PATIENT INFORMATION
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NAME
_— p— " CImARRIED [JSINGLE CIMINOR [IMALE [JFEMALE
SOCIAL SECURITY #
ADDRESS
STREET ; APT. # CiTY STATE P
BIRTHDATE . TELEPHONE
MONTH DAY HOME WORK CELL E-MAIL
NAME OF EMPLOYER ADDRESS
IF FULL TIME STUDENT, SCHOOL NAME GRADE

PERSON RESPONSIBLE FOR ACCOUNT - PLEASE CHECK ONE: [IPATIENT [JGUARDIAN [JSPOUSE [JFATHER [ IMOTHER

MINOR CHILD - MAY NEED TO COMPLETE BOTH BLOCKS FOR PARENT INFORMATION
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'PERSONTO GONTAGT : Has any member of your family ever been treated in our office?
IN CASE OF EMERGENCY CYes - UNo
Whom may we thank for referring you to our office?
Name s
Address :
City/State/ZIP METHOD OF MYMENT
Responsible party currently has an account with this office
Telephone # COYes [CINo
AUTHORIZATION [JPayment in full at each appointment (cash or personal check)

| hereby authorize payment directly to the Dental Office of the group
insurance benefits otherwise payable to me. | understand that | am
responsible for all costs of dental treatment. | hereby authorize the Dental
Office to administer such medications and perform such diagnostic,
pholographic and therapeutic procedures as may be necessary for proper
dental care, The information on this page and the dental/medical histories
are correct to the best of my knowledge. | grant the right to the dentist to
release my dental/medical histories and other information about my dental
treatment to third party payors and/or other health professionals by any
method, including electronic transfer.

Patient or Responsible Party

Date State Driver's License #

C-114L. STEPPING STONES TO SUCCESS™ 1

-800-548-2164
com © 1987, 1991, 1992, 1995, 1997, 1988, 1999, 2003, 2004, 2008

[IPayment in full at each appointment (JVISA OMC CJOTHER)

Card # Exp. Date
Il wish to discuss the Dental Office’s Financial Policy
SERVICE CHARGE

If | do not pay the entire new balance within days of the monthly
billing date, a service charge will be added to the account for the current
monthly billing period. The service charge will be a periodic rate of %
per month (or a minimum charge of §$ for & balance under
$_________)whichis anannual percentage rate of % applied to
the last month’s balance. In the case of default of payment, | promise to
pay any legal interest on the balance due, together with any collection
costs and reasonable attorney fees incurred to effect collection of this
account or future outstanding accounts.

PATIENT INFORMATION




PATIENT NAME DATE

Primary reason for this dental appointment: "] Examination a2 Emergency (] consuttation
Please Circle

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? Discuss Yes No
Do your gums ever bleed? Discuss 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 a dental office always been positive? Yes No
Do you smoke or chew? Any sores or growths in your mouth? Discuss Yes No

Name of previous dentist (optional):
Date of last full mouth x-rays (16 small films or panoramic):

Medical History

Are you under a physician’s care now? Why? Who? Phone Yes No
Have you ever been hospitalized or had a major operation? Discuss : Yes No
Have you ever had a serious injury to your head or neck? Discuss ; : ' Yes No
Are you taking any medications, aspirin, vitamins, herbals, pills or drugs? What? Yes No
Are you on a special diet? Discuss . Yes No
Are you allergic to any medications or substances? Please check box below Yes No
[Jaspirin [ Penicilin  [JCodeine [JActylic [IMetal []Latex Rubber [ IMilk []Other

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

Do you now have or have you ever had any of the following? Do you take any of these medicines? Please check appropriate boxes.
“If yes to any of the starred conditions, please call prior to your appoiniment... premedication or changes in medication may be required.

