Mark Mensh, D.M.D. | 5429 Harding Highway,
Saul Weisfeld, D.M.D | Route 40 Suite 101
Deryck Pham, D.D.S. | Mays Landing NJ, 08330
Greg DeFelice, D.M.D., M.S | Tel (609) 625-0505
Fax (609) 625-8002

Patient’s Name Date

Male © Female © Single @ Married @ Divorced @ Widowed = Child =
Date of Birth Social Security

Address Cell Phone ()

City State Zip Work Phone () EXT:

Home Phone () Referred by

E-mail Occupation

o Please DO NOT e-mail me o Please DO NOT send me text messages

YOUR DENTAL AND MEDICAL HISTORY IS IMPORTANT. MANY THINGS HAVE A DIRECT BEARING ON YOUR DENTAL
HEALTH. THE INFORMATION YOU PROVIDE IS CONFIDENTIAL AND WILL NOT BE RELEASED WITHOUT PERMISSION.

I understand that the information that I give today is correct to the best of my knowledge. | also understand that this information
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, with my informed consent, any dental service | may need during diagnosis and treatment.

Date Relationship to Patient

Signature of patient, parent or guardian

General Health Excellent @ Good & Fair & Poor &
Name and address of Physician

Are you taking any prescription/over-the-counter medications? Yes@ NoT If yes, please list:

Have you been treated for: (please check all boxes that apply)
Abnormal Blood Pressure .....High® Low = NoH

Anemia..........ocoiiii, Yes™ NoO Hepatitis................. Type Yes™® NoO
Artificial Joints or Implants..... Yes® NoD HIVIAIDS ... Yes® NoD
Arthritis........ooooiii e, Yestd NoO Kidney Disease...........cccoeevvnnnes Yestd NoD
Artificial Heart Valve .......... Yes® NoOE Liver DiSease........cevveevnneninnnns Yes® NoH&
Asthma..........c.coeviieinn, Yes® NoD Medication Allergy.................... Yes® NoD
Cancer......coovviiiiiiee, YesE NoH Mental Disorders ...................... Yes® NoH
Cold Sores.......cooevviiiiiiennnns Yestd NoO MRSA (Staph infection) .............. Yestd NoD
Congestive Heart Disease ...... Yes® NoD Nervous Disorders..................... Yes® NoD
Congenital Heart Lesions...... YesB NoO Radiation Therapy .............cc....... YesE NoO
Diabetes........ccovvviviiinanen YesB NoH Rheumatic Fever ...................... YesB NoH
Drug Addiction................... Yes® NoD Sinus Trouble ... Yes® NoD
Epilepsy.....ccoovvviiiiiiinini Yes® NoD Smoker... ..o Yes® NoD
Glaucoma..........covvvnvnnnnn YesE NoH Stomach Problems ................... YesB NoH
Head Injuries...................... YesD NoUI StroKe....ov i, Yes™® NoD
Heart Attack ...........ccoovvnien. Yesd NoO Surgical Shunts, Plates, or Pins...... Yesd NoO
Heart Murmur ................... Yestd NoO Thyroid Disease.............cceoeenen. Yestd NoD
Heart Pacemaker ............... Yest NoD Tuberculosis or Lung Disease........ Yest NoD
Heart Surgery .................... Yes® NoO UlCers....ooviiiiiii i, Yes® NoO
Hemophilia........................ Yes® NoD Women:

Blood Disorders.................. Yestd NoDO Are you pregnant? Yes @ NoO& Due Date:
...... If yes, which: Are you nursing? Yes @ NoO

Other
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Are you currently taking or have you ever taken bisphosphonates, either orally or by 1.V.2........ YesB NoH
(Examples: Aredia, Zometa, Fosamax, Actonel, Boniva)

Are you allergic to any of the following? B Penicillin -~ B Aspirin 2 Erythromycin & Latex & Other
O Dental Anesthesia B Codeine & Tetracycline & Sulfate

Please list any other drugs that you are allergic to:

Other physical conditions we should be aware of:

Are you subject to prolonged bleediNg? ........cceeie i YesE NoH
Are you subject to fainting SPEIlS? ..o Yes® NoD
- DenalHitry
Your current dental health is: Good & Fair & Poor &

Do you like your Smile? ........cccooeiiiiiiiieeeee e Yes® NoD

Are you having discomfort at this time? ............ccccocvvieiennns Yestd NoD

Have you had any injuries to your mouth, teeth or head? ...... YesE NoE ifyes, explain

Are your teeth sensitive to hot, cold, or sweet? ...................... Yes® NoD

Do you have bleeding gumMS? ........ccoeoviiiiniiecieeene Yes® NoD

When was your last dental appointment?

