PATIENT REGISTRATION

First Name:
Preferred Name:
If minor, parent’s names:

Last Name:

Middle Initial:

In case of emergency, who should be notified

Phone

Whom may we thank for referring you:

(circle) Family Friend Internet Work

Patient is (circle one or both):

Patient Information
Address:
Person responsible for your account:

City:

Policy Holder/Responsible Party
Sex (circle): Male or Female

State:

Phone:

Please circle best way to contact you:
Home Phone:

E-Mail:

Cell Phone:

Drivers License:

Birth Date: Age:
Name of your Pharmacy:

Social Security #:

Phone

Patient Employed By:

Phone:

Employment Status (circle): Full Time
Student (circle): Full Time Part Time

Marital Status (circle): Married Single
Spouse Name

Part Time
Not a Student

Divorced Separated Widowed

Retired Unemployed

Phone

Spouse Employed by

Phone

Spouse Social Security #

Responsible Party Information
Name and Relationship to Patient:

Address:

City:

State:

Birth Date: Age:

Social Security

DriversLicense:

Cell Phone:

Home Phone:

Primary Insurance Information
Name of Insured:

Work Phone:

Relationship to Insured (circle): Self Spouse Child Other

ID Number

Insured Social Security #

Group Number
Insured Birth Date:

Employer:
Address:
City:

Insurance Company:
Address:
City:

Secondary Insurance Information
Name of Insured:

Relationship to Insured (circle): Self Spouse Child Other

ID Number

Group Number

Insured Social Security #

Insured Birth Date:

Employer:

Insurance Company:

Address:

Address:

City:

City:

| understand that | am responsible for all fees and services rendered. | understand that | am responsible for ALL
fees regardless of insurance coverage, unless payment agreement is made. | also understand that interest will be
charged to my account of 1.5% monthly if more than 30 days overdue, unless a prior payment agreement has
been made. As a parent | understand I am responsible for my child’s account.

Patient’s Signature

Date

(Parent’s Signature If Minor)



AEALTH HISTORY EEESSES

“Correct answers to the following questions will allow your dentist to treat you on a more individual basis, prowdmg the care appropriate for
your particular needs.

4

Name g 7 Birthdate . . : Age

Why are you now seeking dental treatment? : :

" Please answer each question. Check yes or no. If in doubt, leave blank.

