
PATIENT NAME DATE

Primary reason for this dental appointment: n Examination n E."rg"n"y n consultaiion

Do you have a specific denlal problem? Describe

Do you have dental examinations on a routine basis?
Do you think you have active decay or gum disease?
Do you brush and floss on a routine basis? Discuss
Do your gums ever bleed? Discuss

Last

Do you like your smile? Why?

Please Circle

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Y6s No
Yes No
Yes No
Yes No

Does food catch between vour teeth? Anv loose teeth?
Do you want to keep your remaining teeth?
Do you ever have clicking, popping or djscomfort in the jaw joint? Do you brux or grind?

Have your pasl experiences in a dental ollice always been positive?

Do you smoke or chew? Any sores
Name o{ previous dentist (oplional)i

or growths in your mouth? Disc!ss

Date of last full mollh x-rays (16 small films or panoramic):

Are you under a physician's care now? Why?
Have you ever been hospilalized or had a major operation? Discuss
Have you ever had a serious injury lo your head or neck? Discr]ss
Are you taking any medications, aspirin, vitamins, herbals, pills or drugs? What?

Are you on a specialdiett Drscuss

Phone

Are you allergic lo any medications or substances? Please check box below

I nspirin E eenicittin E codeine n ncrytic n ttetat nLaiex Rubber nuitt n otn"t
Women (Please check): ! PregnanVtrying 10 get pregnant L J Nursing L J laking oral conrraceptives Discuss

Do you now have or have you ever had any of the following? Dg you tak€ any of thesg m€dicines? Please check appropriate bo\es.

'll yes to any ol the starred conditions, please call prior to your appointmenl... premedication or changes in medication may be required.

Yes No
Yes No
Yes No
Yes No

Yes No

Yes No

Yes No

HeartDisoase/Surgery' E
H€ad Murmur or oelsct ' U
lrf€gular Heart Beat !
Anqinalche6l Pain L-l
H;rt AttacUFailure tr
Congenital Heart Disordef D
MilralValvs Prolapse ' U
Sca/el Fsver tr
Rheumatic Fever " tr
Arliticial Head Vatve ' tr
Hea Pace Makor' n
Pulmonary Shunl' !
High Blood Pressure !
Low Ellood Paessure U
BacteaatEndocaditis' A
Unexplained Fever L-l

Bdise Easlyrgood Dise66 u
Anemia L-l

Coronary Stent' tl

No Y€s No Yes No Y6 No

E E^cessrve Bleedrng ! ! Chemotherapy n E Nighl Sweats E ! Coldsores
! S/chle CellDrsease Q ! Osreoporosis I D YellowJaLrndce I E F€ver8listers
C Heroplrhd E E sisonosohonates E E Krdney P,obems E ! Herpes
. l,lerre-oglob r"- " ! ! Osieonecros's ot.Lu"u D E DF-a Drdlys s MI'o.e
LJ Lell'ema ! ! A.edia LV Rsclast LV I n Thyrod Dsease . n Convulsions
E BecentBood Transruson tr ! 2ord"|.y I O parathyrod Dsease ! tr Epilepsy or Seizures
LI S\ae'irqolL:Tbs ! ! Fosamax,lcroret. Boqiva E E A'-'r'(cour E E Farnting or Drzzrness

! !-"0o.""' : !1 sromactllnl€stinalo,s€ase - [] q-eJrdrrs- [ ! Glaucoma
! Erearnrnq Hror)em _r ! ube,s c [] patn n Jaw Joints E ! Tumors or Grovvths

H :l"j'1l:t":1.:'""'" ! ! necentweign ross I D cori sone Med crne [f . Nervousness

H:,'"q::"1:*s" ! ! rrequent oi;rhea [ - Artfcia Jont' [ ! Psvchialric caro
ts:11:1::l-,- : ; Dabetes B n sexla vTransrn lted Drsease [ ! Alzheimer! Dboase

; ill::l--= E n Excessive ttrirsr tr tr AlDs ! E Allergies {Medicines)

E;il",]f".,',- F E lypogtycemia . - HlvPostive D O All€rgi€s iPollen / Dust)

fr #Hl.::;,""' F i r""t -oi"""s" i D Genirar Herpes ! E Hiv€s or Bash
- ;;:;il;]. - - Hepatilis A (lnleclious) E E Drus Addicl on/Acoho sm ! ! Need Premedication?

