Thank you for selecting our denlal healthcare feam!
We will strive to provide you with the best possible dental care.
To help us meet all your dental healthoare needs, please fill out this Rﬁmn
completely tm ink. If you have any questions or need assistance, please ask us -
we will be happy fo help.

Email
Palient #
: : Cell Phone Socibecas |
Patient [ nformat 1011 (CONFIDENTIAL) s
Neme Birthdate Home Phone
i Stalef £1P{Post,
Address Crhy Prov. Cide
Check Appropriate Box: |:| Adrnor |:| Stngle DMHH'EEH |:| Dhooreed D Widooed D SEIE'.:'J’ﬂng.:f s =
Stakef 4 r
It Student, Name of Schooly College Criy Pro, [ Time [ Time
Hatignt s or Farent’s Employer Waork Phone
| . Stafe/ LI Post,
Brsiness Address City e Code
Spouse or Parent's Name Employer Wk Phane
Whom Moy We Thank for Referring You?
Person fo Contact in Case of Emergency Phone
Responsible Party i
Mame of Persan Responsihle for this Account _— to Patrent
Adidress % S e Dok
Dyrver's License # Birthdate - Financial lnstitubion
Emplayer Wi ~ Work Phore SSN#
Is thes Person Currenly a Fatient tn our Office? D Yes D N

For yonr convenience, we offer the following methods of payment, Please check the option you prefer. Fayment in full af each appointment.
[] Cash [ Personal Check [7] Credit Card [ VISA [[] MasterCard [ 11 wwish to discuss the office’s payment policy,

[nsurance Information

Eﬂ{ﬁ!.l'.:‘.ur.c:i'u'p

Mame of Insured to Patienf =

Birthdate Social Security # — Date Employed

Name of Employer Livuens or Lacal # Waork Phone = ==

P ] .'f‘f.?ft-:; El.rl. .'.PD'E'I.

Address of Emplover =ty : _____Prow Cinde

Trstrance Company Group # Policy/ 1T # s
Stafel ZIP{Tost,

Ins. Co. Address Cify Pro, Code

Herw Muech 1s your Deductitle? How Much Have You Used? _ Max. Annual Benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ lyes [] io IEYES, COMPLETE THE FOLLOWING:

Relationship
Marme of Insured to Fatien!
Birthdate Social Security # Diate Employed
Name of Employer Liions or Local # Waork Phone
: ; Stafel L1 Post,
Address of Employer Cify Pron. Cide
Imsurance Company Group # Policy/TTr #
iy Stafe/ LB Past.
Irs. Co. Address City Prom. Code
Howe Much is your Deductible? How Much Hawve You Used? Max. Annual Benefit

Oroer Please



Patient Medical History

Physician CHice Phone [hale of Last Exam
Tes Yes No
[ Are you nnder medical treatmentnow? .o oiaiia [ 9. Are you allergic to or have you had any reactions
2. Hawve you ever been hospitalized for am to the follmeing? -
surgical aperalion or serious illness within the lost 5 years? == Local Aresthetics fe.g, Novocain) . ....oooovies, s _I__,
If yies, please explain Pentcillinm-orother AnbDIOHCS & oo v ieias et
SIUNCIIIEES v i wh by i e e o ]
, : o L e LN AT N s e e Rl o
5 A Wiy ey nE =gm
It ves, what medication(s) are you taking? Fﬂd”.“,. """"""""""""""" S |
: R e e B e L S R —
4. Have you cver laken PhenFen/Redun? - - oo SEER R s el D
R Bl b e e e e e e ==l Cther (please list) i
6. Do you usge controiled substances? .. oo ve i innneen Bl 10, Women Ohly: oo
o Are you wering comtact IEHsess .o i e el [E] Ak Are yon p.rﬂgjmm er think you may be pregrant? E —
BEArenom nirsing:. oo et L s
8. Do ou frave or have you had any of the following? ¢} Are yon taking oral confraceptipes? . ..., i [
Yes  MNa Yes No Tes Mo
High Blood Pressure .. .oa s B Heart DHsease o vvvivmve s in : D El Chest Prins .. covoivvieiinn [E=1]
Heart ek ..o oo v vennane ][] Cardiac Pacemaker .. ..... .. El=E Easiby Wikded: v voioir e EElE
Rbeumalic Fever . ..o v L) O deart Murmaur oo BEE|E SIORE Gt P i e Pt 1 O
SIHETATRIRS. e [E==F o g T e S E=E Hey Fever { Allergies ....oova, E=E]
Gomnting / Seizures . ...oives [E=-(5)] Fregueritly Tired - oo 0o El=H Tulercioss o e e net sy ERE
At s e El |:| L Ty R e El=E Radiation Therapy ... .00, D =]
Low Blood Pressure. cois i L] [ Emphysemin: v o5 e [:] |:| Glancomea ... 0. e .El D
Epilepsy / Conpulsions | . .. Bl wameiar s El=i= Recent Weight Loss ... ..., EEE
R e v e =] s b T e e e g EEE EE S BT S R e e ElE]
B R o P T e L1 L Joine Replacement or Implant | ESE] Hewrt Trouble- .. .. ... veneas ElNiE]
Kidney Diserses o oieiie e BE=E Hepatitis { Jaundice .. ... .. .. El=00 Respiratory Problems ..o .. .. [ )
AIDS or HIV Infeckion . ... ... [ =] Sexuvally Tranamitted Disease ERE Milral Valve Prolapse . ....... [elgdl )]
Thyriid Problet .. .......... L1 [ Stomach Troubles  Ulcers ERE Crther T T