\ ¥ES NO
1. Are you in good health now? ............. e e e RS e e L BLE
2 Arevournowsunderthe careoba physician? o- o woiiv Ll G i e i e _D (4
If so, what is the condition being treated? St : : ' o L
3. Have you ever been hospitalized or had a SeouS INBSS? ... ... . il ittt innsneinoiinenannins o i
If yes, explain _ :
4. Have you ever had excessive bleeding foﬂowmg an extraction, or do cuts take longar to heal now than prev:ousiy‘? ........ Bl [
5. (Women) Are you pregnant? If so, give due date B
6. Do you use tobacco in any form? If yes, how much : L [E]=
7. Do you use alcoholic beverages (more than 2 drinks per day)? .. ......uvviiieuaeiiond e e o Bk
8. Do you have or have you ever had any of the following?
GENERAL d HEART/BLOOD VESSELS
YES NO : i YES NO
Tire easily, weakness ........... El-:E * Rheumaticfever ............... El =[]
Marled weight change .......... Bl Heartmurmur . . oo oo oivasn B oL
Night'sweals /o .. ni oo El [} . Chest painfdiscomfort ........... ket
Forsistentiever .. .. oo BB Heart attack/trouble ............ B El
SIIN ; Shortness of breath ......... oo
Eruptions (rash) hives ........... - E) Swélling ofanrles .t £1-Fl
Change in skincolor ........... e High blood pressure ............ i3
EVES - Congenital heart disease ........ B |
Visualchange = oo . o e ] H Artificial heart valve . ....... o B =2
GladEoma. e o ] B  Pacemaker ............. S bl Bl
EARS Heartsurgery ...:..ic..ovivais B
Lossof hearing .. ... ..o B Other
Ringing-iniears. Sio o iy = [ BONE/MUSCLES
NOSE : Arthritisfrheumatism . ........... 3 El
Frequent nosebleeds ........... L] F] Artificialjolnts oo e B0
Sinksiproblems il i [+ s DIGESTIVE SYSTEM -
THROAT Moparls ... - 1 Fl
Soreness/hoarseness ........... B datindice: 2 o i b B
NERVOUS SYSTEM Olcis ... e &L
Sroke 0 w0 =k ] Change in appetite ............. = 1
“Headaches ... i S B ‘Black, bloody or pale stools . ..... Bl 1
Convulsionsfepilepsy ........... B URINARY _
Numbness/tingling .. ....... ol CKIdneY disease. v iieiiiiis fEe 1]
Dizzinessffainting: oo o £l [ Increase in frequency :
Psychiatric treatment ........... e [ " of urination (night) ........-... (3 ]
RESPIRATORY ““Burning on urination ............ El: 2]
Tuberculosis ...... s 1 [l Urethral discharge .............. 0 o
Ehphysema . i1 F Blopdyuting . ... i s 0 o
Asthmajhay fever .............. B H Venereal disease ............... e
Persistent cough ......... e I BLOOD
Sputum production (phlegm) ... .. g1 bl Bruise easily .......... g B O
Cough up bloody sputum ........ B Anemia s e v Tl Bl
Difficulty breathing while lyingdown . [1 [ Blood transfusion .............. i
ENDQCRINE OTHER
b S e e Be 2 Radiation terapy .............. £
Family history of diabsetes ~ ....... e Bl Turnors or growths ............. Bl Fl
Thyroid condltlon[goiter ......... B : Gahcer oL Bl Bl
Other . DS s I8 e
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9. Are you ALLERGIC or have you ever experienced any reaction to the following? :
YES NO ; YES

: NO
- Local anesthetics (e.g. novocaine) . [1 [ Aspirin or codeine .............. & -]
Barbiturates/sedatives/sleeping pilis {1 [ - Sulfadrugs .. s Bl El
Penicillin/other antibiotics ........ L El Other allergies :
10. Are you taking any of the following?
YES NO YES NO
Antibiotics/sulfadrugs .......... BB Tranquilizers ............. sro o
Blood thinners - ............ 0l Insulin/other diabetes drugs .. ... e B
Blood pressure medication .- .. ... e Recreational drugs ....... oo
Thyroid medicine . .............. BB Digitalis/other heart medications .. [ [l
Cortisone/steroids .......... e BB Nitroglycerin ........... e b
Antihistamines/allergy drugs/ Repiine: oo e
coldremedies ... ..o El Other medication '

If yes to any of the above, list name of medication and dosage below:
1

2
3.
4

11. Is there any disease, condition or problem not listed above that you think we should know about, or is there any activity your

doctor says you cannot do? If so, exp]aln

12. Physician's Name ; ' SH =l Phone

13. Have you ever had aﬁy serious trouble associated with previbus dental treatment?

14. Does dental treatment make younervous? No______ Slightly __ Moderately - Extremely
15. Date of last dental visit

16. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)?

If so, when?

17. Do you have or have you ever had any of the following?

MOUTH TEETH

: YES NO : YES NO
Bleeding, SOre guMSs ............ [ Loose teath ...... S Bl
Unpleasant taste/bad breath ..... FL Bl Sensitive to hot ................ £l El
Burning tongueflips .. ........... £l Bl Sensitive tocold ............... B [
Frequent blisters, lips/mouth .. ... e T . Sensitive to sweets ............. Bl 15
Swelling/lumps in mouth .. ... .. = Bl B} Sensitive to biting . ............. RS
Ortho treatments (braces) ....... £ Food impaction ................ e FEl
Biting cheeks/lips ......... £ EE Clenching/grinding ............. 1 i
Clicking/popping jaw ............ B [ Shifting of teeth ............ cralEE
Difficulty opening or closing jaw .. [J [ - Changeinbite ..........0.. 000 B8
ORAL HYGIENE

Do you use the following? YES NO

Brush- oo 0 v B . ~ How often do you brush
Pantabfioss oo aa ElL:El : Brushis: Soft [1 Medium [l Hard [
Flooriderinse . ... ... ... .0 BB
Other '

To the best of my knowledge, all of the preceding answers are true and correct.

