Riverdale Family Dental New Patient Form

Name: Address:

City: State: Zip Code:

Birthdate: Social Security (SSI): - -
Employer: Occupation:

Check the appropriate box: [0 Minor [ Single [ Married [ Divorced [0 Widowed [J Separated

Home Phone: Email:

Cell Phone: Is it okay to text you? YES NO
EMERGENCY CONTACT:

Name: Cell Phone: Relation:
HEALTH HISTORY: Yes No
Have you had any surgeries, serious illnesses, or hospitalization recently? oo

If YES, please describe below and when this occurred:

1. Do you use alcohol, tobacco, or other drugs? oo
2. Are you wearing contact lenses oo
WOMEN ONLY: Yes No
1. Are you pregnant or do you think you may be pregnant? oo

If YES to the last question, how many months are you? When are you due?

2. Are you nursing? oo
3. Are you taking birth control pills? oo
ALLERGIES:

Please indicate if you are ALLERGIC to or have had any ALLERGIC REACTIONS to any of the drugs
listed down below, check the appropriate boxes.

O Clindamycin O Amoxicillin

O Ibuprofen/Advil/Motrin/Tylenol O Local Anesthetics

O Penicillin O Sulfa

O Other Allergies: O NO ALLERGIES
X Date:

Patient, Parent or Guardian signature



MEDICAL CONDITIONS:

Please indicate which of the following applies to you, mark (X) to all that apply. If not specified below, please
indicate on the lines provided.

O Alcohol abuse/addiction | 0 Depression O Herpes O Neck/Head Injury
O Alzheimer’s O Diabetes O High blood pressure | 00 Pacemaker
O Anemia O Difficulty opening jaw O HIV/AIDS O Pain in jaw (TMJ)
O Anxiety O Drug abuse/addiction O Hives or rash O Parkinson's disease
O Any type of Implant O Epilepsy/seizures O HPV O Periodontal disease
O Any type of Transplant | 0 Eye disease O Immune deficiency O Renal dialysis
O Arthritis O Frequent headaches O Kidney disease O Schizophrenia
O Artificial joints O Frequently tired O Leukemia O Shingles
O Asthma O G.E reflux/heartburn O Liver disease O Sickle cell disease
O Autism O Gastrointestinal disease | [0 Lung disease O Sleep apnea
O Bleeding gums O Hearing loss O Low Blood Pressure | 0 Stroke
O Blood disease O Heart failure/Attack O Lupus O Teeth grinding/clenching
O Cancer O Heart murmur O Mood Disorders O Thyroid disease
O Cardiovascular disease | [0 Heart rhythm disorder | 0 Mouth sores O Tuberculosis
O Chest pain O Hepatitis O Multiple sclerosis O Tumors or growths
O Other Medical Condition not listed above:

O NO MEDICAL CONDITIONS

MEDICAL TREATMENT:

Please indicate which of the following applies to you, mark (X) to all that apply.

O Chemotherapy
Date of Treatment:

O Psychiatric
Date of Treatment:

[0 Radiation Treatment
Date of Treatment:

O NOT RECEIVING
ANY TREATMENTS

MEDICATION:

Please list all medications and supplements you are currently taking, including prescription drugs, over-the-

counter medications, and any vitamins or dietary supplements.

O NO MEDICATIONS

X

Patient, Parent or Guardian signature

Date:




FINANCIAL AGREEMENT

We are committed to providing you with the highest quality of lifetime dental care, so that you may attain optimum oral health.
The following is a statement of our Financial Policy, which we require that you read, agree to, and sign prior to any treatment.
We are pleased to discuss our professional fees with you at any time. Your clear understanding of Financial Policy is important
to our professional relationship. Please ask if you have any questions about our fees, Financial Policy, or your responsibility
upon arrival at your first appointment.

Patients: Adult patients are responsible for full payment at the time of service. The adult accompanying a minor, his/her parents
or guardians, are responsible for full payment at time of service. For unaccompanied minors, non-emergency treatment will be
denied unless charges have been pre-authorized before the appointment date or previous arrangements have been made with the
doctor and billing receptionist.

