VINCENT M. IMMORDINO, D.M.D,, P.A.
ALEC E. KEON, D.M.D.

GOLDEN CREST CORPORATE CENTER
2273 STATE HIGHWAY 33, SUITE 201
HAMILTON SQUARE, NJ 08680
TELEPHONE (609) 588-0666

Fax (609) 588-0421

Dear New Patient:

We would like to take this opportunity to welcome you to our practice and thank you for choosing us as
your dental care provider, We appreciate your trust and look forward to providing you with the finest
dental treatment available.

Your first visit to our office will consist of an Initial Exam, and any x-rays that are necessary. When
possible, we ask that you arrive a few minutes early for your first appointment. This will enabie you to
fill out any paperwork necessary as well as allow us time to answer any questions or coneerns you imay
have regarding treatment or insurance coordination.

Regarding finances, our fees are payable at the time of service. We will be happy to file all insurance
paperwork on your behalf. With most insurance companies we are able to gstimate your insurance’s co-
payment and deductible. Please keep in mind we can only estimate your insurance’s co-payment. We
do not guarantee benefits. Your insurance is a contract between you and the insurance company only.
Our practice accepts cash, checks and all major credit cards for your portion of payment.

If a physician has ever informed you that you may have a prior history of a cardiac condition, joint
replacement or any other condition that requires pre-medication for a dental visit, please contact our
office or your family physician prior to your appointment with us.

Once again, on behalf of Drs. Immordino and Keon, thank you. We look forward to meeting you and
providing you with a bright smile for many years to come.



WELCOME

Thank you for choosing our office. Please take a few minutes to fill out both sides of this form. If you have
questions, we'll be glad to help you. We look forward to working with you in maintaining your dental health.

PATIENT INFORMATION

Name Soc. Security #
Last Name First Name Initiat
Address Cell
City State Zip Phone
Sex OM QF Age Birthdate O Single QO Married O Widowed Q Separated QO Divorced
Patient Employed by Occupation
Business Address Business Phone
Whom may we thank for referring you?
Notify in case of emergency Home Phone Work Phone
MEDICAL HISTORY
Physician’s Name Address Phone
Date of last visit Have you had any serious ilnesses or operations! QY QN If yes, describe

Women: Are you pregnant! QY QN Nursing? QY ON Taking birth control pills? QY O N
Check ( i ) if you have had any of the following:

a AIDS QO Chemical dependency O Heart problems O Mitral valve prolapse (1 Spina Bifida
O Anaphylaxis Q Chemotherapy Describe Q Nervous problems [ Stroke
Q Anemia Q Circulatory problems O Hemophilia/Abnormal Bleeding (1 Pacemaker,/Heart Surgery O Surgical implant
Q Arthritis, Rheumatism O Cortisone treatments ( Herpes Q Psychiatric care 0 Swelling of feet or ankles
Q Artificial heart valves 0 Cough, persistent QO Hepatitis Q Rapid weight gain or loss Q3 Thyroid disease or matfunction
Q Artificial joints Q Diabetes Q High Blood Pressure Q Radiation treatment (O Tobacco habit
Q Asthma Q Epilepsy Q HIV positive O Respiratory disease [ Tonsillitis
O Atopic (allergy prone) O Fainting 0 Jaw pain 0O Rheumatic fever Q Tuberculosis
O Back problems Q Food allergies Q Kidney disease or malfunction O Scarlet fever Q Ulcer/Colitis
U Blood disease Q Glaucoma Q Liver disease Q) Shingles Q Venereal disease
Q Blood transfusion Q Headaches O Material allergies (latex, O Shortness of breath U
Q Cancer O Heart murmur wool, metal, chemicals) O Skin rash a
List medications you are currently taking, if any: List drug allergies, if any:

DENTAL HISTORY

What would you like us to do today? ' Are you in dental discomfort today?
Former Dentist, Address Phone
Date of last dental care Date of last X-rays
Check (‘j ) if you have had any of the following:

QO Bad breath O Food collection between teeth O Periodontal treatment Q Sensitivity to sweets

O Bleeding gums Q Grinding or denching teeth Q Sensitivity to cold Q Sensitivity when biting

O Clicking or popping jaw O Loose teeth or broken fillings O Sensitivity to hot Q Sores or growths in mouth
How often do you brush? How often do you floss?

How do you feel about the appearance of your teeth! .

Have you ever experienced an adverse reaction during or in conjunction with a medical or dental procedure!

