We are pleased to welcome you to our practice. Please take a few minutes to fill out
this form as completely as you can. If you have questions we'll be glad o help yvou.
We look forward to working with vou in maintaining vour dental health.

Name

Patient Information

Last Neawe

Address

First Name

Tritiaal

City._

Cell Phone

Stade Zip

Email

Home Phone

Sex UM OF Age

Patient Emploved by

Birthdate _

O Single 2 Married O Widowed O Separated O Divorced

Business Address

Business Ermail

Occupation

Business Phone

Whom may we thank for referring you?

Home Phone

Nonify in case of emergency
Cell Phone

Emzail

_ Business Fhone

Person Responsible for Account

Primary Insurance

Relation to Patient

Last Nane

Birthdare

Address (if different from patient)

City

Cell Phione

First Nemmiet

Soc. Sec. §

Home Phone

Ij.' il

Zip

Em:ail

Person Responsible Emploved by

Business Address

Business Email

(ccupation

Business Phone

Insurance Company _
Insurance Email
Contract #

Name of other dependents under this plan

Phone

Group #

Subscriber #

Is patient covered by additional insurance? O Yes

Subscriber Name

Address G different from patient)

Additional Insurance

N

_Relation to Patient

Birthdate

Soc, Sec, #

City

Cell Phone

Subscriber Employed by

Busingss Email

Insurance Company
Insurance Email
Contract #

Name of other dependents under this plan

L

Home Phone

Ennail

Business Phone

Fhone

Group #

Subscriber #

Please complete both sides.




Dental History

What would vou like vs to do todawd_______ _ Are vou in demal discomfort today?_

Former Dentist __ Aidress

Dentists Brogal Phone

Drate of Bast dental care _ _ Date of last x-rays

Check { « ) ves or no if vou have had prablems with any of the following:

3 Y N Bad breath Y 1 N Food collection between teeth 2 Y N Periodontal treaiment Y T N Sensitivity to sweels

3 Y O N Bleeding gums Y N Grinding or clenching teeth 2 Y 1 N Sensitivity 1o cold 0¥ Ch N Sensitivity when biting

3 ¥ O N Clicking or popping jaw Y 2 N Loose teeth or broken fillings =Y 2 N Sensitivity 1o hot Y O N Sores or growths in mouth

How often do you brush? Floss? _

How do you feel about the appearance of your deeth?

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

b information shout vour dental health or previous treatment

Medical History

Physician’s mame Phone

Drute of last visit _ Have you had any serious illnesses or operations? Y UN

If yes, describe

Ares voun currently under physician care? Y N Ifves, describe

Hiwe vou ever had a blood transfusion? QY QN Ifves, give approximate dates

Have vou ever taken Fen-Phen/Beduxr  OY ON
Have vou ever used 2 hisphosphonate medication? Brand names include Fosamax, Actonel, Mebvia, Didronel and Boniva.
Women: Are you pregnant? Y 0N Nussing? OY ON  Taking birth control pillsy OY Q8
Check { + ) ves or no whether you have had any of the following:
OY OK  ADSHIV Positive Y N Cough, persistent OY OX Jaw pain 2Y OX  Shingles
Y AN Anaphylaxis Oy ON  Cough up blood QY AN Kidney disease or Y X Sherness of breath
QY QN Anemia OY ON Diabetes o malfunction Oy ON Skin rash
OY AN Arhritis, Rheumatism QY QN Epilepsy QY ON Liver discase OY 0N Spina Bifida
OY AN Anificial heart valves QY QN Fainting S YOn -?:i'gﬂl&"':lf A QY AN Swroke
Y AN Anificial joints Y ON  Food allergics L'|'IL'I1I-iL:'I]‘:; Gt Y ON  Surgical implam
r - o . - . &, L - 5 . ] .. J ! o f By
OY ON  Asthma _I Y DN Glancomsa OY ON Mitral valve prolapse W Swe I II '|“.:I fieet
OY ON  Atopic (allergy prone) .J Y ON  Headaches JY ON  Nervous problems Qe
JY AN Back problems Y AN Heart munmur OY ON Pacemaker/
Oy ON  Blood disease JY N Heart problems Heart surgery
OY ON Cancer Describe 5y O Pschimric care OY OX  Tonsilltis
r ¥ e ! 5 ]

QY ON  Chemical dependency QY QN Hemophiliy JY O Rapid weight gin or Joss 8
: sk } sbnormal bleeding 2 i Y AN Tuberculosis
dY UN  Chemotherapy ) 7 Y ON  Radiation treatment L P