Patient Dental H‘isfory

MName of Presious Dentist s Location Date of Last Exam

Yes No Yes No
1. Do woner gums bleed while brushing or fossing? ... ... ; ; 8. Do you have frequent headaches? .. ... oo El=iE]
2. Are youy leetl sevsitive fo hot or cold lauwidsffoods? ... - | =5 9. Do you clench or grind your beeth? .. ..o ooon 0, E=-]
3. Ave your leelh sensitive to sweet or sour lquidsifoods? . HEIE] 101 Do yow bite your lips or cheeks frequently? ... .. BIEE]
4. Do yow feel pain foany of your teeth? oo oo oo 0oL 3 |:| 11, Have you ever had any difficult exlractions
5. Do you have any sores or lumps tror near yowr mouth? ... [ | R e e e ]
&, Hate you had amy head, neck or jaw imuries? o000 00 : : T2, Have you ever had ay prolonged Meeding
7. Have you ever experienced any of the following follomingedrachons? S r Lammluies Geew ai
problems in your fave? 13. Have you had any orthedoniic trealment? ... ..., E E
R o e e e R R et = 14, Do you wear deptures or partials? . oo El = B
Fiite (o ont ol el Sorn iy g El=E] If yes, date of placenent
Diifficulty in opesing orclosing? . oo i H E 15, Have you ever receted oral hyeiene inslruciions
803 T T g T a1yt SRR S S regarding the care of your feeth and yums? ..., L. El=E]
16; Doyor BReYOUFSMIET oo oo oo an et inn s B3 s

Authorization and Release

I oertify that I have read and wnderstand the above information fo the best of my knowledge. The abooe guestions have been recurately ansiwered. |
understand that providing incorrect informaiion can be dangerous to my health, [ authorize the dentist to release any informalion including e
g ?uﬂ;fs aid Hhe records of wny freatment or examination rendered to me or wmy child during the peviod of such Dental eave to thivd party payors
andfor health praciilfoners. I authorize and J'e.’zim?ﬁl' MY INsurance company o pay :.‘J're'c'rﬁ.r te the dentist or denfal group insurance bepefils
pthersise payalble to e, [ understand that my dental insurance careier may pay less than the actual Wil for services. | agree to be responsible for
payient of all sevvices rendered on ny belialf or my dependents,

X

Signabure of patient (or parent if minor)
o 13 f :

Dioctor’s Conniein!s

Sismrture k= IMafe
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. 10 Dunwoodie Street, Scarsdale, NY 10583
Dlamond Dental’ P’ C’ 420 Lexington Avenue, Suite 228, NY, NY 1017
K.H. George Lee, D.D.S. www.diamond-dental.com
Danny Salem, D.D.S. 914/472-9001  212/983-1701

FINANCIAL POLICY AND AGREEMENT

Please make your choice, sign below and return to receptionist. Payment Arrangements are requested before your visit. In an
effort to provide you with quality Dental Care and flexible payment arrangements, we have expanded our payment policy. We
will use our expertise to help you obtain the maximum benefits from your policy.

FULL PAYMENTS ARE DUE IMMEDIATELY WHEN SERVICES ARE RENDERED.
We offer the following payment options:
__ Payment by CASH in Full
_ Payment by CHECK in Full
____Automatic billing to your Visa or MasterCard
____Dental Fee Plan Financing - We will be happy to assist you with applying for financing should you so desire.
We do not handle any financing “in house” but we do have financing available through Dental Fee Plan™,

¢ INSURANCE: We can file your insurance claims. You are responsible for any portion not covered by your insurance
company. You must guarantee your insurance payments and co-payments with Visa/MasterCard, Cash or Checks.

* CHARGES: You will be charged for all insurance deductible, insurance co-payments, the remaining balance of charges not
paid by insurance within 60 days, broken appointment fees and any outstanding balance on my (the guarantor’s) account which
may include any dependents for all dental services rendered by Diamond Dental, P.C./K.H. George Lee, DDS/Danny Salem DDS
& their staff. I understand there is a monthly interest of 1.5% of unpaid balance accrued on the account after 60 days once the
service is rendered.

* Broken Appointments: We reserve the right to charge $20 per half hour for failed appointments which are cancelled
without 24 hours prior notice. For long and special appointments (Two hours or longer), we need to be notified 48 hours prior.

Our office is a fully approved and accredited user of the Visa/MasterCard Health Care Incentive Program, which will enable
you to use your Visa/MasterCard to automatically cover amounts not paid by your insurance. You may also choose a
comfortable amount to be automatically billed to your Visa or MasterCard on a monthly basis.

I assign my insurance benefits to the providers listed above. I understand that this form is a valid financial agreement. I certify
that I have read and understand the above information.

Signature of Patient or Guarantor Print Name Today’s Date

Authorized Healthcare Form & Credit Card Financial Agreement Contract
Automatic Credit Card Charge Authorization

I (name of Guarantor), authorize Diamond Dental, P.C. or K.H. George Lee, DDS or Danny Salem
DDS (names of Providers) to keep my signature on file and to charge my MasterCard or Visa or American Express or Bank
Debit Card account as indicated below for any outstanding balances on my and my dependent’s accounts.

I authorize payments of $ to be charged on the  first, second, third, fourth week, and of every
month until all the remaining balance on my account is paid.

Patient Name: «FName» «MI» «LName» Date of Birth:

Signature of Card Holder Print Card Holder/Guarantor’s Name Today’s Date:
VS/MC/Other

Credit Card Number Credit Card Type Expiration Date

Credit Card Holder Billing Address:

Credit Card Imprint
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