REGISTRATION
(PLEASE PRINT) JOSEPH T. BUZZANCO, D.M.D.
208 Maple Avenue
Red Bank, NJ 07701

Telephone: (732) 747-1122

Date Home Phone ( ) Cell Phone ( )
PATIENT INFORMATION

Name SS/HIC/Patient ID #

Last Name First Name Middle Initial
Address E-mail
City State Zip
Sex(JM [JF Age Birthdate (] Married [J Widowed [] Single ] Minor

[] Separated [] Divorced (] Partnered for years

Patient Employer/School Occupation
Employer/School Address Employer/School Phone ( )

Whom may we thank for referring you?

In case of emergency who should be notified ? Phone ( )

PRIMARY INSURANCE

Person Responsible for Account

Last Name First Name Middle Initial
Relation to Patient Birthdate Soc. Sec. #
Address (If different from patient’s) Phone ( )
City State Zip
Person Responsible Employed by Occupation
Business Address Business Phone ( )
Insurance Company
Contract # Group # Subscriber #

Names of other dependents covered under this plan

ADDITIONAL INSURANCE

Is patient covered by additional insurance? []Yes []No

Subscriber Name Birthdate Relation to Patient
Address (If different from patient’s) Phone ( )

City State Zip
Subscriber Employed by Business Phone ( )
Insurance Company Soc. Sec. #

Contract # Group # Subscriber #

Names of other dependents covered under this plan

ASSIGNMENT AND RELEASE

| certify that |, and/or my dependent(s), have insurance coverage with and assign directly to
Name of Insurance Company(ies)

Dr. all insurance benefits, if any, otherwise payable to me for services rendered. | understand
that | am financially responsible for all charges whether or not paid by insurance. | authorize the use of my signature on all insurance submissions.
The above-named doctor may use my health care information and may disclose such information to the above-named Insurance Company(ies) and
their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services. This
consent will end when my current treatment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient
#10505 — © 2004 Medical Arts Press® 1-800-328-2179




Medical History Form

Patient’s Name Date
In case of emergency who should be notified? Phone ( )
Sex M F  Height Waeight

it you are completing this form for another person, what is our relationship to that person?

For the following questions, circle yes or no, whichever spplies. Your answers are for our records only and will be
considered confidential. Please note that during your initial visit you will be asked some questions about your
responses to this questionnaire and there may be additional questions concerning your hesith.

