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ABOUT YOU

I ("
joaay’s Date:

E-mail Address:

Name: __ . T—— | prefer to be called: J Male a Femadle
Birthdate: Age: Social Security #: 3 Single 3 Married 2 Divorced 1 Widowed 1 Separated
Home Address: .
Street _ City Stote Lip
Home Phone #: | [ELL Work Phone #: Ext.
Where & when are best times to reach you? Whom may we Thank for referring you?
Other tamily members seen by us:
Employer: How long there? Occupation:
Employer’s Address:
Street/PO Box ) (it Stete Zip
Person Responsible for Account if other than yourself
Name: Relation: Home Phone #: | Social Security #:
Employer: - Work Phone #: |_ ] Ext. _ Drivers License #:
Billing Address: i

INSURANCE INFORMATION

Dental Coverage? 1 Yes 2 No

Primary Insurance

Insurance Co. Name:

Insurance Co. Address:

Phone #:

'l-.-.‘_.

Medical Coverage? 3 Yes 2 No Orthodontic Coverage? 3 Yes A No

Group # (Plan, Local or Policy #):

Street/PO Box City State Lip
Insured’s Name: Insured’s Social Security #: Insured’s Birthdate: Relation:
Insured's Employer: Employer’s Address:
Street/ PO Box City State Lip
Secondary Insurance Dental Coverage? O Yes O No Medical Coverage? O Yes 1 No Orthodontic Coverage? O Yes O No
Insurance Co. Name: 3 i Phone #: | | Group # (Plan, Local or Policy #):
Insurance Co. Address: R o A SRR Tt 5
Street/PO Box City Staie Zip
Insured's Name: Insured’s Social Security #: Insured’s Birthdate: _ / / Relation:
Insured’s Employer: < Employer's Address: e AR
Street/ PO Box City State Zip

CONTINUED ON BACK




DENTAL HISTORY

Why have you come to the dentist today? Do your gums ever bleed? JYes 1 No Ever Itch? 1 Yes J No
Have you ever hod periodontal disease? 3 Yes 3 No
Are you currently in pain? 3 Yes -1 No | Do you have mobility in your teeth? 3 Yes 1 No
Do you require antibiotics before dental treatment? 3 Yes -1 No | Are your teeth sensitive to heat, cold, or anything else?
Have you experienced problems associated with Do you still have wisdom teeth?  Yes 3 No
any previous dental work? 4 Yes Jd No
" 1 | _ _ If yes, why?
0 you now or have you ever experienced pain / discomfort
' jaw joint (TMJ / TMD)2 = '
In your jaw joint | / | | ‘l Ye‘s "] i | Previous / Present Dentist: ast Visit Date:
Your current dental health is J Good J Fair 3 Poor (Ploase Circll
Do you floss daily2 2 Yes 2 No Brush daily2 2 Yes I No | Why did you leave your previous denfist?
Type of bristles on your foothbrush? < Hard 2 Medium 2 Soft | What did you like most & least about any dentist you have seen?
How long do you use a toothbrush before replacing it2

Do you use anything in addition fo your brush and floss? 3 Yes - No | Are you happy with the way your smile looks? 3 Yes JNo
It yes, what? It not, what would you change?
Would you like fresher breath? 2 Yes 2 No Whiter teeth? 2 Yes - No

MEDICAL HISTORY

Do you have a personal physician? J Yes - No | Are you allergic to any of the following?

Physician’s Name:

Y N Aspirin Y N Erythromycin Y N Sedatives
Address: _ Y N Barbiturates Y N Jewelry / Metals Y N Sulfa Drugs
. City Stafe Iip Y N Codeine Y N Latex Y N Tetracycline
Phone #: Date of last visit- Y N Dental Anesthetics Y N Penicillin Y N Other
Your current physical health is: 1Good 1 Fair 3 Poor Please list additional drugs/materials that cause allergic reactions:
Are you currently under the care of a physician? 3 Yes J No
Please explain: For Women: Are you taking birth control pills? JdYes  ONo
Do you smoke or use tobacco in any other form? 3 Yes JNo | AAre you pregnant? L Unsure L Yes =1 N
: = L9 ~
Have you ever faken Fosamax, or any other Bisphosphonate? - Yes JNo s e il bt b o

Are you taking any of the following?

