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We would like to welcome you and your child to our office..
Our goal is to make every child’s visit pleasant and educational.
Our practice is based on preventive care. We strive to teach

good oral care that will enable your child to have a
beautiful smile that lasts 2 lifetime.

Tell Us About Your Child ' General Information

\b Today's Date: ' 7" Who is accompanying the child today?

Child's Name: Y/ Name: Relation:

First

Child’s Birthdate: Child's Age:

Do you have legal custody of this child?

Wnom may we Thank for referring you?

Nickname: Male

Other siblings:
School: Grade: Previous / Present Dentist: Last Visit Date
Hobbies: Dentist's Phone #: ( )
Child'e Home #: ( o5 #: Relative or Friend not living with you:
Child's Home Address: | Name:

Apt / Condo #
Address:

Zip

Parent’s Information

f\&v Ferson R@Ep@ﬂ@ibl@ for Account: Farent’'s Marital Status Single Married Fartnered Widowed Divorced Separated

Father Step Father [ Guardian Mother Step Mother [ Guardian

Name: Birthdate: Name: Birthdate:
Addrese: (If different than Child’s) Hm #: ( ) Address: (If different than Child’s) Hm #: ( )

o5 #: DL #: S5 #: DL #:
Wk #: ( : Cell/Other #: ( Wk #: ( : Cell/Other #: (

Email: Email:

Employer: Employer:

Employer's Address: cmployer's Addrese:

City State Z City State Lip

p
¥ _yauhale.Dental lmwmcam?ém’kcﬁ;d FIMH;_:G %bﬁ/&’ w . It you have Dental Insurance Coverage for the Child, please fill out below:

Insurance Co. Name: Ihsurance Co. Name:

4 nsurance Address: nsurance Address:

City ] City

Insurance Phone: ( ) Insurance Phone: ( )

Group # (Plan, Local, or Policy #): Group # (Plan, Local, or Folicy #):

Release

\ | certify that my child is covered by Insurance Co. and | assign all insurance benefits otherwise
‘& payable to me. | understand that | am responsible for payment of services rendered and also responsivle for paying any copayment and
deductible that my insurance does not cover. | hereby authorize the dentist to release all information necessary to secure the payment of benefits. |
. authorize the use of this signature on all my insurance submissions, whether manual or electronic.

Signature of Parent or Guardian 1 HI'J‘.
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Dental History Medical History

\ Why did you pring tne child to the dentist today?

Has the child experienced the following medical problems?

X
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Y N Abnormal Bleeding / Hemophilia Y N Heart Murmur
Y N ADD/IADHD Y N Hepatits
H Has tne child ever taken any diet pills such as Phen-Fen? i N AD 5/_ AV v N ”QI" Dlood Pressure
& (Also known as Redux or Pondimin.) If so, when? ¢ N Anemia 7 N Hives
% 5 the child currently in pain? ] Yes O No t N il ﬁfﬁ?ftﬁ' StayﬁfOPﬂra’ffOﬂﬁ? : N ok i
& Does the child require antibiotics before dental treatment? 1 Yes [ No ,. A ) N- SN
: Has tne cnild ever had a serious/difficult problem associated with v N g5y g e T
plr‘avIoIJ; dental work? o ’ o o ] Yes O Np v s Ca-n oAt B W e
. /[ Chicken Pox Y N Mezsles
5 the child's water fiuoridated? [1 Yeg LI No Y N Congenitzl Heart Defect Y N 2! Vzlve Prolapse
5 the child taking fluoridated supplements? L] Yes 0 No Y N Convulsions Y N Moronucleosis
Has the child ever had any pain/tenderness in his/her Y N Diabetes Y I Prosthetics
jaw joint (TMJ/TMD)? L1 Yes L1 Np Y N Ep lepsy Y N Rheumatic Fever
Does the child brush nis/her teeth daily? (] Yes L1 No Y N Exposed to HIV, but Neg. Y W Scarlet Fever
Fioss his/her teeth daily? 1 Yas [J No : N Handicaps/Diszbilities Y N 5kinRash
Child's Prysician: Y N Hearing Impairment Y N Tuberculosis (TB}
R— Mats of LagtViah Are the child's immunizations current? 1 Yes O No
P T w————— 7 Yes [ No Anything you would like to discuss with the Doctor in private? 1 Yes [1 Np

. s _ Plezse discuss any serious medical problems the child experiences/ed:
Please describe the child's current physical health: 4 ? 7
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Please list all prescription / over the counter or herbal supplement drugs that -

the child is currently taking: Does/did the child experience any of the following?

==

Y N Breast Fed Y M Nursing Bottle Habits
' . Aside from items listed, please list all drugs/things that the child is allergic to: : N Chewm:g > O_?*Igfjtg____ | ; N ?pgesh HI""roblsma |
| IV Clenching/Grinding Teeth N Thumb/Finger Sucking
Y N Lip Sucking/Biting v N TonguelCheek Biting
Y N Mouth Breather 4 N Tongue Thrust
Yes No Latex Yes No Metals/Nicke! Yes No Plastic Y N Nail Biting N Used Pacifier

-

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

| 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 child's medical status. | authorize the dental staff to perform the necessary dental services my child may need.

Signature of Parent or Guardian Date
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| have verbally reviewed the medical/dental information above with the parent/guardian & patient named herein.

Signature of Dentist Date
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Dentists Comments:

Medical History Update

Haso there been any change in your child's health status since their last visit? [ Y [
] | ; y o N Parent/Guardian Signature Date
If Yes, please explain. _ - 4
Dentist Signature Date
Hag there been any change in your child's health status since their last visit? [ Y [ N
#Yes, plezse exolzin | Parent/Guardian Signature Date
Dentist ‘:Signatu re DaEe
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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: 732-446-6533 55/ Englishtown Road #13
Fax: 732-446-4287 Monroe Township, NJj 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 I 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.

X Date:

Signature of Patient or Responsible Party

X : Date: =

Signata;e of Co-Responsible Party

X _ Date:

Signature of Office Manéger

Franklin Plaza

Tel: 732-446-6533 557 Englishtown Road #13
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% Wevrs in advance.

Our staff wants to be available for your needs and the needs of all our
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 a 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 cancei 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 55/ Englishtown Road #13
Fax: 732-446-4287 Monroe fownship, Nj 0883 |