Other information about your dental health or previous treatment
PLEASE COMPLETE BOTH SIDES




Person Responsible for Account

PRIMARY INSURANCE

City

Last Name First Name Iniviat
Relation to Patient Birthdate Soc.Sec.#
Address (if different from patient) Phone
State Zip
Person Responsible Employed by Occupation

Business Address

Business Phone

Insurance Company

Phone

Contract # Group # Subscriber #

Name of other dependents under this plan

 ADDITIONAL INSURANCE

Is Patient covered by additional insurance? QY U N

Subscriber Name Relation to Patient Birthdate
Address (if different from patient) Soc. Sec. #

City State Zip Phone
Subscriber Employed by Business Phone

Insurance Company Phone

Contract # Group # Subscriber #

Name of other dependents under this plan

AUTHORIZATION AND FINANCIAL PoOLICY

* | have reviewed the information on this questionnaire and it is accurate to the best of my knowledge. | understand that this informa-
tion will be used by the dentist to help determine appropriate and healthful dental treatment. If there is any change in my medical
status, | will inform the dentist. :

* | authorize my insurance company to pay to the dentist or dental group all insurance benefits otherwise payable to me for services
rendered. | authorize the use of this signature on all insurance submissions.

* | authorize the dentist to release all information necessary to secure the payment of the benefits. | understand that | am financially
responsible for all charges whether or not paid by insurance. | also understand that my insurance policy is a contract between myself
and my insurance company, and that it is my responsibility to know my dental benefits.

Payment is due in full at the time of treatment unless prior arrangements have been approved.

A 1.5% monthly service charge will be applied to balance carried over 60 days.

We redlize that temporary financial problems may effect timely payment of your account.
If such problems occur, we encourage you to contact us promptly for assistance in the management of your account.

Charges may be applied for broken appointments and appointments cancelled without 24 hour advance notice. Thank you.

Signature Date




E

Vincent M. Immordino, D.M.D., P.A. Alec E. Keon, D.M.D.
2273 State Highway #33 Suite 201
Hamiiton Square, New Jersey 08690
609-588-0666

" NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

™

OUR LEGAL DUTY

We are required by applicable federal and stats law to maintain the privacy of your health information. We are also
raguired to give you this Notice aboul owr privacy practices, our legal dulies, and your nghts concoeni :
wiormation. We must follow the privacy practices thal are described in this Nolice wh:
inkes effect oy / 1 / o0z, and will rerain in effect until we replace it
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3 it s in effect, This Nolics

We reserve the right ta change our privacy practicns and tha terms of this Notice at any time, provided such
changes are permitied by applicable law.
new terms ol our Notics effective for all heal
ed or received belore we made the charn
chiange this Naotice and make the new Netice available up

tices ang the

a signit

Y request

icant change in our privacy practices, we will
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You may request a copy of cur Natice at any time. For more information about our grivacy practices, o
il copies of this Notice, please contact us us

the information listed at ihe end of this Notice,

o O AN o R s R

USES AND DISCLOSURES QF HEALTH INFORMATION

Wa use and disclose health information about you for treatment, payment, and neaithcare operations, For exampe:

Treatment: We may use or disclose your healih information o a physician or other healthcare provider pro-
viding treatment Lo you,

Payment: We may use and disciose your haalth information to obtain payment lor services we provide ta you.

Heaithcare Operations: We may use and disclosa your heailh inlormation in connection wilh our beallhcare oper
ations, Heaithcare operations include qualily assessment and improverent activities, reviewing the compelence ol
gualifications of healthcare professionals, svaiualing practitioner and provider perfurmanace, conduai i

programs, accredilation, certification, licensing or credentialing activities

N2y

Your Authorization: |n addition 0 our use of your health informstion Tor trealment, payment or healihcare opera
tions, you may give us writien authorizalion to use your heallh information or to disclose i fo anyone tor any -
pose. If veu give us an authorization, you may revoke it 'n writing al any time. Your revocation will not affect any use
or disclosures permitted by your authorization while it was in effect. Unless you give us a writlen authorizalion, we
cannot use or disclose your health information for any reason except those described in this Notice,

To Your Family and Friends: We must disciose your health information to you, as described in the Patient
Rights section of this Notice, We may disciose your haalth information to a family member, friend or ciher person
o the exlent necessary to help with your healthcare or with payment for your healihcare, but only if you agres that
We Ty e so.