If | ever have any change in my heaith or change in my medication, | will inform the dentist at the next appointment.

Signature of Patient ;
Parent, or Guardian Date




Frank Navarro D.M.D., P.A.

3100 Rt. 138 Wall, NJ 07719 3822 River Road, Suite 2 Pt. Pleasant, NJ 08742
732-681-7400 732-295-8181
Office contact person: Judy Castravet Office contact person: Debbie

AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION

Patient name

Patient number

Patient address
Patient phone number

| authorize the professional office of my dentist named above to release health information identifying
me [including if applicable, information about HIV infection or AIDS, information about substance abuse
treatment, and information about mental health services] under the following terms and conditions:-

1. Detailed description of the information to be releas-ed:
2. To whom may the information be released [name(s) or class(es) of recipients]:

3. The purpose(s) for the release (if the authorization is initiated by the individual, it is permissible
to state "at the request of the individual” as the purpose, if desired by the individual):

4. Expiration date or event relating to the individual or purpose for the release:

It is completely your decision whether or not to sign this authorization form. We cannot refuse to treat
you if you choose not to sign this authorization.

If you sign this authorization, you can revoke it later. The only exception to your right to revoke is if we
have already acted in reliance upon the authorization. If you want to revoke your authorization, send us
a written or electronic note telling us that your authorization is revoked. Send this note to the office
contact person listed at the top of this form.

When your health information is disclosed as provided in this authorization, the recipient often has no
legal duty to protect its confidentiality. In many cases, the recipient may re-disclose the information as
he/she wishes. Sometimes, state or federal law changes this possibility.

[For marketing authorizations, include, as applicable: We will receive direct or indirect remuneration
from a third party for disclosing your identifiable health information in accordance with this authorization.]

| HAVE READ AND UNDERSTAND THIS FORM. | AM SIGNING IT VOLUNTARILY. | AUTHORIZE
THE DISCLOSURE OF MY HEALTH INFORMATION AS DESCRIBED IN THIS FORM.

Dated Patient signature

If you are signing as a personal representative of the patient, describe your relationship to the patient
and the source of your authority to sign this form:

Relationship to Patient Print Name




Effective date of notice

NOTICE OF PRIVACY PRACTICES
Frank Navarro, D.M.D. P.A.

3100 Rt 138 Wall, NJ 07719 3822 River Road, Suite 2, Pt. Pleasant, NJ 08742
732-681-7400 732-295-8181
fax 732-681-3607 fax 732-295-2876
Office contact person: Judy Castravet Office contact person: Debbie Kolb

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

We respect our legal obligation to keep health information that identifies you private. We are
obligated by law to give you notice of our privacy practices. This Notice describes how we protect your
health information and what rights you have regarding it.

TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS

The most common reason why we use or disclose your health information is for treatment,
payment or health care operations. Examples of how we use or disclose information for treatment
purposes are: setting up an appointment for you; examining your teeth; prescribing medications and
faxing them to be filled; referring you to another doctor or clinic for other health care or services; or getting
copies of your health information from another professional that you may have seen before us. Examples
of how we use or disclose your health information for payment purposes are: asking you about your
health or dental care plans, or other sources of payment; preparing and sending bills or claims; and
collecting unpaid amounts (either ourselves or through a collection agency or attorney). "Health care
operations" mean those administrative and managerial functions that we have to do in order to run our
office. Examples of how we use or disclose your health information for health care operations are:
financial or billing audits; internal quality assurance; personnel decisions; participation in managed care
plans; defense of legal matters; business planning; and outside storage of our records.

