' woe Bheas seneeonnr e ame s U e 5o T a0 s e o W iR et a Tz L
Do you have or have you ever had any of the foliowing?

GENERAL HEART/BLOOD VESSELS

YES NO YES NO

Tire easily, weakness................... 1 O} Rheumatic fever. ..

Marked weightchange ... ............ & Heart murmur.. dieeme et YT R e
Night SWeatS ....oooeeeree e Chest pam/dascomiort .
Persistentfever.. . ... ... ... 1 ] Heart altackfrouble .......

SKIN Shortness of breath

Eruptions {rash) hives..... .....c.........
Change in skin color.....................

Swelling of ankies ........ccooeeeiien .
High blood pressure

seveemeen 1 L Congenital heart disease...................

B Mitral valve prolapse............cceeeneen.

Visual Shange ......e.coveeeveeeeieeee o i

Glaucoma
EARS

LoSS Of heatNG ... oo 0 3 Other...

P Artificial heat valve ...
Pacemaker.............. ..

Heart surgery ...

BOMEMUSCLES

NOSE ] Arthiitis/rheurmatism., ... ...
Frequent nosebleeds .. reeernne i) Antificial jointSAIMDS ........oocoreeerennnnn.

Sinus problems.........cv..oooorceae il DIGESTIVE SYSTEM

SorenessMoarseness............o....... 15O
NERVOUS SYSTEM

Stroke .. e e S G L L3 Change in apneme
Heada«..hes SRR 1t S 1 Black, 2"0"7 or pale stoots...
Lcnwh:onslepﬂepsy SRRV S S URINARY

o Kidney di L R
Numbnessiingling .... e L lr:cr !;eas
Dizziness/fainting................ooveoon... RN I juency

Psychiatric treatmem ... ................ i
HESPHRATORY
Emphysema....... SOV A B

AsthmaMay fever..........vieeneene..
Persistent cough......ooerevvneericecenennn.
Sputum prodection {phlegm) ............. -
Cough up bloody sputum.............. |t .} Blood transtusmn

- of urination {night) .......... ...
- Burning on rination ...... S
Urethral discharge ...

Venereal diS€ase .......cco.oooveveeveceven.
8LOOD
Bruise easily ...
Anemia...

Difficulty breathing while lyingdown . i1 1] QTHER
ENDOCRINE Latex sensitivity ..................

Diabetes i Radiation therapy ......
Family history of dcabetes .
Thyroid condition/goiter ..................... oo Tumeors of growths......

O Chemotherapy ........

OWET oo o CANCRT oo eeimee e e eeeeeereren e

Form 4046

HiVs ..
AIDS .

Pleaseoompletereve:sesnde



9. Are you ALLERGIC or have you ever experienced any reaction to the following?

YES RO YES NO
Local anesthetics {e.q. novocaine) .. 3 Aspitin or codeine .......... e i 0
Barbltulateslsedauveslsleepmgpms i. '% Suladrugs ... ..o I
Penicillin/other antibiotics ..........._._. IR Other allergies
10.  Are you taking any of the following?

YES NO YES NO
Antibiotics/suifa drugs .................. [} 1 Tranquilizers .
Blood thinners .. SUUCSSUOIS I S I insulin/other dwbe%e; druga ..........
Biood pressure med:cancm Recreationa drugs .. 2
Thyroid medicine ................... 1 i} Digitalis/other heart medtcatxons ...... i
Cortisore/steroids . SNCSTURE A B Nitroglycerin.........................
Anuhnsldmmeslanetgydmgsl ......... Aspirin .. e

cold remedies ....................... i Other medication

if yes to any of the above, list name of medication and dosage below:
1

2.
3.
4

1. is there any disease, condition or probiem not listed above that you think we should know aboul, or is there any activity your

doctor says you cannot do? if so, explain

12. Physician’s Name o e __._Phone _

13. Have you ever had any serious trouble associated with previous dental treatment? -

14. Does denial reatment make you nervous? No Slightly . Moderately Extremely
15 Dateoffastdentabvisit- - - - =" N

16. Have you ever been freated for periodontal disease {gusm disease, pyorthea, irench mouth)?
if s0, when?

17. Do you have or have you ever had any of the following?

TEETH
\’ES NO
Looseteeth ... i
=
:;j
Onhotxeab'nenls(braces) eeerrneeeen 13 , ”
Difficulty openpngovclmmg jaw ... 0 3 I
ORAL HYGIENE
Oo you use the foliowing? YES NO
BAUSH oo 7 0 How often do vou brush_ ) -
Deral floSS ..o, a3 Brushis: Sofi’ ¢ Medumi Hardi
FUONGE IS ... ...ovoceoeeoe. 0 O
Other

To the best of my knowledge, all of the preceding answers are true and correct.

it ever have any change in my healih or change in my medication, | will inform the dentist at the next appointment.