Parsons Involved In Care: We may use or disclose has
{inciuding identitying or focating) a family mernber, your pe
your care, of your location, vour general condition, or death. It you
health informaltion, wa will provide you with an opporiunity 10 ol
incapacity or emer'g)ex"xcy circumstances, we will disciose hea
professional judgment disclosing crily heai!
heaithcare. We will also use our profes
able inferences of your bast i
ather siritar forms of health i

sresant, then grior i use or diselosure af your
Lo such usos ar disclosures, In the gvent ot yvow
iformation based on a determinalion using our
intormalion that is directly relevant 1o the person's involvernent in your
lonal ludgment and our experience with commean practice to m
terest in aliowing & person to pick up filled prescriptions. medical supp!
formation,

ake reason-
08, ATrEyS, O

Marketing Health-Related Services: We will not use vour health information for marketing commun
withiout your wiritten authorization.

Required by Law: We may use o disclose your haalih information when we are required to do so by law

Abuse or Negleet: We may disclose your heaith information o appropriate authorities it we reasonably believe it
yOu are o possible victim of apuse, negiect, or domestic viclence or the possible vi of pther Crimes, We m
closa your health information to the extent necessary to avert a ser healin or sale g
or safety of gthers.
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National Security: We may disclose to military authorities the health information of Armed Forces personnel .unde.r
certain circumstances. We may disclose to authorized federal offic fais health information requiredlfor‘]aw.ful intelli-
gence, counterintelligence, and other national security activities. ‘We may disclose to correctional institution or law

enforcement official having lawful custody of protected health infor--ation of inmate or patient under certain circum-
stances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, or letters).

PATIENT RIGHTS

Access: You have the right to look at or get copies of your healtn information, with limited exceptions. You may
request that we provide copies in a format other than photocopias. We will use the format you request unless we
cannot practicably do so. (You must make a request in writing to cbtain access to your health information. You may
obtain.a form to request access by using the contact information !isted at the end of this Notice. We will charge you
a reasonable cost-based fee for expenses such as copies and staf! ‘ime. You may also request access by sending us
a letter to the address at the end of this Notice. If you request conies, we will charge you $0. 75 for each page,
$ 38,00 per hour for staff time to locate and copy your health information, and postage if you want the copies n?aile.d
to you. If you request an alternative format, we will charge a cost-based fee for providing your health information in
that format. If you prefer, we will prepare a summary or an explanation of your health information for a fee. Contact
us using the information listed at the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your health information for purposes, other than treatment, payment, healthcare operations and certain -
other activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in a
12-month period, we may charge you a reasonable, cost-based fea for responding to these additional requests.

Restriction: You have the right to request that we place additiciial restrictions on our use or disclosure of your

health information. We are not required to agree to these additional restrictions, but if we do, we will abide by our
agreement (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health infor-
mation by alternative means or to alternative locations. (You must make your request in writing.) Your request must
specify the alternative means or location, and provide satisfactory explanation how payments will be handled under
the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. (Your request must be in writing,
and it must explain why the information should be amended.) We may deny your request under certain circumstances.

Electronic Notice: If you receive this Notice on our Web site ¢+ by electronic mail (e-mail), you are entitled to
receive this Notice in written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights. or you disagree with a decision we made about
access to your health information or in response to a request you made to amend or restrict the use or disclosure of
your health information or to have us communicate with you by alternative means or at alternative locations, you
may complain to us using the contact information listed at the end of this Notice. You also may submit a written
complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your
complaint with the U.S. Department of Health and Human Servics:: upon request,

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file
a complaint with us or with the U.S. Department of Health and Human Services,

Privacy Contact Officer; Vincent M. Immordino, D.M.D.
Telephone: 609-588-0666 Fax: 609-588-0421

Address: State Highway #33 Suite 201
Hamilton Square, New Jersey 08690

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted, Any other use, dupication or distribution of this form by any other party requires the prior
written approval of the American Dental Association.

This Form is educational enly, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).



Vincent M. Immordino, D.M.D., P.A. Alec E. Keon, D.M.D.
2273 State Highway #33  Suite 201
Hamilton Square, New Jersey 08690
609-588-0666

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

*You May Refuse to Sign This Acknowledgement*

ly e ., have received a copy of this
office’s Notice of Privacy Practices,

Please Print Name

Signature

Date

For Office Use Only

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

Individual refused to sign

Communications barriers prohibited obtaining the acknowledgement

=

An emergency situation prevented us from obtaining acknowledgement

a

Other (Please Specify)

O

© 2002 American Dental Association

All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires the prior
written approval of the American Dental Association,

This Form s educational only, does not constitute legal advice, and covers only federal, not state, law {(August 14, 2002).