USES AND DISCLOSURES FOR OTHER REASONS WITHOUT PERMISSION

In some limited situations, the law allows or requires us to use or disclose your health information
without your permission. Not all of these situations will apply to us; some may never come up at our
office at all. Such uses or disclosures are:

» when a state or federal law mandates that certain health information be reported for a specific
purpose;

» for public health purposes, such as contagious disease reporting, investigation or surveillance;
and notices to and from the federal Food and Drug Administration regarding drugs or medical
devices;

» disclosures to governmental authorities about victims of suspected abuse, neglect or domestic
violence;

» uses and disclosures for health oversight activities, such as for the licensing of doctors; for audits
by Medicare or Medicaid; or for investigation of possible violations of health care laws;

« disclosures for judicial and administrative proceedings, such as in response to subpoenas or






sixty days if the information is stored off-site). You may have to pay for photocopies in advance.
If we deny your request, we will send you a written explanation, and instructions about how to get
an impartial review of our denial if one is legally available. By law, we can have one 30 day
extension of the time for us to give you access or photocopies if we send you a written notice of
the extension. If you want to review or get photocopies of your health information, send a written
request to the office contact person at the address, fax or E mail shown at the beginning of this
Notice.

e ask us to amend your health information if you think that it is incorrect or incomplete. If we agree,
we will amend the information within 60 days from when you ask us. We will send the corrected
information to persons who we know got the wrong information, and others that you specify. If we
do not agree, you can write a statement of your position, and we will include it with your health
information along with any rebuttal statement that we may write. Once your statement of position
and/or our rebuttal is included in your health information, we will send it along whenever we make
a permitted disclosure of your health information. By law, we can have one 30 day extension of
time to consider a request for amendment if we notify you in writing of the extension. If you want
to ask us to amend your health information, send a written request, including your reasons for the
amendment, to the office contact person at the address, fax or E mail shown at the beginning of
this Notice.

» get alist of the disclosures that we have made of your health information within the past six years
(or a shorter period if you want). By law, the list will not include: disclosures for purposes of
treatment, payment or health care operations; disclosures with your authorization; incidental
disclosures; disclosures required by law; and some other limited disclosures. You are entitled to
one such list per year without charge. If you want more frequent lists, you will have to pay for
them in advance. We will usually respond to your request within 60 days of receiving it, but by law
we can have one 30 day extension of time if we notify you of the extension in writing. If you want
a list, send a written request to the office contact person at the address, fax or E mail shown at
the beginning of this Notice.

e get additional paper copies of this Notice of Privacy Practices upon request. It does not matter
whether you got one electronically or in paper form already. If you want additional paper copies,
send a written request to the office contact person at the address, fax or E mail shown at the
beginning of this Notice.

OUR NOTICE OF PRIVACY PRACTICES

By law, we must abide by the terms of this Notice of Privacy Practices until we choose to change
it. We reserve the right to change this notice at any time as allowed by law. If we change this Notice, the
new privacy practices will apply to your health information that we already have as well as to such
information that we may generate in the future. If we change our Notice of Privacy Practices, we will post
the new notice in our office, have copies available in our office, and post it on our Web site.

COMPLAINTS

If you think that we have not properly respected the privacy of your health information, you are
free to complain to us or the U.S. Department of Health and Human Services, Office for Civil Rights. We
will not retaliate against you if you make a complaint. If you want to complain to us, send a written
complaint to the office contact person at the address, fax or E mail shown at the beginning of this Notice.
If you prefer, you can discuss your complaint in person or by phone.

FOR MORE INFORMATION

If you want more information about our privacy practices, call or visit the office contact person at
the address or phone number shown at the beginning of this Notice.

ACKNOWLEDGEMENT OF RECEIPT
| acknowledge that | received a copy of Frank Navarro DMD, P.A. Notice of Privacy Practices.

Patient name

Signature Date
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