Swnature of Patierd
Parent, or Guardian Date _




THE CENTER FOR DENTISTRY AT HUMC
PAIN MANAGEMENT PATIENT QUESTIONNAIRE

To serve your care needs better, please take a few minutes to complete this questionnaire. When
you arc finished, please return the questionnaire to the front desk. Thank you so much for your
assistance with our survey.

1. Are you currently experiencing pain on a recurring basis?

OYES (CONO

Using the pictures/numbers below, circle the picture/number that best describes your pain.

No Moderate Warst

Pain Pain Pain

forf } R e ! G S
O H =2 3 <4 3 [ 7 8 A2 10
P Ty s 2;.‘ e —— A — , e

25 ((BS) (BS Yy (B ass ) [ san)
(3= ) (== o N B ) =) L R
NI Nt NI N NaA R

O 2 4 G & 1O

(If your answer is “Yes,” continue; if “No,” you may stop here.)
2. H“Yes,” is your pain:
C_) Intermittent? O Constant?
3. Are you taking medication(s) to control the pain?

O ws O wno

4. H “Yes,” is it over the counter (OTC) or prescribed by your doctor?

5. Has anyone dicussed the importance of receiving pain relief with you?
Noone - My Doctor A Nurse Other: ____
6. How satisfied are you with the way your pain in controlled at this time?

Very Satisfied Satisfied Dissatisfied : Very Dissatisfied

7. If you are using medication(s) for controlling your pain, please LIST them:

8. If you are not receiving pain relief, have you been given instructions on who to call?
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Pavment Policy

PAYMENT IN FULL: Full payment is required at the time of service from all patients.

DENTAL INSURANCE: We are happy to file the forms necessary to see that you receive the full
benefits of your coverage. We cannot guarantee any estimated coverage. Your unpaid deductible and any
estimated portion of fees not covered by your insurance are due at the time of service. Because the
msurance policy is an agreement between you and the insurance company, we ask that patients be directly
responsible for all charges. If for any reason your insurance company has not paid their portion within 60
days from the start of treatment, you are responsible for payment at that time.

PAYMENT OPTIONS

CASH or Money Order
CREDIT CARDS: For your convenience, we accept payment by MasterCard, Visa, American
Express, and Care Credit.

¢ PAYMENT PLANS: For patients who desire a monthly payment plan, we offer financing
through Care Credit. There are nc application fees or.down payment and the loan can be interest-
free. Applications are available from our office and approval is provided quickly.

PAST DUE BALANCES: A past due balance is any amount owed from a prior visit where insurance is
not pending or an insurance payment has not been received within 60 days. All unpaid balances are
subject to a 1.5% monthly service charge. Any delinquent account will be required to pay all past due
balances in full before incurring any new charges. All future charges will need to be paid ai the time

services are rendered. Severely delinquent accounts will be assigned to a collection agency.

RED FLAG RULE: The Red Flag Rule was created by the Federal Trade Commission, along with other
government agencies such as the National Credit Union Administration, to help prevent identity theft. The
rule was passed in January 2008. In order to comply with this rule, our office will be requiring the
following information in order to be treated in our facility.

1. All new patients will be required to present a valid photo identification card issued by a local, state or
federal government agency, and we shall copy said identification to keep in our files: a. In the case where
the new patient is a minor, photo identification of the patient’s responsible party will be obtained; and b.
In the case where a new patient does not have a valid photo 113, two forms of non-phote identification,
one of which is issued by a state or federal agency, will be obtained as well as a water or utility biil or
other form identifying the correct or current address.

2. For new patients with insurance, information will be verified with their insurance company prior to
billing.

3. If a Patient/Guarantor does not have two of the approved forms of identification listed above, the
elective service will need to be re-scheduled.

Patient Signature: _ Date:
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Information (HIPPA) Release Form

Patient name: , _ DOB:

Release of Information

I authorize the release of information including: diagnosis, records, and insurance information. This
information may be released to:

O Spouse:

O Children:

O Parent/Guardian:
O Other:

O Self: -
O Information is NOT to be released to anyone.

Messages:
Please call:
O My home:

O My workplace:
O Mymobile:

——— e —— o ————

If unable to contact me, you may:

Q Leave a detail message
O Leave a message requesting a call back

The best time to reach me is:
O Morming
O Afternoon
O Evening
Signature: ) 7 o Date:
Witness: T - Date: -
60 2™ Street 30 Prospect Ave
Hackensack N 07601 Hackensack N} 07601
T.551-896-21121 T.5531-896-2111

F. 551-996-0819 F. 551-996-2334