1. Areyouingoodhealth? . . . . . . . . . . . L 0. oo bW 1 Yes
2. Has there been any change in your general heaith within the pastyear? . . . . AR | I T Yes
3. My last physical examination was on
& Areyounowunderthecareofaphysician? . . . . . . . .« . . 0 L 0 v e e c e e e s e e e Yas
if so, what is the condition being treated?
5. The name and address of my physician{(s}is
6. Have you had any serious iliness, operation, orbeenhospitalized inthepastSyears? . . . . . . . « . . . . Yes
1 so, what was the iliness or problem?
7. Are you laking any medicine(s} including non-prescriptionmedicine?. . . . . . . . o L L L oL Yos
if so, what medicine(s) are you laking?
8. Doyou have or have you had any of the following diseases or problems?
a. Damaged heart valves or artificial heart valves, including heart murmur of rheumatic heart disease . . " Yes
b. Caediovascular disease (heart trouble, heart attack, angina, cofonary msu!!mncy coronary occlusion, hxghbiood
pressure, arteriosclerosis, stroke} . . . . . . o 0 v € & ¢ & s L b v s v o« Yes
1. Do you have chest pain upon exertion? . . . . s fleeE 2R 2 ama alhihme 7o Yes
2. Are you ever short of breath after mild exercise orwhen rymg down’ s des w s s e el bhes oo Yes
3. Doyourankles swell? . . . . . L L o oL . o e e s e e Yes
4.Doyouhave inbom heartdefects?. . . . . . . . L L oL 0 0o e e Yes
5. Doyouhave acardiac pacemaker? . . . . . . . L . .. . oL e e Yas
cAilergy..A..,.x.....‘,.,..,‘b."..,*‘,.,.(...,,.Yes
d‘Smustfout}ie..‘...A,‘,e‘.,\...A.‘,,.,..‘9,...‘,.."(es
eAsthmaozhayiever,A>~.,,«...,,A.,‘x...A‘,,.°.4,....*.Yes
. Fainting spells or seizures . . . . T w B ke YE e das pes s e amE R E @ Yas
g. Persistent diarthea or recent waight tsss R T A T e T I A Y Yes
h. Diabetes . . . . Y8s
;Hepatztfs;aundzcearwe:d;sease.,,‘,.‘,(,,..H....e,‘.,,.‘,(, Yes
§AlOSorH§Vm¥ect§nn.¢,,....,,.0.*',‘.,.,..,.‘,.«.,‘,t, Yes
k. Thyroid problems . . . . Yes
{. Respiratory problems, emahysema Droncmtxs etc° s o @ ¥ 5% o mow e o omow oy omow ow owlp o o ox g Yes
m. Arthritis orpainful SwollBR JOINtS « . . . . . . o . o e e e e e e e e e e e e Yes
n. Stomachulceror hyperacidity . . . . . . . . . o b o e e e e x e e e e s s e e Yes
cstneyzmut:ie.,.....Q...‘,,.,‘...........‘..,.‘.‘.Yes
p. Tuberculosis . . Yas
g Pe{szstemcoughmcougﬁtha!producesbtood e I T T .
r. Pemst&ntswaﬁengiasdsmneck T T E TN T T " Yes
s.Lowb%oodpressure..‘..,~.,(.,‘,‘.‘4,1..,,‘x.,,,,....( Yes
1. Sexuaily transmitted disease . . i e e om w A R R R e ® E MRom % % ow s s ow vk Co Yeos
u. Epilepsy of other neurological d:sease T T E T E I N e 1t Yes
v. Problemswithmentathealth . . . . . . « . « o« « « o o v s e e s e e e Yes
w. Cancer . . . I T I T
X. Pmbiemsetthezmmunesyszem T T N E T E RN E = " Yes
9. Have you had abnormal bleeding 7. Yes
a. Have you ever required a biood wransfusion? . Yes
16. Do you have any blood disorder such as anermia” . Yes
Yes

11. Have you ever had any treatment for a lumor of growth? .

{ees}

g8
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12. Are you allergic of have you had a reaction 1o

. localanesthetics . . . . . . . - g ’ } @ a Yas No
b. Peniciliin or other antibiotics 3 . . ! Yes No
¢ Sultadrugs . . . - . Yes No
d. Barbiturates, sedahve& or s&a&pmg mﬂs o " ; G s L Yeos No
e Aspirin . . . ., . » B Yes No
i lodine . . . 5 2 g% a8 el dpB s 108 No
g,Cademeorothemarwtzcs.u Yes No
h. Other

13. Have you had any serious trouble associated with any previous dentaltreatment? . . . . . . . . . . . ., . Yes No
50, explain

14. Do you have any disease, condition, or problem notlisted above thatyouthink I should knowabowt? . . . . . . . Yas No
# 50, explain

15. Are you wearing contact lenses? . ¢ oo xle w o oxowm o oeowos Ok ovow ow A Yes No

16, Are you weanng removable dental appliances? . s # wle ma mus s vasHE o w s oa Yes No

184, Do you have a Prosthetic Device? Hip, Knee or Jmm'? . : Yes No

Women

17, Are you pregnant? Yes No

18. Do you have any problems associated with your menstrualperiod? . . . . . . . . . 0L L L . 0. . Yes No

18. Are you nursing? . A £ No

20, Are you taking birth control pifis? Yes No

Chief Dental Complaint

1 gertity that have read and understand the above. | acknowledge that my ques-
tions, H any, abowt the inguiries set forth above have been answered to my satis.
faction. L will not hold my dentist, or any other member of histher stalt, responsible
for any srrors or omissions that | may have made in the completion of this form,

Signature of Patient

For completion by the dentist,

Comments on patent intendew concerning medical hstory:

Signidicant findings from queshionnaire or oral interview:

Dental management Consideations:

{Date}

Medicat history update:
Oate Comments

Signature of Dentist

Bignatute

$500 < Amerizan Dentel Associstion 1988



HIPAA OMNIBUS RULE

PATIENT ACKNOWLEDGEMENT FORM FOR RECEIPT OF NOTICE OF PRIVACY PRACTICES
CONSENT/LIMITED AUTHORIZATION & RELEASE FORM

You may refuse to sign this acknowledgement & authorization. In refusing we may not be allowed to process your insurance claims.