Yes No Yes No Yes No Yes No Yes No
Heart Dissase/Surgery* [ [ Excessive Bleeding O O Chemotherapy 1 [ Night Sweats O O Cold Sores a0
Heart Murmur or Defect * [ [ Sickle Cell Disease O O Osteoporosis 1 [ Yellow Jaundice [ [0 Fever Blisters B
Irregular Heart Beat O O Hemophilia O O Bisphosphonates 3 [ Kidney Problems O O Herpes £ o
Angina/Chest Pain CJ 3 Methemoglobinemia O O osteonecrosis of Jaw {1 [J Renal Dialysis 0O [0 Stroke £33
Heart Attacl/Failure O LI Leukemia O O AredialV. ReclastLv. [ [J Thyroid Disease 0 O Convuisions £
Congenital Heart Dtstirdef*D i Recent Blood Transfusion O O zemetalyv. 1 [1 Parathyroid Disease [0 O Epilepsy or Seizures il i
gﬂnratntl?:!ve Prolapse g g Swelling of Limbs E S Fosamax, Actonel, Boniva [ [ Arthritis/Gout O O Fainting or Dizziness &
R:xare ?"g" . 00 Lung Disease O [ Stomach/intestinal Disease ] [J Rheumatism 0O O Glaucoma oo
. m&c ffv‘!}f%* 88 Breathing Problem 5 g Ueers 3 [ Painin Jaw Joints 0O [0 Tumors or Growths 13 £
Heart Pace Maker- B O FquemCougn 0 [ RecentWeightloss I I Cortisone Medicine (SRR b =
Pulmonary Shunt* 0 OH q;:eve,» ¢ O [ Frequent Diarrhea 1 [ Artificial Joint * oo Psych‘iatnc'; Care il
High Bl:;yd Prossurs i Si?\)::sTrouble O [ Diabetes [J LI Sextally Transmitted Disease (J [1 Alzheimer's Disease i
Low Blood Pressure [ 3 Asthma O [ Excessive Thirst 0 O ADS O O Allergies (Medicines) 2 0
Bacterial Endocarditis® [l LI Bloody Sputum 0 [0 Hypoglycemia 0 [J HV Positive O O Allergies (Pollen/Dusty [0 [
Unexplained Fever £l £ Emphysema O O Liver Disease 0 03 Genital Herpes 0O O HiesorRash SR
Bruise Easily/Blood Disease 1 1 Tuberculosis O [0 Hepatitis A (infectious) [T} [ Drug Addiction/Alcoholism [1 [ Need Premedication? R
Anemia [l O cancer [0 [O HepatitisBorC {1 [ Tattoos/Body Piercing O [ Evertaken fen-phen?* el
Coronary Stent® [ OO X-Ray Treatments (Radiation)T] [ Protease inhibitor » {1 [J Sleep Apnea O O cochiear implants? #ow
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 Pulse
History Review and Significant Findings
Medical Updates )
| have read my MEDICAL HISTORY dated and confirm that it adequately states past and present conditions.
DATE EXCEPTIONS PATIENT'S SIGNATURE BP PULSE REVIEWED BY

None (O Dr.

None [ Dr.

None [ Dr.

None (I Dr.

None [J Dr.

None [ Dr.

B o s e s et o i e T L £ L T T
e s e ek 12 s e v o ww s ow  DENTAL AND MEDICAL HISTORIES - UPDATES



Best Choice Dental, PC
418 Union Blvd
Totowa, NJ 07512-2562
(973)-595-5955

Cancellation Policy

To Our Volues Patients,

We strive to render excellent dental care to all of our patients. In order to maintain
our highest quality of treatment, we have adopted an appointment cancellation
policy which allows all of our patients to enjoy prompt and courteous scheduling.

We understand that there are times when you must miss an appointment due to a
family emergency or work obligation. However, effective immediately, if you are
going to miss an appointment we would appreciate at least a 24 hour notice. We
reserve the right to charge a fee of $50.00 for missed appointments when you
have not notified the office. This fee is your responsibility and cannot be billed to
your insurance company. If you need to change your appointment, please call the
office at (973)-595-5955 at least 24 hours prior to your scheduled appointment
time. Please remember your appointment time is specifically set aside for YOU!

If you have any questions regarding our new policy, please let our staff know and
we will be glad to clarify any questions or concerns you may have.

We thank you for understanding and your trust in our office.
Regards,
Dr.Choi oand Team

| have read and understand the Cancellation Policy of Best Choice Dental and |
agree to its terms.

Patient Name

Patient Signature Date



- Providing a copy of information that you desire us to know about durable power of attomey, health care provider.
- Reporting unexpected changed in his or her condition to the health care provider.

- Reporting to his health care provider whether he or she comprehends a contemplated course of action and what is expected of
him or her.

- Keeping appointments.

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for Best Choice Dental
PC/SungGyu Choi DDS. A copy of this signed, dated Acknowledgement shall be as effective as the original.