Y N Acetaminophen Y N Blood Thinners Y N Insulin/Diabetes Drugs Y N Thyroid Medicine

Y N Antibiotics Y N Blood Pressure Medication Y N Nitroglycerin Y N Tronquilizers

Y N Antihistamines Y N Cold Remedies Y N Recreational Drugs Have you ever taken Phen-Fen? Also known
Y N Aspirin Y N Digitolis/Heart Medication Y N Steroids/Cortisone as Redux or Pondimin. 2 Yes 2 No

Are you taking any prescription, over-the-counter drugs, herbal remedies, vitamins or minerals not listed above? 3 Yes 3 No If yes, please list each one:

Do you or have you experienced the following?

Y N Abnormal Bleeding Y N Colitis Y N Headaches Y N Liver Disease Y N Seizures

Y N Alcohol Abuse Y N Congenital Heart Defect Y N Heart Attack Y N Low Blood Pressure Y N Shingles

Y N Anemio Y N Diabetes Y N Heart Murmur Y N Lupus Y N Sickle Cell Disease
Y N Arthritis Y N Difficulty Breathing Y N Heart Surgery Y N Miral Valve Prolapse | Y N Sinus Problems
Y N Arfificial Bones/Joints Y N Drug Abuse Y N Hemophilia Y N Osteoporosis/Paget's Disease | Y N Steroid Therapy
Y N Artificial Valves Y N Emphysema Y N Hepatitis Y N Pacemaker Y N Stoke

Y N Asthma Y N Epilepsy Y N Herpes Y N Persistent Cough Y N Thyroid Problems
Y N Blood Transfusion Y N Fainting Spells Y N High Blood Pressure Y N Psychiatric Problems Y N Tonsillitis

Y N Cancer Y N Fever Blisters Y N HIV-/ADS Y N Radiation Treatment Y N Tuberculosis (TB)
Y N Chemotherapy Y N Glaucoma Y N Hospitalized for Any Reason | Y N Rheumatic Fever Y N Ulcers

Y N Chicken Pox Y N Hay Fever Y N Kidney Problems Y N Scarlet Fever Y N Venereal Disease

Please list any serious medical condition(s) that you have experienced:

AUTHORIZATIONS

| certify that | am covered by Insurance
Co. and | assign directly to Dr. all
insurance benefits, otherwise payable to me. | understand that | am
responsible for payment of services rendered and also responsible for
paying any co-payment and deductible that my insurance does not
cover. | hereby authorize the dentist to release all information neces-
sary to secure the payment of benefits. | authorize the use of this sig-
nature on all my insurance submissions, whether manual or elecironic.

| affirm that the information | have given is correct to the best of my
knowledge. It will be held in the strictest confidence and it is my
responsibility to inform this office of any changes in my medical status.
| authorize the dental staff to perform the necessary dental services |
may need. My method of payment will be

Signature Date

PAYMENT IS DUE AT TIME OF SERVICE

Our office is HIPAA compliant and is committed to meeting or exceeting the standards of infection
control mandated by OSHA, the CDC and the ADA.

Signature Date

FORM # A2C0197-V7 © 2008 Maforms 1-800-722-4884




George Lambrinos D.M.D.
Family And Cosmetic Dentistry

Our Financial Policy

Thank you for choosing us as your health care provider. We are committed to your
treatment being successful. Please understand that payment of your bill is
considered part of your treatment. The following is a statement of our financial
policy, which we require that you read and sign prior to any treatment.

All patients must complete our Information and Insurance form before seeing the
doctor.

