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

Patient #
. , SS#/SIN
Patient Informatlon (CONFIDENTIAL) Mo
Name Birthdate Home Phone____
tate
Address City Pr((‘)vL Lé}’é .
Email Cell Phone
Check Appropriate Box: [ IMinor [Single [ Married [Divorced [ 1Widowed []Separated
: State/ Full Part
If Student, Name of School/College City Prov. U Time ] Time
Patient or Parent/Guardians Employer Work Phone
) y State/ Zip/
Business Address City Prov. PC.
Spouse or Parent/Guardians Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone
Responsible Party . g
_ Relationship
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’s License# Birthdate ____ Financial Institution
Employer Work Phone SS#/SIN
Is this person currently a patient in our office? Yes LINo
For your convenience, we offer the following methods of payment. Please check the option you prefer: Payment in full at each appointment.
(I Cash I Personal Check Credit Card [1VISA [1MasterCard " [T wish to discuss the offices payment policy.
Insurance Information
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer UnionorLocal# ______ Work Phone
i ) ) State/ Zip/
Address of Employer City Prov. iC.
Insurance Company Group # Policy/ID #
’ tate Zi;%[
Ins. Co. Address City Prov. RC.
How much is your deductible? ______ How much have youused? ______________ Max. annual benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE? [ Yes [INo IF YES, COMPLETE THE FOLLOWING:
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer UnionorLocal# ________ Work Phone
g gy } State/ Zilé/
Address of Employer City Prov. PE.
Insurance Company Group # Policy/ID #
- : tate ZI;%/
Ins. Co. Address City Prov. (@)
How much is your deductible? _____ How much have youused>____________ Max. annual benefit

Over Please



Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment NOW? ...............ooovoeeeeeveeeeeseeorrene C1 [ 10. Are you wearing contact lenses? ...................oooooocceocvee. O 0O
2. Have you ever been hospitalized for any 11. Are you allergic to or have you had any reactions to the following?
surgical operation or serious illness within the last 5 years? ........... [EjResE] Local Anesthetics (e.g. Noxfo‘cai‘n) ------------------------------------- L
If yes, please explain Penicillin or any other ANGDBIOLICS ........c..ocvevrecrirccinenes s £
SulfalDmjose o e o SO RS o B
3. Are you taking any medication(s) Barb e en 2 R R T o S % %
including non-prescription medicine? ................ooooceeovverrcersrore I f:if’:;ves """""""" 0 0
If yes, what medication(s) are you taking? AT BRSO e SR L Ll
4. Have you ever taken Fen-Phen/Redux? ..............ccoooovvvvvveececeveen. Lo i Melc;,ls \EF Sk, meioiy oLt ” %’ %
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer Latex Rubber .
medications containing bisphosphonates? ..o ) Qthey (plegse l'St), .
6. Have you taken Viagra, Revatio, Cialis or Levitra s havg e rsnstent.cough s thmat g not
OO You ROL) BT, ReEey iated with a known illness (lasting more than 3 weeks)?.... [ ] [
inthelastod hours2m e S o R S, 8. E] e M g
7. Do TODAECO? o 7 N ] 15 Winpen Eanly; ’
g be pregnant? ... bt
8. Do you use controlled SUbSLANCES? .........ovvooooovvoeoeecceerecerereeer O 0O ) Aire out preghant or. think yeuhay be pregn
DlATEoWnrSing JRe- . A SR S e O O
9. Do you have or have you had any of the following? ¢) Are you taking oral contraceptives?............................. g 0O
Yes No No Yes No
High Blood Pressure ..................... O HeartBiseasez e iy (] CHESHRAINSE s sttty a O
Heart Atack: ..ot e O Cardiac Pacemaker O Easily Winded ..............cccccooo....... [ ]
Rheumatic Fever ... ] Heart Murmur .......... (] STORER s oSt g O
Swollen Ankles .......................... ] AN S e o ] Hay Fever / Allergies ...................... d
Fainting / Seizures ........................ O Frequently Tired ........................... J Tuberculosis ................. OJ
Asthma............. T e (] Radiation Therapy ...........cc.......... U
Low Blood Pressure ........... ] Emphysema ..o, O Glonlcomany B se . L s ]
Epilepsy / Convulsions [l Cancer ........... ] Recent WeIghGIiDSS &, oo sonvormssiinns O
Leukemia. ... o r i B I O] Arthritis B Liver Disease ..............cccocoveeenee... O
Diabetes i 2 LR TR S (] Joint Replacement or Implant ...... (J [  Heart Touble ... 0J
Kidney Diseases ....................... (] Hepatitis / Jaundice ........... (] [ Respiratory Problems ... U
AIDS or HIV Infection (] Sexually Transmitted Disease ...... (] [  Mitral Valve Prolapse OJ
Thyroid Problem ... O Stomach Troubles / Ulcers ........... e Other O
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing?....................... [ ] 8. Do you have frequent headaches?....................c............... s 10
2. Are your teeth sensitive to hot or cold liquids/foods?................ (] [ 9. Doyouclench or grind your teeth?............... ]
3. Are your teeth sensitive to sweet or sour liquids/foods?........... [ ] [ 10. Do you bite your lips or cheeks frequently? .................. a O
4. Do you feel pain to any of your teeth?...............coocooooovveoooonn.... (A o ] 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?......... [N | O R R 0 R s T e R [
6. Have you had any head, neck or jaw injuries? ...................... O Od 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Jollowing extractions? ................ccccocoeveeevveervecerverenrene, O O
problems in your jaw? 13. Have you had any orthodontic treatment?.. CJ
CHERING ...c..vii e A TR RY . 5 S8 [EI S 14. Do you wear dentures or partials? ........................... gl 1%
Pain (joint, ear;side ofiface) Sebgee TEn s [ ] If yes, date of placement
Difficulty in opening or closing ..................oocccoomrveveoooorornn.. [Eili= (] 15. Have you ever received oral hygiene instructions
Difficultyiinichewing . ot B regarding the care of your teeth and gums? ................... 1.
16. Do you like your smile? ...............ccccooveervireervrerirenennn, O O