- ol QY ON Herpes 03 Uleer/Colitis
OY ON Circulatory problems OY ON  Hesati Y ON  Hespirmory discase

e (peatitis :
AY AN Cortisene treatments "N smatic/Scarlet feve

B Oy ON  High blocd pressure QY ON  RheumaticScarket fever

Is patient currently taking any medications? If ves, list all: Does patient have drug allergies? 1 yes, list all:

Y AN Thyroid discase or
malfunction
Y { Tobaceo habit

Oy AN Venerea disease

Authorization

1 e reviewed the information on this questionnaire, and it is accurate 1 the best of my knowledge. T understand that this information will be used by the dentist
t help determine appropriate and healthful dental treatmenn. If there is any change in my medical status, [ will inform the dentist.

1 authorize the insurance company indicated on this form 1o pay 10 the dentist all insurance benefits otherwise payable 1o me for services rendered.
1 authorize the use of this signature on all insurance submissions,

1 authorize the dentist o release all information necessary o secure the payment of benefits. 1 understand that 1 am financially responsible for all charges
whether or not paid by insurance.

Signature = Drie

Payment is due in full ai dme of ireatment, unless prior arrangements have been approved.

S SmartPractioe”. Al rights neerved. FM-03340




Howard Cetel, DDS PA & Associates
856-464-1900

BILLING POLICY

We welcome you to our office. We will do our utmost to provide
you with the finest care possible, and are grateful for your decision

to choose our practice. Please feel free to ask us any questions
pertaining to our billing policy. PAYMENT IS EXPECTED

WHEN SERVICES ARE RENDERED. You may pay by cash,
check, Discover, American Express, Visa, MasterCard or Care

Credit.

The only insurance companies we participate with are Aetna
PPO/Traditional, Horizon Blue Cross Blue Shield of NJ — Dental
Option Plan/Traditional, United Concordia National Fee for
Service Advantage Plus Region 7, and Delta Premier. It is your
responsibility to know your insurance coverage. If you choose to
have benefits assigned to our office, we will try to obtain the

correct insurance information as a service to you. HOWEVER,
THIS IS ONLY AN ESTIMATE AND THERE MAY BE A

BALANCE DUE AFTER THE INSURANCE COMPANY
MAKES A PAYMENT. YOU WILL BE RESPONSIBLE
FOR ANY BALANCE NOT PAID BY YOUR INSURANCE
COMPANY.

Sincerely,

Howard Cetel, DDS PA

Patient

Signature - Date
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hippa - howardocelelddspa@omail.corm - @hail

COMSEMT TO LEAVE MESSAGES/SHARE IHFORMATION WITH FAMILY & FRIENDS
| understand tlial miy heall

ncare information is protacted | vnderstand tHat in orderf
containing s

recilic information on my voice mall or answering machine, | need t

lor you lo leave detailed messages
0 give peimissionfor you to do so.
Conseit for Leaving Messages

: | ' ,'I i . ; R ‘ o \ . | | - A
| give my perimizzion o messages to be left on Ny phone number(g) below:

( ) GE!” 2 _ ( ) HD.’-HF_:! i . ( ') Woarl: #

Regarding the following:

() Appointiment Reminders/Changes () Account Fayments/Balances ( ) Cost Eslimat

P

7}

{

() eadad Trealment/Campletad Treatiient

OR

L

() Fprefer not o have voice mail messages lefl on my phone

Consent for Shared Information with Family & Friend s

Untdler the HIPAA Frivacy Law we are permitted and we

disclosures are in your best interest even without this sic
and that no paper copigs of My | -

!ﬁFG!'!T‘rEﬂi[]l“l ~orm

nay make a professional juclgmenil that certain

hature. | understand thal information i limitad o verbal discussions
prolecled healtheare information will be provided withont my Signalure on

a Release of

The name(s) listed helow are family iviembers or friends ta wihom | grant permission for Or, Howard

tel and his tepresentatives in order lo verbally discuss my care s
dizclose dantal information that is relevarit to my cars or relevant for

ey | .
fr=

ng lheir best judgment and grant them permission to

_ hayment,
()Yes ()Mo . s . |
Mame . Relalionship o Phone Mumiber
1o = b el e e N e ]
m
o =

Zegarding the follawing:

) Appaintment Reminders/Changes () Accouitl Payments/Balances () Cost Eslimiales.
() Meeded Trealment/Completed Trealinent e R

'i..".'-‘

L will be my responisibilily to keep this irifarmation up to dale, as | recognize thal relalibnships end friendships may change over

inie. Thiz rongent will ba considered valid until uch lime thal | revokerit in *-wm'i'ljhg‘ | reserve the right to revoke-it.al any time.

i

P

Frinted Hame(Palienl/Parent) -~ ° | Sighalwe (Palient/Parent) - - Date ;
_ | g
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Howard Cetel, DDS PA

(856) 464-1900

Dear Patient,

As posted in our reception room, our office has recently instituted a
fee for a broken appointment which has not been cancelled or

changed at least 24 hours in advance of your scheduled appointment
time.

