Dr. lulie Kardon
TLC Dental Center

501 N Kings Highway
Cherry Hili, NJ 08034
(856)667-1001

OFFICE PRIVACY PRACTICES CONCERNING THE HEALTH INSURANCE PORTABILITY AND
CCO ABILITY A IPPA

We will do our best to make sure that no unauthorized person has access to your‘ records unless
requested to do so by you in writing. You are also entitled to examine, copy or have copies of these .
records at any time and to request that changes be made to the records. We will not disclose any
personal information or personal health information that we may have in our records to anyone or any

outside business entity with the following exceptions:

1) Disclosures to any heaith care provider in our office or any health care provider we refer you to
for treatment purposes.

2) Disclosures to the patient and his or her family if the patient requests it or if it is deemed
necessary by the treating health care provider.

3) In sending payment requests to an insurance company or other third party payer, direct or
through an electronic claims company. When we do so, we will only list the treatment given. If a
letter of explanation is required to justify a special treatment and necessary to include some of
your medical history we will ask for your permission. We will also do our best to ensure that the
business entity receiving this information appropriately safeguards and limits its use and
disclosure.

4) When required to do so by law.

Any comments, requests or questions should be addressed to:

Dr. Julie Kardon
TLC Dental Center
501 N Kings Highway
Cherry Hill, NJ 08034
(856)667-1001

I, , have read the office policy protecting my personal and medical information
consent to their use and disclosure for treatment, payment, and health care opérations in exceptions. !
also consent to receiving a postcard in the mail reminding me of my oral check-up examination. (If you
do not wish to receive a postcard, please cross out this prior sentence.) | reserve the right to revoke this
consent at anytime with a written notice to the office.

Patient’s Signature: , DATE_




Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.
o help us meet all your dental healthcare needs, please fill out this form

W

completely in ink. If you have any questions or need assistance, please ask us -
we will begmpp’y to help.
Patient #
) . SSH/SIN
Patient Information (coxrmenTIAL Pan
Name Birthdate Ilome Phone.
Address City =L @
Emgil Cell Phone
Check Appropriate Box: UIMinor [lSingle [Married [iDivorced ]Widowed @Sepc;zra.tsctgt ol Bl -t
If Student, Name of School/College . City . i Prov—___OTime OTime
Patient or Parent/Guardians Employer ~ Work Phone__. ' Bl
= 2R . _ State/ ""@'—_—
Business Address City Prov. L
Spoue‘or?hfmt/Guarﬂianfc Name Employer " Work Phone I
Whom may we thank for referving you? i
Person td contact in case of emergency Phone
RCSpOHSl_ble P art.y ’E Relationship ,
Name of Péyson Responsible (ot this Account W to Patient -
Address - — ~ g ' Home Phone .
Email . , . . " Cell Phone
Drivers Lik,lensc# - L 7g-‘BIrthdatc i ‘_ Fincj;}cial Institution —_—
Employer . i L . e Woik Phone i ; SSHISIN ziuilics
Is this person cunrrulyq patient in aur office? “‘[] Yes ' [INo ‘,'v ": N ; G e
For your convenience, we offer the Sfollpwing n_fethci_ds of payme?:t. Please check the ofptioi} you prefer Paypnent in full at each appointment.
[ Cash 3 beersdml Ci}éck *‘ f’_‘mdig Card OwisA [DMasterCand | ClIwisht discuss the office$ payment policy. .
) | Loa -1 1 ¢ ; ! i { v B Al $yele
T e N i A
Birthdate SS#/SIN Date Employed "
Name of %Employer Union or Local # ‘ gl/%h MMT_
Address of Employer City Prov— ~PC._
o i EC —

How much is your deductible? How much have you used?

Max. annual benefit ...

DO YOU HAVE ANY ADDITIONAL INSURANCE?  [Yes  [INo IF YES, COMPLETE THE FOLLOWING:

Relationship

Name of Insured to Patient

Birthdate SS#/SIN Date Employed e

Name of Employer Union or Local # %ﬂlg}’honc _gﬂ______

Address of Employer City Prov. ¢

Insurance Company Group # P?éigﬂD #T——-

Ins. Co, Address City fov. )