I C"*"i--- - - H€pstilis B or C I n Tattoos/Bodv Prercing ! E Ever taken len-phen?'
C i*ay fr"atrent" lnad alion)! n Prot€ase lnhibtor I n SeepApnea ! ! Cochl€ar implants?

oltrntrCtrtrEtrtrDtrnD!trtrtrCtrtrtrntrtrntrtrtrntrtronn
Have you ever had any other serious illness not checked above? Discuss

Do you wish to talk to the dentist privately about any problem?

Yes No

Yes No
To the besr or my knorllcoge ail lhc preced dg a4swers are cooecl I have any changes 1 mv hea lh slalus or I mv ocd c nes cia^ge sha nlorm rhe deitsl and slafl al lhe nexl appo nlmenl w lholt la I

Date

PATIENT SIGNATUFE {PARENT OF GUARD AN]

Date_BP Puls€

I have read my MEDICAL HISTORY dated

DA1E EXCEPTIONS

and conlirm that it adequately states past and presont conditions,



PATIENT INFORMATION

NAI\4E f llennteo stNGLE t\.t NoR MALE L FEMALE

DATE

SOCIAL SECURITY #

ADDRESS

TELEPHONE

ADDHESS

MINOF CHILD. MAY NEEDTO COMPLETE BOTH BLOCKS FOF PARENT NFORMATON
ADULIS - COMPLETE PFIIMARY INSUFIEO
DUAL COVEFAGE? ALSO COMPLEIE SECONDABY NSURED

BIRTHDATE
MONTH

NAME OF EIVPLOYER

IF FULL TIME STUDENT, SCHOOL NAME GRADE

PERSON RESPONSIBLE FOR ACCOUNT - PLEASE CHECK ONE: pArENr GUARD1AN spousE FATHER MOTHER

SUBSCFIBEF I

I hereby authorize payment directly to the Dental Office ol the group
insurance benefits otherwise payable to me. I understand that I am
responsible for all costs ot dental treatment. I hereby authorize the Dental
Olfice to administer such medications and perform such diagnostic,
photographic and therapeutic procedures as may be necessary for proper
dental care. The informaiion on lhis page and ihe dental/medical histories
are correct to the best of my knowledge. I grant the right to the dentist to
release my dental/medical histories and other intormation about my denlal
treatment to third party payors and,/or other health protessionats by any
method, including electronic kansler.

X
Patenl or Responsble Par!

siale Drlvors License,

Has any member of your family ever been treated in our otfice?

Yes No

Whom may we thank lor referring you to our office?

METHODOF PAYMENT

Responsible party currently has an account with this otfice
Yes lNo
Payment in lull at each appointment (cash or personal check)

Payment in lull at each appointment ( VISA L MC OTHEH)

Card # Exp. Date

.] | wish to discuss the Dental Otfice's Financial Policv

SERVICE CHARGE
lf I do not pay the entire new balance within _ days of the monthly
billing date, a service charge will be added to the account for the current
monthly billing period.The setuice charge willbe a periodic rate ol %
per month (or a minimum charge of S__ for a balance under
$_) which is an annual percentage rate of _% applied to
the last month's balance. In the case of defaull of payment, I promise lo
pay any legal interest on the balance due, together with any collection
cosls and reasonable attorney lees lncurred to etlect collection of this
account or fulure outstanding accounts.

Name

Address

City/Slate/ZlP

Telephone #

f.L STEPP NG SrO\ESrO SUCCFSS " r-30a.s 2r64

PATIENT IN MA



Patient Financial Agreement

I understand that as a rceipicnt o1'dental carc at Plcasant Denml Center. LLC. lucatcd in Peussaic,

NJ. l. the undersigncd. am responsible l-or all charges regarrlless ofntl circumslances for

reimbursenrcnt. Full paymont is due at lhe linrc o l' deli l'cr1' trl' servicc. I ag,ree thal 1hc

determination of the prot'cssional sen'ices to be rendercd by my doctor and thc fees to

compcrlsitlc the doct(tr {br these scn'ices arc matlers \. tich eollcelll n])'docl(lr a d mc. }

unclersiand that I h*vc rhe priniarl dutl and obligatitrn l0 pa) m).doctor for serviccs prolidcd.

notu,ithstanding any oonlract I ntay havc with anl third partl' 113) er ( lbr cxamplc. insurance

compan].', employer. ctc.).