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
[ understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits
otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible
Jor payment of all services rendered on my behalf or my dependents.

X
Signature of patient (or parent/guardian if minor) Date

Doctor’s Comments

Signature Date
PATTERSON OFFICE SUPPLIES 1.800.637.1140 051-1014/16306




MALKI

DENTAL

FINANCIAL POLICY FOR THE DENTAL OFFICE OF DR. STEPHEN J. MALKI

The primary goal of our dental practice is to educate and inform all of our patients about their oral health and
to provide them with high quality and complete dental care that will last them a lifetime. Since our practice is
also a business with obligations that must be met, we ask that all patients pay for their treatment in full on the
day of each visit to our office unless prior arrangements have been made.

Payment is due at the time service is provided. We accept cash, personal checks, cashier’s checks, money
orders, Visa, Mastercard, Discover, American Express and Care Credit. Returned checks will be subject
to additional fees.

We will do our best to give you a rough estimate of your investment in your dental health for each upcoming
visit, based on your individual treatment plan. You will be given a very close estimate of your next visit's total
bill. Please bring cash, check or credit card at the time of treatment. With a proper diagnosis and a timely
treatment plan, most estimates we provide are accurate.

Outstanding balances on your account are discouraged, and must be cleared before the next appointment for
any account member or within 30 days of treatment, whichever comes first. Appointments for non-emergency
treatment may need to be postponed pending payment of outstanding balances. Amount due and not paid in full
within 30 days will be charged interest at a rate of 1.5% per month.

A returned check fee of $25.00 (subject to change as bank fees increase) will be added to your account for any
returned check. Before we accept another payment by check, the $25.00 fee plus full payment for the check that
did not clear must be paid in cash, or by VISA, MasterCard, Discover or American Express.

Your dental appointments are scheduled carefully. Time, trained personnel and dental equipment are
reserved for each procedure. Missed appointments add to the cost of dental care when reserved facilities are left
waiting empty. We request 24 hours advance notice for rescheduling your appointment. Your account will be
charged a broken appointment fee of $75.00 for missed appointments without proper notification.

111 Kinderkamack Rd. River Edge, NJ 07661 — Phone: 201-646-0800 — Fax: 201-646-1500
www.MalkiDental.com
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OFFICE POLICY FOR PATIENTS WITH DENTAL INSURANCE

You need to bring your insurance card, coverage booklet, and a completed and signed dental insurance claim form at
your first visit, and at any time your insurance changes.

Please be aware that:

- We will always do our best to help you to maximize your benefits.

- Although we file claims for you as a courtesy, your dental insurance policy is a contract between you, your employer
and your insurance company.

- Your treatment plan is individually tailored, and is not based on your dental insurance benefits or lack of benefits.

