PATIENT INFORMATION DATE

NAME OMARRIED OSINGLE CIMINOR CIMALE CIFEMALE
LAST FIRST M
SOCIAL SECURITY #
ADDRESS
STREET APT# CITY STATE zIp
BIRTHDATE TELEPHONE
MONTH DAY YEAR HOME WORK CELL EMAIL
NAME OF EMPLOYER ADDRESS
IF FULL TIME STUDENT, SCHOOL NAME GRADE

PERSON RESPONSIBLE FOR ACCOUNT- PLEASE CHECK ONE: OPATIENT OGUARDIAN COSPOUSE CFATHER OMOTHER

MINOR CHILD- MAY NEED TO COMPLETE BOTH BLOCKS FOR PARENT INFORMATION
INSURANCE INFORMATION ADULTS- COMPLETE PRIMARY INSURED

DUAL COVERAGE? ALSO COMPLETE SECONDARY INSURED

PRIMARY INSURED /IF NO INSURANCE COMPLETE SECONDARY INSURED
FOR RESPONSIBLE PARTY
LAST FIRST M LAST FIRST M
STREET CITY STATE ZIP STREET CITY STATE ZIP
HOME WORK CELL HOME WORK CELL
BIRTHDATE (MO/DAY/YR) RELATIONSHIP TO PATIENT BIRTHDATE (MO/DAY/YR) RELATIONSHIP TO PATIENT
EMPLOYER DENTAL INS. CO EMPLOYER DENTAL INS. CO
SS# SUBSCRIBER # GROUP # Ss# SUBSCRIBER # GROUP #
PERSON TO CONTACT Has any member of your family ever been treated in our
INCASE OF EMERGENCY office?
IYes [INo
Name Whom may we thank for referring you to our office?
Address
ity/State/ZIP
$ |y/ Sha e/ y METHOD OF PAYMENT
elephone Responsible party currently has an account with this office
OYes [INo
AUTHORIZATION OO0 Payment in full at each appointment ( cash or personal check)
I hereby authorize payment directly to the dental office Of the group 0 Payment in full at each appointment ((OVisa CIMC [(Other)
insurance benefits otherwise payable to Me. | understand that | am Card # Exp. Date
responsible for all costs of dental treatment. | hereby authorize the dental O I wish to discuss the dental Office's Financial Policy
office to administer such medications and such diagnostic, photographic
and therapeutic procedures as may be necessary for proper dental care. SERVICE CHARGES
The information on this page and the dental/ medical histories are correct If I do not pay the entire new balance within_ days of the monthly billing
to the best of my knowledge. I grant the right to the dentist t release my date, a service charge will be added to the account for the current monthly billing
dental/medical histories and other information about my dental treatment period. The service charge will be a periodic rate of ___ % per month (or a
minimum charge of $ for the balance under $ ) which is an

to third party payers and/ or other health professionals.
annual percentage rate of % applied to the last month’s balance. In the case
X of default of payment, | promise to pay any legal interest on the balance due,

Patient or Responsible Part
P y together with any collection costs and reasonable attorney fee incurred to effect

collection of this account or future outstanding accounts.

Date State Driver’s License #



PATIENT NAME DATE

Primary reason for this dental appointment: [1 Examination (] Emergency [ Consultation
Dental Histor

Do you have a specific dental problem? Describe Yes No
Do you have dental examinations on a routine basis? Last visit Yes No
Do you think you have active decay or gum disease? Yes No
Do you brush and floss on a routine basis? Explain Yes No
Do your gums ever bleed? Explain Yes No
Do you like your smile? Why? Yes No
Does food catch between your teeth? Any loose teeth? Yes No
Do you want to keep your remaining teeth? Yes No
Do you ever have clicking, popping or discomfort in the jaw joint? Do you brux or grind? Yes No
Have your past experiences in the dental office always been positive? Yes No
Do you smoke or chew tobacco? How many years? How many packs a day? Yes No
Any sores or growths in your mouth? Yes No
Name of previous dentist (optional): Yes No
Date of last full mouth x-rays (16 small films or panoramic): Yes No
Are you under a physician’s care now? Why? Who? Phone Yes No
Have you ever been hospitalized or had a major operation? Explain Yes No
Have you ever had a serious injury to your head or neck? Explain Yes No
Are you taking any medications, pills or drugs? What? Yes No
Are you on a special diet? Explain Yes No
Are you allergic to any medications or substances? Please check box below Yes No
[JAspirin IPenicillin [ICodeine  [] Acrylic (] Metal []Latex Rubber Other

Women (Please check): (1 Pregnant/ trying to get pregnant ~ [1 Nursing (] Taking oral contraceptives  Discuss Yes No

Do you now have or have you ever had any of the following? Please check appropriate boxes.
*If yes to any of the stared conditions, please call prior to appointment... premedication may be required.