Please print your name

Please sign your name

Date of your signature

If you are the legal representative of the patient, please print the patients” name(s) and desctibe your authority

Thank you and if you have any questions about this form or the attached Notice, please contact our Privacy Officer at:
Privacy Officer for Best Choice Dental/SungGyu Choi DDS

418 Union Blvd.
Totowa NJ 07512
(973)595-5955

£y gty N . i
nro.bestchoicedental@omail.com

Office Use Only

As privacy officer, I attempted to obtain the patient’s (or representative) signature on this Acknowledgment but did not
because: *

It was emergency treatment
I could not communicate with the patient
The patient refused to sign
The patient was unable to sign because _____
Other (please describe) ____

Signature of Privacy Officer



Best Choice Dental PC 418 Union Blvd

Dt. Sun; hoi Totowa, NJ 07512
gGYu Choi 973-595-5955
Info.bestchoicedental@gmail.com

PATIENT’S STATEMENT OF RIGHTS AND RESPONSIBILITIES

The staff of Best Choice Dental, PC recognizes you have rights while a patient receiving medical care. In return, there are responsibilities
for certain behavior on your part as the patient.

A patient, patient representative ot surrogate has the right to:

Receive information about rights, patient conduct and responsibilities in a language and manner the patient, patient representative
or surrogate can understand.

- Be treated with respect, consideration and dignity and provided with an appropriate personal privacy.
- Expect and receive the benefits of comprehensive pain management and comfort measures.

- Have disclosures and records treated confidentially and be given the opportunity to improve or refuse record release except when
release is required by law.

- Be given the opportunity to participate in decisions involving their health care, except when such participation is contraindicated
for medical reasons.

- Receive care in a safe setting.
- Be free from all forms of abuse, neglect or harassment.
- Exercise his or her right without being subject to disctimination or repnsal with impartial access to medical treatment or

accommodations, regardless of race, national origin, religion, physical disability or source of payment.
- Voice complaints and grievances, without reprisal.

- Be provided, to the degree known, complete information concerning diagnosis, evaluation, treatment and know who is providing
services and who is responsible for the care. When the patient’s medical condition makes it inadvisable or impossible, the
information is provided to a person designated by the patient or to a legally authorized person.

- Exercise of rights and respect for propetly and persons, including the right to:

*Voice grievances regarding treatment or care that is (or fails to be) furnished.
*Be fully informed about a treatment or procedure and the expected outcome before it is performed.

*Have a person appointed under the State law to act on patient’s behalf if the patient is adjudged incompetent under applicable
State health and safety laws by a court of proper jurisdiction. Is a state court has not adjudged a patient incompetent, any legal

representative designated by the patient in accordance with State law may exercise the patient’s rights to the extent allowed by
State law.

- Refuse treatment to extent permitted by law and be informed of medical consequences of this action.

- Know if medical treatment is for purposes of experimental research and to give his consent or refusal to participate in such
experimental research.

- Have the right to change primary or specialty physicians or dentists if othet quahﬁed physicians or dentists are available.

- A prompt and reasonable response to questions and requests.

- Know what patient suppott services ate available, including whether an interpreter is available if he or she does not speak English.

- Receive, upon request, prior to treatment, a reasonable estimate of charges for medical care and know, upon request and prior to
treatment, whether the facility accepts the Medicare assignment rate. '

- Receive a copy of a teasonably clear and understandable, itemized bill and, upon request, to have charges explained.

- Formulate advance directives and to appoint a surrogate to make health care decisions on his/her behalf to the extent permitted
by law and provide a cope to the facility for placement in his/her medical record.

- Know the facility policy on advance directives.

- Beinformed of the names of physicians who have ownership in the facility.

- Have propetly credentialed and qualified healthcare professionals providing patient care.

A patient, patient representative ot surrogate is responsible for:

- Providing a responsible adult to transport him/her home from the facility and remain with him/her for 24 hours, unless
specifically exempted from this responsibility by his/her provider.

- Providing to the best of his or her knowledge, accurate and complete information about his/her health, present complaints, past
illnesses, hospitalizations, any medications, including over the counter products and dietary supplements, and allergies or
sensitivities, and other matters relating to his or health.

- Accept personal financial responsibility for any charges not covered by his/her insurance.

- Following the treatment plan recommended by his health care provider.

- Be respectful of all health providers and staff, as well as other patients.