I understand thot I am financially responsiblc lbr all charges incurred. I lirrthcr ack.nowledgc that

any insurance benelits. w.hcn rcccivrd by and paid rvill be crcditcd to lll! irccounl, in accordance

wilh my insurance company's assignmcnt. Any unpoid chargcs art my rcsponsihiliry-

Paymcnt may hc madc rvilh cash. check, or credit catd (Discovcr. ,\fr'[l:X, Visa and Mastcrcard).
'l}erc is a $25.00 servicc chargc fbr a returned check.

I UNDIRSTAND'IIIA1't'I' IS MY RI.;SPONSIBII,I-I'Y TO KN0W WIlAT'fI'Ii TERMS OF

]\4Y INSURANC]T' ARF]. AND I1{ CON4PI,IANCI; \['I1'TI I'tIOSI ]'TRMS, AGRIIJ'IO"IIJI-
IIOi,LOWING:

L providing rhis ofl-rce with complelr' and accurate billing inforntation, including. but not

limited to. a currcnt insurancc card and authorization numbers. I anr responsible Ibr all

visits and procedures not proprlrly &ulhoriT-ed.

2. I will pay all applicable co-pa1s and outstanding paticnt bolanccs as thcy bccome due. All

co- pays'and paiient balanccs ars duc a1 caeh r,isit unlsss otherwise ananged with the

doctor.

T HAVS RSAD ANI} AOREf, TO T}ITI TIIRMS OUTI,INCN ASOVE

PRINT PA"I'][NT'S NAM[:
PRIN'I GT"JARDIAN'S NAME
SIGNATTIR[ OT PA'III]N"fICiI..JARDIAN :

DA|I'E:



Pleasant
ti-... ALEX GTLDTN D.M.D.

\ 1 $S*Fgrf ,','rl
,. r .;:... 

--

OFFICE POLICIES
CANCELLATION AND BROKEN APPOINTMENT POTICY

It is extremely important that all patients honor their reserved dental appointments. Failure to do so deprives our other patlents from receiving
their dental care in a timely fashion. Failure to give sufficient notice to keep a scheduled appointment will result in a fee being charged. That
charge is in accordance with our dental office's broken appointment policy for all of our patients. The patient is responsible for the payment of
the charge.

. Cancellation or rescheduling of an appointment within 48 hours of your scheduled visit-no charge

. Cancellation, rescheduling, or failure to show-up for a scheduled appointment with less than 48 hours' notice will be charged the
following:

S50 for a hygiene appointment / $50 for a doctor,s appointment

Every effort is made to contact patients to confirm. Our staff will contact you 2 days prior to your scheduled appointment to confirm with you.
Please understand that this is a courtesv call. text, or email. Do NOT DEPEND oN THtS. tf we are unable to reach you, your appointment card
will serve as your confirmation of the appointment and implies your obligation to be present.

In the event of an emergency we may choose to waive cancellation fee based on the nature of the emergency.

FINANCIAT POTICY

We accept cash, checks, money orders, Care Credit, and all major credit cards {Visa, Mastercard, American Express, Discover, and Diners club).

Although we do accept the assignment of most insurance companies, your insurance is an agreement between you and your insurance
company. We will do our best to see that you receive Vour full benefits.

Payment for dental service is expected and required at the time of servi€e, unless other arrangements have been made. There is a S35 fee for
any check payment returned for non-payment.

IATE PATIENT POTICY

Patient who arrive more than fifteen (15) minutes late to their scheduled appointment time may be asked to reschedule as a courtesv to our
other scheduled patients.

Patient Signature: Date:

Parent/Guardian(if patient is a minorl: Relationship to Patient:



ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF

PRIVACY PRACTICES
rYou may refuse to Sign This Acknowledgment*

have received a copy of this office's Notice of Privacy Practices.

Please Print Name

Date

For Office Use Onlv

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

. Individual refused to sign

. Communication barriers prohibited obtaining the acknowledgment

. An emergency situation prevented us from obtaining acknowledgement

. Other (Please Specify below)