Have you ever had gum treatments? if yes, when

How often do you floss your teeth?
How often and when do you brush your teeth?
Have you had any unpleasant dental experience in the past?

In order to properly diagnose and treat dental problems we require, and it is recommended by the American Dental
Association that x-rays be taken. A full series of x-rays and/or a panorax x-ray may be covered by your dental
insurance every 3-5 years and bite-wing x-rays every 6 months to a year. If insurance does not cover or no insurance is
available it will then be the patient’s responsibility to pay for x-rays. No x-rays will be taken without
patient/guardian’s consent and financial obligations explained.

| agree to this treatment
o | hereby waive the need for this treatment and fully understand the risks involved with not having a dental x-ray.

Date Relationship to Patient

Signature of patient, parent or guardian
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Primary Dental Insurance Secondary Dental Insurance
Person Responsible for this Account Person Responsible for this Account
Dental Insurance Company. Dental Insurance Company
Subscriber Employer Subscriber Employer

Subscriber Name Subscriber Name

Subscriber Social Security # Subscriber Social Security #
Subscribers ID # Subscribers ID #

Subscribers Date of Birth Subscribers Date of Birth

Name of Spouse/Guardian Name of Spouse/Guardian

Group Number Group Number

IMPORTANT DENTAL INSURANCE, PAYMENT AND FINANCING INFORMATION
Our fees are based on providing the finest care, skill and time required for the appropriate treatment. We believe open
communication is important and will discuss your care and associated fees in detail with you before beginning any treatment.

Insurance Information

Understanding your insurance benefits can be very challenging, and each plan differs in its covered services, deductibles, co
payments, and policy exclusions. Our experienced front desk team can help to make your plan’s terms clear. It is important for you to
become familiar with your insurance plan. At all times, you can be confident that we will always provide you with our best services
without regard to the limitations imposed by your insurance coverage. As a courtesy to our valued patients Brickworks Dental will file
your insurance claim electronically on the day of your visit, and request payment of your benefit directly to our office. Brickworks
Dental will research your dental insurance plan prior to your visit, and advise you of benefits available to you. Brickworks Dental will
coordinate benefits when you have more than one dental insurance plan. Brickworks Dental will attach all supporting documentation
to your claim, such as narratives and appropriate radiographs. Brickworks Dental will preauthorize large treatment plans to determine
exact benefits. Brickworks Dental will follow the American Dental Association guidelines for coding and filing insurance claims.

As the insurance policy holder, you must: Understand that although we may participate with your insurance plan, you
own the policy and we have no leverage to obtain payments or benefits from your insurance carrier. You are responsible for all fees
associated with your treatment regardless of your insurance coverage. Insured must realize that dental insurance policies may restrict
payment for some services, may use restricted fee schedules, or may exclude some procedures based on prior conditions or waiting
periods. Insured must pay all fees not covered by insurance and all estimated co-pays at the time of service. Insured must pay
any fees the insurance company does not pay our office within 75 days. Please keep our office informed of any changes to your
insurance coverage or employment.

Date Relationship to Patient

Signature of patient, parent or guardian

Financial Policy

To maintain efficient practice operations, and to prevent any misunderstandings, we ask that you review and adhere to
the following financial arrangements. Payment for dental services provided is due at the time service is rendered
unless other arrangements have been made in advance. For our patients with dental insurance, this means that
your deductible and co-pay is due at this time. We will work with you to maximize your insurance benefits;
however, you are fully responsible for all fees associated with your treatment regardless of your insurance coverage.
For your convenience, we accept cash, checks, debit, Visa, MasterCard, Discover, American Express, CareCredit, and
Chase Health Advance. There is a $25 check fee for checks that are not honored by your bank. This fee will be applied

to the patient’s account along with the unpaid balance for services. When a balance is due on your account, you will
receive a monthly statement. We reserve the right to charge a late fee of $25 each month to any account with an
outstanding balance more than 30 days past due. If collection services are required due to non-payment, all collections
and attorney fees will be applied to your outstanding balance. Please contact our office if your statement does not
reflect your insurance company’s payment within four to six weeks following your treatment. Any remaining balance
after your insurance company has paid is your responsibility, and prompt remittance is appreciated.