An appointment on our schedule is an agreement that we will be
here to serve you and in turn, you will be present and on time for
treatment. We understand unforeseen circumstances may arise
resulting in the need to change your appointment. However, this
missed appointment time could have been used by another patient
needing our care.

Therefore, beginning November 1, 2007, our office policy will require
at least 24 hours notice when changing or canceling an appointment.

If 24 hours notice is not given, a fee of $35.00 will be charged for
the broken appointment. Our answering machine is available after
hours for your convenience. '

Patient Signaturé | Date



HOWARD CETEL, DDS,PA

--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

* You May Refuse to Sign This Acknowedgement*

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

Please Print Name
Signature
Date

-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

For Office Use Only

-------------------------------------------------------------------------------------------------------- FREAE AR AR R PR R E AR P F R AR PR R R AR A AR B P N PR PR AR F R FFEN R R R R E R AR D E LR B ER N s sesle e E e

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

L] Individual refused to sign
[] Communications barriers prohibited obtaining the acknowledgement
[] An emergency Situation prevented us from obtaining acknowledgement

[] Other (Please Specify)

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



_HOWARD CETEL, DDS, PA_
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------------------------
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THIS ROTICE 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.

lllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllll
L L L

OUR LEGAL DUTY
We are required by applicable federal and state law 10 maintain the privacy of your health information. YVe are also

required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice
takes effect ____ 4/14/2003 and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such
changes are permitted by applicable law. We reserve the right to make the changes in our privacy practices and the
new terms of our Notice effective for all health information that we maintain, including heatth information we creat-
ed or received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for addition-
al copies of this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider pro-
viding treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare oper-
ations. Healthcare operations include quality assessment and improvement activities, reviewing the competence or
qualifications of healthcare professionals, evaluating practitioner and provider performance. conducting training
programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare opera-
tions, you may give us written authorization to use your health information or to disclose it to anyone for any pur-
pose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use
or disclosures permitted Dy your authorization while it was in effect. Unless you give us a written authorization, we
cannot use or disclose your health information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient
Rights section of this Notice. We may disclose your health information to a family member, friend or other person
o the extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that

we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of
(including identifying or locating) a family member, your personal representative or another person responsible for
your care, of your location, your general condition, or death. If you are present, then prior to use or disclosure of your
health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your
INCapacity or emergency circumstances, we will disclose health information based on a determination using our
professional judgment disclosing only health information that is directly relevant to the person'’s involvement in your
nealthcare. We will also use our professional judgment and our experience with common practice to make reason-

able inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, X-rays, or
other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications
without your written authorization.

Required by Law: We may use or disclose your health information when we are required to do so by law.

Abuse or quoct We may disclose your health information to appropriate authorities if we reasonably believe that
you are a possible victim of abuse. neglect, or domestic violence or the possible victim of other crimes. We may dis-

Close your health information to the extent necessary to avert a serious threat to your heaith or safety or the health
or safety of others.



National Security: We may disclose to military authorities the health information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials health information required for lawful intelli-
gence, counterintelligence. and other national security activities. We may disclose to correctional institution or law
enforcement official having lawful custody of protected health information 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 health information, with limited exceptions. You may
request that we provide copies in a format other than photocopies. We will use the format you request unless we
cannot practicably do so. (You must make a request in writing 1o obtain access to your health information. You may
obtain a form to request access by using the contact information listed at the end of this Notice. We will charge you
a reasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending us
a letter to the address at the end of this Notice. If you request copies, we will charge you $0..50 _ for each page.
$.25.00 _per hour for staff time to locate and copy your health information, and postage if \¥~u want the copies mailed
1o 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 ina
12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
health information. We are not required 1o 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 10 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: |f you receive this Notice on our Web site or 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 commu nicate 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 Services 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.

Contact Orficer..’m *QSQ/
Telephone: 856-464-1900 Fax.

E-mail.

Address.

2 2002 American Dental Association

All Rights Reserved

Reproduction and use of this form by dentists and their staff 1S permitied. Any ather use, duplication or distribution of this form by any other party requires the prior
written approval of the American Dental Association.

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