Yes No Yes No Yes No Yes No Yes N
AIDS O O Cold Sores O O Glaucoma O O Leukemia O O Rheumatism O
Allergies (Medicines) [0 [ Congenital heart disease [0 [ Hay Fever O O LiverDisease 0O O Scarlet Fever O
Allergies (Pollen / Dust) O O Convulsions O O Heart Attack/Failure O O Low Blood Pressure O O Shortness Of Breath O
Alzheimer’s Disease [0 [ Cortisone Medicine [0 [ Heart disease/surgery* O 0O Lung Disease O O Sickle Cell Disease O
Anemia O [ Diabetes O O Heart Murmur* O O Mitral Valve Prolapse* O O Sinus Trouble O
Angina/Chest Pain O O Drug Addiction/ Alchoholism(J [0 Heart Pace Maker* O O Need Premedication? O O Stomach/ Intestinal Disease [
Arthritis/Gout O O Emphysema O O Hemophilia (Bleeding Problem)J [ Nervousness O O Stroke O
Artificial Heart Valve* O O Epilepsy or Seizures O O Hepatitis A (Infectious) O [ Night Sweats O O Swelling of Limbs O
Artificial joint* O O Ever taken fen-phen?* [0 [ Hepatitis Bor C O O Painin jaw joints O O Tattoos/Body Piercing O
Asthma O [ Excessive Bleeding O O Herpes 0O O Parathyroid disease O O Thyroid disease O
Bacterial Endocarditis* [0 [ Excessive Thirst [0 [ High Blood Pressure [0 [ Psychiatric Care 0 [ Tuberculosis O
Bloody Sputum O O Fainting or Dizziness O O HIV Positive O O Pulmonary shunt O O Tumors or Growths O
Breathing Problem O O Fever Blisters O O Hives or Rash 0 O RecentBlood Transfusion [0 [ Ulcers O
Bruise Easily/Blood Diseasell [ Frequent Cough O O Hypoglycemia O O Recent Weight Loss O O Unexplained Fever O
Cancer O O Frequent Diarrhea O O lrregular Heart Beat O O Renal Disease OO O Venereal Disease O
Chemotherapy O O Genital Herpes OO0 O Kidney Problems OO0 O Rheumatic fever* OO O X-ray Treatments (Radiation) [
Yellow jaundice O

Have you ever had any other serious illness not checked above? Discuss Yes No

Do you wish to talk to the dentist privately about any problem? Yes No

To the best of my knowledge, all the preceding answers are correct . If | have any changes in my health status or if my medicines change, | shall inform the dentist and staff at the next
appointment without fail

X Date
PATIENT SIGNATURE (PARENT OR GUARDIAN)
Reviewed By Doctor Date BP

History Reviewed and significant findings

Medical Updates

OoooOoooooooooogoooe

| have read my MEDICAL HISTORY dated and conform that it adequately states past and present conditions.
DATE EXCEPTIONS PATIENT'SSIGNATURE BP REVIEWED BY

None [ DR.

None [ DR.

None [ DR.

None [ DR.

None [ DR.

None [ DR.




Adjunctive Oral Cancer Screening Acceptance Form

Complete each time the examination is performed and place in the patient’s file

Our practice continually strives to provide important enhancements in oral health care for our patients.
We are concerned about oral cancer and look for it in all at risk patients.

One person dies every hour from oral cancer in the United States.

Late detection of oral cancer is the primary reason that mortality rates are so dismal. As with most other cancers,
age is the primary risk factor for oral cancer. Though tobacco use is a major predisposing risk factor, 25% of
oral cancer victims have no lifestyle risk factors.

We find that using ViziLite Plus along with a visual oral cancer examination improves our ability to identify
suspicious areas that may have been missed during the conventional examination. Early detection of
precancerous tissue can minimize or eliminate the potentially disfiguring effects of oral cancer and possibly
save your life. ViziLite Plus is a painless exam that gives us a better chance to find any oral abnormalities
you may have at an early stage.