FULL PAYMENT IS DUE AT THE TIME OF SERVICE

WE ACCEPT CASH, CHECKS, VISA, MASTERCARD, DISCOVER, and
AMERICAN EXPRESS

WE ACCEPT CARE CREDIT. (Please speak to the office manager if
you would like to use this option)

WE OFFER AN EXTENDED PAYMENT PLAN WITH PRIOR
CREDIT APPROVAL

Regarding Insurance

We will accept assignment of insurance benefits. However, we do require that you
pay your co-payment of the bill at the time of service. The balance is your
responsibility whether your insurance pays it or not. We cannot bill your insurance
unless you provide us with your insurance information. Your insurance policy is a
contract between you and your insurance company. We are not a party to that
contract. In the event we do accept assignment of benefits, we require that you be
pre-approved on you extended payment plan or provide a credit card with
authorization to bill that account balance. If your insurance company has not paid
your account in full within 45 days, the balance will automatically be transferred to
your credit card or the extended payment plan. Please be aware that some, and
perhaps all of the services provided may be non-covered services and not
considered reasonable and necessary by your insurance company.

Regarding insurance plans where we are a participating provider. All co-pays and
deductibles are due at the time of treatment. In the event that your insurance

coverage changes to a plan where we are not participating providers, refer to the
above paragraph.

Franklin Plaza

Tel: 3’32—446-6533 25/ Englishtown Road #1 3
Fax: 732-446-4287 Monroe Township, Nj 0883 |




George Lambrinos D.M.D.

Family And Cosmetic Dentistry

Usual and Customary Rates

Our practice is committed to providing the best treatment for our patients and we
charge what is usual and customary for our area. You are responsible for payment

regardless of any insurance company’s arbitrary determination of usual and
customary rates.

Minor Patients

The adult accompanying a minor and the parents (or guardians of the minor) are
responsible for full payment. For unaccompanied minors, non-emergency
treatment will be denied unless charges have been preauthorized to an approved

credit plan, credit card, or payment by cash or check at the time the of the service
has been verified.

Missed Appointments

Unless cancelled at least 24 hours in advance, our policy is to charge for missed
appointments at the rate of a normal office visit. Please help us serve you better by
keeping scheduled appointments.

Financial Responsibility

This information is accurate and true to the best of my knowledge. I understand
that [ am responsible to pay for services rendered, including reasonable attorney
fees and costs of collection in the event of default. I further understand that if a
payment becomes 30 days past due, delinquency at the lesser of the annual rate of
18%, or the maximum allowable rate, will be due on delinquent amounts from the
date the payment was due. Thank you for understanding our Financial Policy.

[ have read the Financial Policy, and I understand and agree to this Financial Policy.

Ry Sa , _ oS e R Dy
Signature of Patient or Responsible Party

X : Date:

——— — — ——

Si—gnature (;f Co-ResponsiBle-Pa-rtyJ

X = e gt

e == — —— = —

Signaturé of Office Manager

rranklin Plaza

Tel: 732-446-6533 257 Englishtown Road #1 3
Fax: 732-446-4287 Monroe Township, NJ 0883 |




George Lambrinos D.M.D.

Family And Cosmetic Dentistry

APPOINTMENT CANCELLATION POLICY

We understand that unplanned issues can come up and you may
need to cancel an appointment. If that happens, we respectfully ask for
scheduled appointments to be cancelled at least 4% Wovrs in advance.

patients. When someone fails to keep a scheduled appointment, another
patient loses an opportunity to be seen. Although we have always had a
cancellation policy, circumstances have caused us to enforce 2 policy of

charging for no-show appointments, and those not cancelled within 24

hours. There will be a fee of $50.00 assessed if we do not receive a

cail to cancel an appointment.

Thank you for being a valued patient and for your understanding and
Cooperation as we institute this policy. This policy will enable us to open
otherwise unused appointments to better serve the needs of all of our
patients.

Patient Signature Date

Franklin Plaza

Tel: 732-446-6533 557 Englishtown Road #13
Fax: 732-446-4287 Monroe Township, Nj 0883 |