Date: Patient Name:

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM RECEPTION AREA:
-i First Name Only i Proper Surname - Other

PLEASE LIST ANY OTHER PARTIES WHO ARE ACTIVELY INVOLVED IN YOUR HEALTH CARE AND WHO CAN HAVE ACCESS TO
YOURHEALTH INFORMATION: (This includes step parents, grandparents and any care takers who can have access to this patient’s records):

Name: Relationship:

Name: Relationship:

{ AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENTS, TREATMENT & BILLING INFORMATION VIA:

.1 Cell Phone Confirmation -+ Email Confirmation
.4 Text Message to my Cell Phone -+ Work Phone Confirmation
. Home Phone Confirmation .1 Any of the Above

I AUTHORIZE INFORMATION ABOUT MY HEALTH BE CONVEYED VIA:

i Cell Phone Confirmation - Email Confirmation
.3 Text Message to my Cell Phone - Work Phone Confirmation
.1 Home Phone Confirmation - Any of the Above

| APPROVE BEING CONTACTED ABOUT SPECIAL SERVICES, EVENTS, FUND RAISING EFFORTS or NEW HEALTH INFO on
behalf of this Healthcare Facility via:

- Phone Message . Any of the Above
. Text Message .: None of the Above (opt out}
-+ Email

in signing this HIPAA Patient Acknowledgement Form, you acknowledge and authorize, that this office may recommend products or servides to promote your irnproved health.
This office may or may not receive third party remuneration from these affiliated companies. We, under current HIPAA Omnibus Rule, provide you this information with your knowl-
edge and consent.

The underSIgned acknowledges recelpt of a copy c;f the currently effectxve Nottce of Prlvacy Practtces for thls
healthcare facility. A copy of this signed, dated document shall be as effective as the original. MY SIGNATUREWILL
ALSO SERVE AS A PHI DOCUMENT RELEASE SHOULD IREQUEST TREATMENT OR RADIOGRAPHS BESENTTO
OTHER ATTENDING DOCTOR / FACILITIES IN THE FUTURE.

Please print name of Patient Please sign Patient / Guardian of Patient

Legal Representatwe / Guardian Relatwnshlp of Legal Representative / Guardian

OFFICE USE ONLY

As Privacy Officer, | attempted to obtain the patient’s {or representatives) signature on this Acknowledgement but did not because;

- 1 was emergency treatment

4 1 could not communicate with the patient

.4 The patient refused to sign

.4 The patient was unable to sign because

i Other {please describe) ik - B | T

Signature of Privacy Officer

HIPA A MADE EASY® / ©2009/2017 All Righis Reserved | 160 | HIPAA MANUAL TO OMNIBUS RULE STANDARD



August 1, 2022

Broken Appointment/ Last Minute Cancellation Policy

When a patient is scheduled for an appointment, that time is set aside for you and you only. It is
not our policy to double book. We value your time and ask that you value ours. If you need to
cancel your appointment you will need to call and speak directly to one of our receptionists,
giving a minimum of 48-hour notice prior to your appointment time. Messages left on our
service after hours are acceptable provided that message is left at least 72 hours prior to your
appointment.* This will allow us to fill the appointment with someone on our waiting list.
Maintaining your oral health is of utmost importance to us. We will do our best to reschedule
your cancelled appointment as soon as possible.

The following fees will be charged if above policy is not followed.

Hygiene appointment---------- $75.00

Doctors’ appointment-------- $100.00

*We understand that sudden illness is unpredictable. This policy will be waived provided a
doctor’s note is provided.

Patient’s/Guardian Signature Date

(I have read and accept the above policy. Any questions have been asked and answered.)
The above fees are not covered by insurance and will be the responsibility of the responsible party on the account.