Regarding Payment:

We accept the following forms of payment, Cash, Check, Credit Card, and Care Credit. Payment for services is due at the
time of services are rendered. All previous balances must be paid before continuing with dental care. If dentures, partial
dentures, crown, and bridge are to be fabricated by a dental laboratory a 50% deposit will be required at the time of the first
impression. The remaining balance is due at the time the prosthesis is cemented or inserted.

Deductible/ Co-Payments: We may ask that you pay the deductible and co-payment, which is the estimated amount, not
covered by your insurance company, by cash, check, credit card.

Delinquent Payments: It is our policy to charge a finance fee for outstanding patient balances. In addition, all payments
returned due to non-sufficient funds will be subject to a fee. Any returned checks are subject to a $35 fee. All payments that are
not made within 30 days of service or 30 days of receiving statements will incur a 5% late fee on their account. If after 60 days,
the account is not satisfied it will be sent to a Third-Party collection agency and a$35 processing fee will be placed on the
account.

Missed Appointments: Unless cancelled in advance, all patients MUST give a 24-hour notice for any cancelled or rescheduled
appointments. If less time is given or appointments are missed completely a $35 fee will be billed. After THREE missed
appointments without prior notice, we have the authority to dismiss you as a patient of this office. Please help us service you
better by keeping scheduled appointments.

Regarding Insurance: We must emphasize that as your dental care provider, our relationship is with you, our patient, not with
your insurance company. Y our insurance policy is a contract between you, your employer, and your insurance company. Please
understand that we will provide an insurance estimate to you, however, it is not a guarantee that your insurance will pay exactly
as estimated. Your insurance company and your plan benefits will determine the amount paid. We will, of course, do all we can
to make sure your estimate is as accurate as possible. If payment is not received or your claim is denied, you will be responsible
for paying the full amount within 60 days, the balance will be transferred to your account, and you will be responsible for
payment. Please be aware that some and perhaps all of the services provided may be non-covered services and not considered
reasonable and customary under the terms of your insurance policy. If you are paid by the insurance company instead of our
practice, you then become responsible for the total account balance and payment will be expected immediately. Our practice is
committed to providing the best treatment for our patients and we charge what is the usual and customary fee for our area. You
are responsible for payment regardless of any insurance company’s arbitrary determination of usual and customary rates.

Your complete insurance information must be presented at the time services are provided. Insurance claims cannot be
backdated. Benefits must be verified before your insurance company can be billed. All insurance co-pays and deductibles must
be paid at the time of service. We would be happy to discuss our charges and how they relate to your particular situation. We
also realize that temporary financial situations may affect timely payment of your account. If such problems arise, we encourage
you to contact us promptly for assistance in the management of your account.

By selecting Accept, I confirm that I have read, understand, and agree to the above terms and conditions. I hereby authorize
payment of insurance benefits directly to the dentist or dental group, otherwise payable to me. [ understand that my dental care
insurance carrier or payer of my dental benefits may pay less than the actual bill for services. I understand I am financially
responsible for payments in full of all accounts. By signing this statement, I revoke all previous agreements to the contrary and
agree to be responsible for payments of services not paid, in whole or in part by my dental care payer. Please let us know if you
have any questions or concerns.

X Date:
Patient, Parent or Guardian signature
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AUTHORIZATION TO RELEASE & DISCcUSS DENTAL INFORMATION

To ensure your privacy is protected under the Health Insurance Portability and Accountability Act (HIPAA), we are
not permitted to share your medical or financial information with anyone without your explicit consent.

Many of our patients choose to authorize family members or trusted individuals—such as a spouse, partner,
parent, or child—to receive information regarding appointments, test results, procedures, or billing. If you would
like to grant this permission, please list the names of those individuals below. If you prefer that we do not release
your information to anyone, please check the box below.