How much Is your deduciible? How much have you used? Max. annual benefit

Over Please




Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment now? ............. " s O O 10. Are you wearing contact lenses? (]
2. Have you ever been hospitalized for any 11. Are you allergic to or have you had any reactions to the following?
surgical operation or serious illness within the last 5 years? ......... [ [} Local Anesthetics (€.g. NOVOCAIN) ..ovcoocovveeersramsesssssrens « 3 [
If yes, please explain Penicillin or any other ANHBIOHES ......cevvovcveerevccssecesssssecss 0 O
SUYaDIUgS sscssnssomsenns 0 O
3, Are you taking any medication(s) Barbiturates .............. ] E '
including non-prescription medicine? .. O 4 Sedatives []
Ifyes, what medication(s) areyou tohing? lodine...... el L
Aspirin 0 O
4. Have yau ever taken Fen-PREW/REGLE? oo O O AnyMetals (2. Ficibel, DUTTUZ OC) cneaorrarossmerior L] L
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer gL G — (1 [
medications containing bisphosphonates? ..o |} [ Other (please list) -
6. Have you taken Viagra, Revatio, Cialis or Levitra 12. Do you have a persistent cough or dfroax clearing not
in the last 24 hours? ... oo O O 0O associated with a known iliness (lasting more than 3 weeks)?.... (]~ []
7. DO YOUUSE LOBACCO? .o oo 0 O 13 WomenOnly: ,
8. Do you use controlled SUBSLANCES? ...oovvvvvvnvoesvioeseessresesse O O a) Are yau pregnant or thirth you may be pregnant? ... g o
B By Kl Mot , . b) Are you nursing? .. ; O O
- Do youw have or have you had any of the following? ¢) Are you taking oral CONLYACEPHVES? cowvrsmevsssmosmmirones ] ]
Yes No Yes No Yes No
High Blood Pressute ................... 0 ____ Heart Disease ... |1 L Chest PAINS w.ouvecvecurereerssenvisencssersens O O
Heart AHACK .....oovveoveeeererreon, (1 ] Cardiac Pacemaker .... .. 1 [ EasilyWinded . - 0 4
Rheumatic Fever . L O] Heat Murmur ..., L) ]  Stroke ssssssssmns - 1 O
Swollen Ankles ... I 7 O (] [ Hay Fever/Allergies ... N i
Fainting / Seizures .. O] 0 Frequently Tired . . O O Tubercylosis .......... oo L4 L1
ASthNG ..o L 0 Anemid o, B (0 0  Radiation Therapy ......o.rvoeon. O 0O
Low Blood Pressure ....... Ol T Emphysema ... 0 O Glaucoma o 0
Epilepsy / Convulsions ... « 0 O Cancer w 0 [0 Recent Weight LSS cuwveseenrueccvreccne O O
LeUuREIIA cvvoneeeeevereesrseseee e, 1 O Arthritis oo U1 B3 LiverDisease . 0O O
DIGBELES .....ovevveeveeerenesceses e, (] Z1  Joint Replacement or Implant ..... (1 0 Heart Trouble .......oooeeeeeeeesscescsesis 0 0
Kidney Diseases ............ « [0 O Hepaitis/jaumdice ... [ [ Respirutory Problems . « 13
AIDS or HIV Infection .................. (1 [ Sexually Transmitted Disease 0 Mitral Valve Prolapse O O
Thymid Problem ... (] ) Stomach Troubles/ Ulcers ........ [} [|  Other Ll 3
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing?.......cocoe... [} [ 8. Do you have frequent headaches? g a
2. Are your teeth sensitive to hot or cold liquids/foods?................ 1 [0 9 Doyou clench or grind your teeth? ......mensssisensenss O
3. Are your teeth sensttive to sweet or sour liquids/foods? ... [_ ] 10. Do you bite your lips or checks frequently? ........ccoouue g 0
4. Do you feel pain to any of your teeth?..............oovov..oovvcvovn.s (] [ 11 Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?......... 0 0O Ty S A— N
6. Have you had any head, neck or jaw injuries? ........ocomrieee. [ | [} 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following following eXtIACUONS? ..c.eveerrersnessssns I N
problems in your jaw? 13. Have you had any orthodontic treatment?. .0 g
CHCRING wovssnsisssismpamssssmsupsmmmsnsssnsans. L3 L) 14 Doyowweardenturesior Parfials?.scsaie . g O
Pain (joint, ey side of fice) civisisvsvimmmmssamsasimassn O 0 If yes, date of placement
Difficulty in opening or closing .. oo s | 15. Have you ever received oral hygiene instructions
5 7j, 00 R Y R ——— 0o o regarding the care of your teeth and gUIMS? ......c........ g O
16. Do you like your smile? ... O O

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
1 understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
diagnosis and the records of any ueatment or examination rendered to me or my child during the period of such Dental care to third pa;tﬁy payors
am?/or health practitioners. I authorize and request my insurance company (o pay directly to the dentist or iental group insurance benefits
otherwise payable to me. I undersiand that my dental insurance carrier may pay less than the actual bill for services. I agree to be respansible
for payment of all services rendered on my behalf or my dependents.

X |

Signature of patient (or parent/guardian if ninor) Date

Doctory Comments

Signature,