Dental insurance might not cover the ViziLite Plus exam. However, this office is happy to verify your
coverage for you and will also provide you with a medical insurance form for yg to use to file this
procedure with your medical insurance. The fee for this enhanced examination is $ 5 .

Yes. I authorize the clinician to perform the ViziLite Plus exam along with the standard oral céncer
examination. I accept financial responsibility for this enhanced examination.

Print name:

Signature: ‘ _ Date:

No. I would prefer not to have the ViziLite Plus exam at this time.

Print name:

Signature: Date:

AR
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Robin N. Lucas, D.M.D. P.A.
232 Bloomfield Street
Hoboken, NJ 07030

To my Valued Patient:

This year marks the beginning of many exciting changes in our office. We continue to strive to
improve service and quality of care for you, so that you can regain and maintain your health as
quickly, efficiently and inexpensively as possible.

We have a purpose- and that purpose is to help our patients receive optimum health care. We
have the latest sterilization technology because cleanliness and infection control is of the outmost
importance. We also have a personal, professional, and ethical responsibility to care for your
health to the best of our ability.

Missed appointments and failure to care to comply with recommended treatment schedules and
/or procedures prevent us from achieving our goal of optimum health for you. If you cannot
keep your appointments and adhere to our treatment recommendations, we will not be able to
continue treating you in good conscience. Therefore, the following policies must be agreed

upon:

NO SHOWS ARE NOT ACCEPTABLE Failure to make an appointment not only
compromises your health, but inconveniences other patients who may have requested an office
visit during your scheduled appointment. In order to avoid a disappointment fee, you are
expected to call within 24 hours of your appointment to reschedule.

WE REQUEST THAT YOU ARE ON TIME FOR YOUR APPOINTMENT We will see
you on time and get you out on time unless there is an emergency. If you are more than 15
minutes late you may have to reschedule your appointment.

IF YOU MISS AN APPOINTMENT YOU MUST MAKE IT UP_ It is critical to your health
to do so to avoid set backs in the care and maintenance of your teeth and gums.

WE RUN A ZERO BALANCE OFFICE Insurance co-payments are due the day services are
rendered. You are responsible for your yearly deductible if applicable. Cash patients are an
exception, and are expected to comply with their financial agreement with the office. Any
balances must be paid in full whether it is insurance based or not. Refunds are applied if
applicable. Questions or concerns regarding your financial obligations can be directed to your
treating doctor.

TRANSFER OF RECORDS Should you move, change dentists or need to have your records
duplicated for any reason there is a fee, which paid must be prior to release.

DISATISFACTION It is our duty to ensure you complete satisfaction. However,
miscommunications can occur between you and our office. We would appreciate any concerns




regarding treatment or customer service to be brought to our attention immediately. If this
should occur we will be more than happy to rectify the situation to the best of our ability.

We greatly appreciate your cooperation and referrals
Yours truly,

Dr. Robin Lucas and staff.

Patient Date

Witness Date



Notice of Privacy Practice
Patient Consent Form

I understand that I have certain rights to privacy practice regarding my protected health
information. These rights are given to me under the Health Insurance Portability and
Accountability Act of 1996 (HIPPA). I understand that by signing this consent I
authorize you to use and disclose my protected health information to carry out:

e Treatment (including direct or indirect treatment by other health care providers
involved in my treatment)

e Obtaining payment from third party payers (i.e. my insurance company)

e Day-to-day healthcare operations of your practice

I have also been informed of, and given the right to review and secure copy of your
Notice of Privacy Practices, which contains a more complete description of the uses and
disclosures of my protected health information, and rights under HIPPA. T understand
that you reserve the right to change the terms and conditions of this notice. I reserve the
right to contact you at any time to obtain the most current copy of this notice.

I understand that I have the right to request restrictions on how my protected health
information is used and disclosed to carry out treatment, payment and health care
operations. I am not required to agree with these requested restrictions. However, if you
do agree, you are bound to comply with this restrictions.

I understand that I may revoke this consent, in writing at any time. However, any use or
disclosure that occurred prior to date I revoke this consent is not affected.

Patient (Print) Date

Relationship to patient Date

Signature Date
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