I hereby authorize Brickworks Dental to release my records to my insurance company. | hereby authorize benefits to be
paid directly to Brickworks Dental of New Jersey | understand that | am responsible for any unpaid balance.

Date Relationship to Patient

Signature of patient, parent or guardian
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Appointment Changes and Cancellations

Your appointment time is especially reserved for you and we strongly encourage all patients to keep their appointments. We schedule
an adequate amount of time to thoroughly and professionally complete your treatment. We routinely attempt to provide you with
courtesy reminders of your appointment date and time utilizing postcards, home/work/cell phone numbers, and email. It is your
responsibility to arrive on time, and to be prepared with registration forms, x-rays, insurance information, or other required
documentation. To provide the most efficient care for all of our patients, we require 36 hours notice if you must change or cancel your
appointment. This will allow us to provide our time and skill to another patient in need of care. We reserve the right to charge a
cancellation fee of $25.00 for time reserved. We value your time, and do our best to stay on schedule and limit your waiting; however,
complicated procedures and unforeseen emergencies occasionally cause minor delays. We appreciate your understanding and patience
when these situations arise.

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION
Health Insurance Portability Accountability Act (HIPAA), 1996

http://www.hhs.gov/ocr/hipaa/finalreg.html

Section A: PERSON GIVING CONSENT FOR FAMILY
Name (print):
SECTION B: TO THE PATIENT/GUARDIAN

Purpose of consent: By signing this form, you will consent to our use and disclosure of your protected health information to carry out
treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this consent.
Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and disclosures we may
make of your protected health information, and of other important matters about your protected health information. A copy of our
Notice accompanies this consent. We encourage you to read it carefully and completely before signing this Consent. We reserve the
right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy practices, we will issue
a revised Notice of Privacy Practices, which will contain the changes. Those changes may apply to any of your protected health
information that we maintain. You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any
time by contacting:

Mark Mensh D.M.D., Saul Weisfeld, D.M.D., Deryck Pham, D.D.S., Greg DeFelice, D.M.D., M.S.

5429 Harding Highway, Suite 101, Mays Landing, New Jersey 08330, (609) 625-0505

Email: info@brickworksdental.com \Web address: www.brickworksdental.com

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted
to the contact Person(s) listed above. Please understand that revocation of this Consent will not affect any action we took in reliance
on this Consent before we received your revocation, and that we may decline to treat you or to continue treating you if you revoke
this.

Signature: Date:

I have had full opportunity to read and consider the contents of this Consent form and your Notice of Privacy Practices. | understand
that, by signing this consent form, | am giving my consent to your use and disclosure of my protected health information to carry out
treatment, payment activities and health care operations.

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT. PLEASE ADVISE US IF YOU WANT A COPY.

LYYV VYV Y Y.V, Y. V.Y,V V.V V.V V.V V.V V.V.V.V.V.V.V.V.VV.V.V.VVVVVVVVVVVVVVVVVVVVVVVVVV.VV.V.V.VVV.V.V.V.V.V.V.V.V.V.V.V.VV.VVVY
Notice of Privacy Practices

Purpose: This form is used to obtain acknowledgement that you have been notified that our NOTICE OF

PRACTICE POLICIES can be obtained via our web-site: www.brickworksdental.com “HIPAA” section.

HIPAA web-site: http://www.hhs.gov/ocr/hipaa/finalreg.html

I have received acknowledgement of this office’s Notice of Privacy Practices.

Signature: Date:

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

O Individual refused to sign.

=] Communications barriers prohibited obtaining the acknowledgment.
O An emergency situation prevented us from obtaining acknowledgment.
O

Other (Please Specify)