Please Note: Spouses are not automatically authorized and must be specifically listed to receive information.

| give the following named person(s) permission to receive messages or speak with the staff at Riverdale Family
Dental on my behalf regarding the areas | have selected below:

Authorized Individual(s):

Name: Relationship:
Name: Relationship:
Name: Relationship:

| authorize discussion of the following:

v' Appointment Scheduling/ Reminders
Dental Treatment & Care Information
Test/ Exam Results

Billing & Financial Information
Insurance Matters

ANENENEN

[1Do NOT release my information to anyone. (By checking this box, you are opting out of any information
disclosure.)

Acknowledgment & Consent.

| understand that my express consent is required to release any personal health care information. By signing
below, | acknowledge that the information provided on this form will be kept in my medical record and will remain
in effect unless and until | revoke it in writing. | further understand that it is my responsibility to notify Riverdale
Family Dental if | wish to make any changes to the individuals listed above.

Signature:

Printed Name:

Date:




Dr. Sookie Hwang DDS
Riverdale Family Dental

Acknowledgement of Receipt Notice of Privacy Practices

You may refuse to sign this Acknowledgement.

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

PRINT NAME:

SIGNATURE:

DATE:

For Office Use Only

We attempt to obtain written acknowledgement of receipt of our Notice of Privacy Practices, as required by law,
but acknowledgement could not be obtained because:

O The individual refused to sign.
O Communication barriers prohibited obtaining the acknowledgement.

O An emergency prevented us from obtaining acknowledgement.



Notice of Privacy Practices

The privacy of your health is important to us

OUR LEGAL DUTY
We are required by applicable federal and state law to maintain the privacy of your health

information. We are also required to give you this Notice of about our privacy practices, our legal
duties, and our 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 01/01/2003 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 health information that we created 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 additional copies of this Notice, please contact us using the information listed at
the end of the notice.

USES AND DISCLOSURE OF HEALTH INFORMATION

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

Treatment: We may use or disclose your health information to a dentist, physician, or other
healthcare provider providing treatment to you.

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

Healthcare Operations: We may use and disclose your health information in connection with our
healthcare operations. 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 credential activities.

Your Authorization: In addition to our use of your health information for treatment, payment, or
healthcare operations, you may give us written authorization to use your health information or
disclose it to anyone for any purpose. 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 by your authorization
while it was in effect. Unless you give us written authorization, we cannot use or disclose your
health information for any reason except those described in this Notice. By state law, your
authorization is valid for 90 days.



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 to the extent necessary to help you 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, assist, in the
notification of (including identifying or locating) a family member, your person 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 disclosing only health
information that is directly relevant to the person’s involvement in your healthcare. We will also
use our professional judgment and our experience with common practice to make reasonable
inferences of your best interest in allowing a person to pick filled prescriptions, medical supplies,
x-rays, or 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 disclose your health information when we are required to do so by law.

Abuse or Neglect: 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 disclose your health information to the extent necessary to
avert a serious threat to your health and safety, or to the health and 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 intelligence, counterintelligence, and other national security
activities. We may disclose to correctional institutions or law enforcement officials having lawful
custody of protected health information of inmate or patient care under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with
appointment reminders (such as voicemail messages, postcards, text messaging 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 practicable do so. You must make a request in writing to
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 responsible 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 may charge you $0.83 for each page up



thirty (30) and $0.63 for each page after thirty, a $19 administrative fee to locate and copy your
health information, and postage if you want the copies mailed to you. Radiographs (X-rays) will be
duplicated at a reasonable fee. 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 free 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 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 to agree to these additional restrictions,
but if we do, we will abide by our agreement (except in an emergency).

Alternative Communications: You have the right to request that we communicate with you about
your health information 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 of 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 Notes: If you receive this Notice on a Website or by electronic mail (Email or Text
messaging service), you are entitled to receive this Notice in Written Form.

Riverdale Family Dental, PA
At Riverdale South
51 Route 23 South, Riverdale, NJ 07457

973-831-2901