. Not all services are a covered benefits in all contracts. Some insurance companies arbitrarily select certain services
they will not cover. It is your responsibility to thoroughly understand the coverage and exceptions of your particular
policy. Coverage issues can only be addressed by your employer or group plan administrator. We cannot act as a mediator
with the carrier or your employer.

« Our staff is trained to help you with questions you may have relating to how your claim was filed , or regarding any
additional information your carrier may need to process your claim. Please, ask if you have any questions.

- As a courtesy to all of our insured patients, we will file your dental insurance claim forms. You are responsible at the
time of treatment for payment to us of any applicable deductible and for your coinsurance portion. Any payments made
directly to you by your insurance company on unpaid balances should be forwarded immediately to our office so that your
account may be credited accordingly. Monthly accruing interest at the rate of 1.5% can be avoided if your personal
financial responsibility is clear within 30 days of your treatment, thereby eliminating the need for statements to be
generated and mailed to you.

. Your claim will be filed Inmediately, and benefits are expected are to be paid within 30 days. The filing of an
insurance claim does not relieve you of timely payment on your account. If the claim is not cleared by your carrier in 45
days, the unpaid portion will automatically become "self-pay" and a statement will be issued to you for the unpaid portion.
You are responsible for any amounts your insurance company chooses not to pay, for whatever reason. Any amounts
expected to be paid by your insurance company, but not cleared by them within 45 days become your responsibility and,
if not paid in a timely fashion, will begin to accumulate interest at the rate of 1.5% per month.

Please feel free to contact your insurance company regarding unpaid benefits. We will gladly provide you with a letter
which would include all pertinent information which you may sign and mail.

I understand and accept the financial and the dental insurance policies listed above and have had any and all questions
answered to my satisfaction. I agree to pay for all treatment in a timely fashion as described so as to avoid any additional
fees. I authorize Malki Dental to take X-rays, study models, photographs, or any other diagnostic aids deemed
appropriate by Malki Dental to make a thorough diagnosis of the patient’s dental needs. I also authorize Doctor to
perform any and all forms of treatment, medication and therapy that may be indicated. I also understand the use of
anesthetic agents embodies a certain risk. I understand that responsibility for payment for Dental Services provided in
this office for myself or my dependents is mine, due and payable at the time services are rendered. I further understand
that a finance, rebilling, collection charge or attorney fee will be added to any overdue balance.

[For those patients with dental insurance who would prefer that their ins. co send payment to this office.] I hereby
authorize my insurance benefits to be paid directly to Dr. Malki. Irealize that I am responsible to pay for any deductible
amount(s), my co-insurance portion and for any non-covered services. I understand that I am financially responsible for
any and all charges of dental treatment and incurred fees, whether or not paid by said insurance and I agree to pay such
charges in full. I also hereby authorize the release of pertinent medical/dental information to the insurance carrier(s).
This order will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid
as the original.

X X
PATIENT (or legal guardian) DATE STAFF INITIALS




.




STEPHEN J. MALKI D.M.D.
111 Kinderkamack Road
River Edge NJ 07661

Telephone (201) 646-0800

Consent for Use and Disclosure of Health Information

I understand that I have certain rights to privacy regarding my protected health
information. These rights are given to me under the Health Insurance Portability and
Accountability Act of 1996 (HIPAA). I understand that by signing this consent I
authorize you to use and disclose my protected health information to carry out:

1. Treatment (including direct or indirect treatment by other healthcare providers
involved in my treatment.

2. Obtaining payment from third party payers (e.g. my insurance company);

3. The day-to-day healthcare operation of your practice

I have also been informed of, and given the right to review and secure a copy of your
Notice of Privacy Practices, which contains a more complete description of the uses and
disclosures of my protected health information, and my right under HIPAA. Tunderstand
that you reserve the right to change the terms of this notice from time to time and that I
may contact you at any time to obtain the most current copy of this notice.

I understand that [ have the right to request restrictions on how my protected health
information is used and disclosed to carry out treatment, payment, and health care
operations, but that you are not required to agree to these requested restrictions.
However, if you do agree, you are then bound to comply with this restriction.

I understand that I may revoke this consent, in writing, at any time, Please understand
that a revocation of this consent will not affect any action we took in reliance on this
Consent before we received you revocation, and that we may decline to treat you or to
continue treating you if you revoke this Consent.

Date:

Print Name:

Relationship to Patient:

Signature:







