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(PLEASE PRINT)

qg Dental Insurance

Patient Information

Dats Who is responsible for this account?
SSHIC/Patient ID # Relationship te Patient
Patient Name Insurance Co,
Last Name
Group #
First Name Middle Initial Is patiant covered by additional insurance? JYes [JNo
Address
Subscriber's Name
E-mail
Birthdate 5S8+#
City
Relationship to Patient
State Zip
Insurance Co.
Sex OM [JF Age
Group #
Birthdate
ASSIGNMENT AND RELEASE
[ Maried 1 Widowead ] Single 7 Minor | certi'y that |, andfor my dependent(s}, have insurance coverage with

[ Separated  _] Divorced ] Partnerec for years and assign directly to

Name of Insurance Company(ies)

Patient Employer/School

Cr. all insurance benefits, if
Qccupation any, olherwise payable 10 me for services rendered. | understand that | am

financially responsible for all charges whether or net paid by insurance. | authorize
Employer/School Address the Lse of my signature on all insurance submissions.

The above-named dzntist may use my health care information and may disclose
such information to the above-named Insurance Companylies) and their agen:s for
) the purpose of obtaining payment for services and determining insurance benefits

or the benefits payable for related servicas. This consent will end when my current
treatment plan is completed or ane year from the date signed below,

Employer/School Phane

Spouse's Name

Birthdate Signature of Patieni, Parent, Guardian or Personal Hepresentalive
S5#

Please print name of Patien, Parent, Guardian or Personal Rapresantative
Spouse's Employer

Whom may we thank for referring you? Date Relationship to Patient

Phone Numbers

Home ( ) Wark ( } Ext Cell Phene { )

Speuse's Work ( )] Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specify somecne who does not live in your househeld.)

Name Relationship

Home Phone { } Work Phone { )

~ Dental History

Reason for laday’s visit Burning sensation on tongue [OYes [[JNe Mouth breathing [COYes [ONe
Chew on one side of mouth {I¥Yes [[JNo Mouth pain, brushing [¥Yes [No
Cigarette, pipe, or cigar smoking []Yes [[JNo COrthodontic treatment [dYes [Ne
Former Dentist Clicking or popping jaw [(OYes Mo Painarcund gar [Yes [INo
City/Slate Dry mouth [JYes JMNo Periodontal treatment [dYes CNe
Date of ast dental visit Fingernail b‘ltmg [[JYes [JNo Sens,t!\n'fty to cold [JYes [JNo
Food collection between the teath [[]Yes [JNo  Sensitivity to heat [Q¥Yes [JNo
Date of last dantal X-rays Foreign objects [Cl¥es [JNo Sensitivity to sweels [OYes [JNa
Place a mark on “ves” or “no” to indicate if you Grinding teeth [OYes [QNo Sensitivity when biting OYes [No
have had any of the following: Gums swollen or tender [O¥es [INo Sores or growths in your mouth  [JYes [ Mo
Bad breath {OYes _JNo .aw pain ortiredness [1Yes [JNo How often do you flass?
Bleeding gums ClYes T No  Lipor cheek biting [1Yes [JNo
Blistars on lips or mouth [OYes [JNo Loose teeth or brokan fillings [NYes [[JNe How often do you brush?

Dental Registration and History
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Health History

Physician’s Mame Date of last visit

Have you ever laken any of the group of drugs collectively referred to as "fen-phen?” These include combainations of lonimin, Adipex, Fastin (brand
names of phentermine), Pondimin {fanflurarmine) and Redux (dexfenfluramine). [JYes [ No

Flace a mark on “yes” or “no” to indicalz if you have had any of the following:

AIDS/HIV [lYes [JNo Epilepsy [Clves 1Mo  Respiratory Disease CIYes [No
Anemia O¥es [ Ne Fainting or dizziness OJYes [JNo Rheumatic Fever Oyes [INo
Arthritis, Rheumatism O¥Yes [ Ne Glaucoma (Yes [JMNo Scarlet Fever [J¥es [INo
Artificial Heart Valves OYes [JNe Headaches “1¥Yes [ No Shortness of Breath [MYes []No
Artificial Joints [IYes []No Heart Murmur TlYes [ No Sinus Trouble [NYes [INo
Asthma CYes [INe¢  Heart Problems (OYes [IMNo  Skin Rash [dYes [ No
Back Problems [OYes [ No Hepatitis Type OYes Mo Snzcial Diet OYes [No
Bieeding abnormally, with Herpes [J¥Yes [INo  Stroke (lYes [ONe
extractions or surgery [OYes [1Nao High Blocd Pressure [JYes [ No Swollen Feet or Ankles [OYes [ No
Blood Disease [dYes [JNo  Jaundice [JYes [ No Swollen Neck Glands [J¥ss [ONo
Cancer [OYes [JNo Jaw Pain [(dYes [ MNo  Thyroid Problems CYes ONo
Chemical Dapendency [Yes [ONo Kidney Disease [JYes [ONo  Tonsifitis [“Yes [INo
Chemaotherapy f1Yes [INe Livar Disease LlYes [N No  Tuberculosis [CYes [INo
Circulatory Problems Cyes [JNo Low Blood Pressure [dYes Mo Tumor or growth on head
Congenital Heart LLesions OYes [INo  Mitral Valve Prolapse [1Yes [JHMo or neck [TYes £JNe
Corlisone Treatments OYes TINo¢  Mervous Problems [OYes [JNo  Ulser OYes [Ne
Cough. persistent or blaody OYes “JNo  Pacemaker ClYes [JMo  Venereal Disease [1Yes [1Nec
Diabeles OJYes {INe¢  Psychiatric Care [JYes [IMNo  WeightLess, unexplained ClYes [INo
Emphysema [OYes [1MNo Radiation Treatment f1Yes QMo

Do you wear contact lenses? [|Yes [ No

Women:
Are you pregnant? [JYes [ INo Due date Are you nursing? [ 1Yes ] No
Taking birth control pills? [(JYes [ No

Medications Allergies

List any medications you are currently taking and the correiating [ Aspirin ] Local Anesthetic
diagnesis:
[ Barbiturates (Sleeping pills) O Penicillin
[ Codeine [ Sulta
Pharmacy Name [1 lodine [ Cther,
Phone { ¥ [ Latex

Updates (To be filled in at future appointments)

Has there been any changs in your health since your last dental appointment? [JYes []No

For what conditions?

Are you taking any new medications? If 59, what?

Patient’s Signature Date

Doctor's Signature Date

L A L N e R N I I I L O R R N TR R I I L R R T

Has there been any change in your health since your last dental appointment? [JYes [J No

For what conditions?

Are you taking any new medications? If so, what?

Patient’s Signature Date

Docter's Signature Date
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Dr. Darren G. Brenner DMD, LLC

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND -
HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY i ) ) :

We are required by applicable federal and state law to maintain the privacy of your health information. We are also
required to give you this Nofice about our privacy practices, our legal duties, 2nd your rights conceming your heaith’
information. Ve must follow the privacy practices that are described in this Mofice while it is in éffect. This Notice
takes efiect (MM/DD/YR), and will remain in effect unfit we replace it. . ) .

We reserve the right fo change our privacy practices and the terms of this Notice at any time, provided such
changes are permitted by applicable law. We reserve the right to make the changes in our privacy practices and
the new terms of our Nolice effective for ali heaith information that we maintain, including health information we
created or received before we made the changes. Before we make a significant change in our privacy practices, we
will change this Notice and make the new Natice available upon request, -

You may request & copy of our Noﬁce at any time. ‘For more informaiion about our privacy practices, or for
. addifional copies of this Notice, please contact us using the information listed at the end of this Nofice.

USES AND DISCLOSURES OF HEALTH INFORMA‘I'ION
We use and disclose health information about you for treatiment, payment, and healtheare operafions. For

example: -

Treatment: We may use or disclose your health information to a physician.or ofher healthcare provider providing
treatment tc you. .

Payment:. We inay use and disclose your health information to obfain payment for sefvices we provide to you.

Healthcare Operations; We may use and disclose your health information in connection with our healthcare
operations.  Healthcare operations include quality assessment and improvement activities, reviewing the .
competence or qualifications of heaithcare .professionals, evaluating praciitioner and provider performance,
conducting fraining programs, -accreditation, certification, licensing or credentialing activities. -

Your Authorization: In addition to our.use of your health information for treatme_nt, payment or healthcare -
operations, you may give us written authorization to use your heali.:r.x information or to disclose it to anyone for any - -
purpose. If you give us an authorization, you may re\{oke i in »\inting at any time. Your revucaﬁyn will not affect
any use or disclosufes permitted by your authorization while it was in effect. Unless you give us a vaitten
authorization, we cannet use or disclose your health information for any reason except those described in this

Noﬁce: )

To Your Family and Friends: We must disclose your heaith information o you, as described in the Patient Rights
section of this Notice. We may disclose your health information to a family mermber, friend or other person to the
excent necessary to help with your heattheare or with paymient for your healtheare, but only if you agree that we may
do so. : : ] . : . . .

" Persons Involved ln Care: We may use or disclose heaith information to rofify, or assist in the nofification of
-{including identifying ar locating) a family member, your personal representative cr.ancttger person rasE)onsmle for
your care, of your lacation, your gereral condifion, or death. ) If you are present.‘then pnn:_ttn use or disclosure of
your health information, we will provide you with an opportunity {o object fo such uses or disclosures. In the event
of your incapacity cr emergency circumstances, we will disclose health mfo_rmahon based on a determination using
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our professional judgment disclosing only health infonmation that is directly relevant to ’cﬁe étson's i i

. . i involv
your healthcare. - We will also use our professional judgment and our experierce with no:rpm'mn praciice et??nn:izg
reasonable inferences of your best interest in aliowing a person o pick up filled prescriptions, medicza! supplies, » -

rays, or other similar forms of health information. :

Marketing Health-Related Services: We will not use your health information for marketin -
without your written authorization. , _ g communications

Required by Eaw: We may use or disclose your health il_:fohnaﬁon when we are required o do so by Iéw.

Abuse or Neglect: We may disclose your health information o appropriate authorities if we reasonably believe that
you are a possible victim of abuse, neglect, or domestic violence or the possible victim of otker crimes. We may
disclose your health information o the exient necessary to avert a serious threaf fo yoor health or safety or the
heatth or safely of ofhiers. : )

National Secusity: We may disclose to military authorities the heaith inforfpation of Armed Fc;mas personnel

" under certain circumstances. We may disclose to authorized federal officials health information required for lawful

intefligence, oount:eﬁntell‘:gence, and other neticnal security activiies. We may disclose to correctional instifution or
1aw enforcement official having lawful custody of protected health information of inmate or pafient under cetiain
circumstances. - '

pppointment Reminders: We may use or disclose YOET hezalth information {0 provide you with appoinﬁnem
reminders {(such as voicemail messages, pustcards, or letfers). : T _ ;

PATIENT RIGHTS _ -
Access: You have the right o look at or get copies of your hezith infonmaiion, with limited exceplions. Yon may
request that we provide copies in a format'other than phoiocopies. We will use the-farmat you request unless we
cannot practicably do so. -{You must make a request in writing o obiain access to your health information. You
may obtein a form to request access by using the contact miormation listed at the end of this Nofice- We will

charge you & reasonable cost-based fee for expenses suchas copies and staff ime: You may also request access
by sending us a letier o the address atthe end .of this Notice. Ifyou request copies, we wiil charge you $0__-_for
each page,'§___ per hour for staif time to lotate and copy your heatth information, and postage if you want the
copies mailed to you. if you request an aiternative format, we will charge a cost-based fee for providing your healh
inforation in that format. If you prefer, we will prepare @ Suinmary or an explanation of your health information for

afee. Contact us using the informaiion listed af the end of this Notice for a full explanation of our fee structure.)

bisclosure Accounting: You have the right 10 receive a list of inistances in which we or owr business assqciates
dioclosed your health information for purposes; ofher than frestment, paymer, healthcare operations and certain
other activities, for the fast 6 years, but not before April 14, 2003. [fyou :equa;st_thls accounting more than ance in
a 12-month period, we may charge you 2 reasonable,-cost-based fee for responding to these additional requests.

Restriction:  You have the right fo request that we place additional restriciions on. our use of disclosure of your
health. information. We are not required o agree o these additional restrictions, but if we do_;we will abide by our

agreement-{except in an emergency}.

Alternative Communication: You have the right to requiest that we communicate will: you abaut your health

. information by aiternative means or ¥ alternative locations. {You must make your request in writing.} Your

raquest must specify the alternative means or location, and provide safisfactory explanation how payments will be
haniled under the alternative means or location yon request. - - ]

: Amendment You have the right fo request that we amend your heaith information. (Your request must be in

wiiting, ;and it must explain why the information should be amended.) We may deny your rgquest u_nder certain
gircumstances. ) ‘

Electronic Nofice: if you receive this Notice on m._trWeb site or by electronic mail (e-mail), you are -c_anﬁtled to
receive this Notice in written form.
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QUESTIONS AND COMPLAINTS
if you want more information about our privacy practices or have questions or concems, please contact us,

if you are concerned that we rmay have violated your privacy rights, or you disagree with d decision we made about

* access to your heaith information or in response to a request you made to amend or restrict the use or disclosure of

your health information or to have us communicate with you by aitemative means or at altemative iocations you
may complain to us using the contact information lisied at the end of this Nolice. You also rmay submit a wntten
complaint fo the U.S. Department of Health and Human Services. We wil provide you with the address to file your
complaint with the U.S. Department of Health and Haman Services upon request.

" We support your right to the privacy of your heaith information, We will not retaliate in any way if you cheose to file

a compiaint with us or with the U.S, Department of Health and Human Services.

Contact Officer: Dr. Darren Brenner

Telephone: S08-203-1998 - Fax 908-203-1448

E-mail: DarrenBrenner@comstnet .

Address; 3461 Route 22 East, Branchburg, NJ 08876
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Dr. Darren G. Brenner DMD, LLC
ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

I, , have received a copy of this office’s Notice )
of Privacy Practices. '
{Please Print Name}
{Signature}
{Date}
For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy
Practices, but acknowledgement could not be obtained because:

d Individual refused to sign
il Communications barriers prohibited obtaining the acknowledgement
O An emergency situation prevented us from obtaining acknowledgement

a Other (please specify)

© 2002 American Dental Assaciation
All Rights Reserved

Repraduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by
any other party requires the prior written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002)

notice of privacy practices.doc
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CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Mame:

Address:

Telephone: __ Email:

Patient Number: Social Security Number:

SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

Purpose of Consent: By signing this form, you will consent to our use and disciosure of your protected health information
to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Natice of Privacy Practices before you decide whether to sign
this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses
and disclosures we may make of your protected health information, and of other important matters zbout your protected
health information. A copy of our Notice accompanies this Consent. We encourage you to read it carefully and completely
before signing the Consent.

We reserve the right to change our privacy practices as deseribed in our Notice of Privacy Practices. if we chan ge our
privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may
apply to any of vour protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Netice, at any time by contacting:

Coniact Person: Darren Brenner
Telephone: 908-203-1998 Fax: 908-203-1448
E-mail: darrenbrenner(@comeast.net
Address: 3461 Route 22 East, Branchburg, NJ 08878

Right to Revolee: You will have the right to revoke this Consent at any time by giving us written notice of your revocation
submitted to the Contact Person listed abuve. Please understand that revocarion of this Consent will not affect any action we
took in reliance on this Consent before we received your revocation, and that we may decling to treat you or to continue
treating you if you revoke this Consent.

SIGNATURE
I , have had fuil opportunity to read and consider the contents of this Consent form

and your Notice of Privacy Practices. [ understand that, by signing this Consent form, [ am giving my consent to your use
and disclosure of my protected health information to carry out treatment, payment and health care aperations.

Signature: Date:

If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Mame:

Relationship to Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
Include completed Consent in the patient’s chart.

REVOCATION OF CONSENT

I revoke my Consent for your use and disclosure of my protected health information for treatment, payment activities, and
healthcare operations. I understand that revocation of my Consent will not affect any action vou toak in reliance on my
Consent before you received this written Notice of Revocation. Talso understand that you may decline to treat or to continue

to treat me after | have reveked my Consent.

Signature: Date:

Consent for use and disciosure of health info.dec



Insurance and Financial Policy
Dr. Darren G. Brenner DMD, LLC

My staff and | believe that you deserve the best care. We will always present you with the ideal
dental solutions possible to treat your personal situation. Each year we provide outstanding
dental care to hundreds of patients. Some have dental benefits but some do not. If you have
dental benefits, congratulations! You are very fortunate. Here are some important things you
should know:

*please initial each bullet after reading and sign on the bottom

e Your dental benefits are based upon a contract made between your employer and an
insurance company. If you have any questions regarding your dental benefits, please
contact your employer or insurance company directly. Dental benefit/insurance plans
will never pay for complete dental care. Itis only meant to assist you.

e We currently accept all private care insurance plans (plans that do not require you to
select a dentist from a list) and Dr. Brenner is a preferred provider with many other
plans (including; Aetna PPO, Cigna PPO, Delta Premiere, Guardian PPO and MetLife
PPO). This means that we work with many different companies; therefore it is
impossible to give you a guaranteed quote at the time of service. We estimate your
portion based on the most up-to-date information we have, but it is only an estimate.
If you would like to know a more accurate insurance benefit, we will be happy to file a
“pre-treatment authorization” with your insurance company prior to treatment. Keep in
mind this is not a guarantee of coverage. This does delay treatment, but will give you a
more accurate estimate of out of pocket expenses.

e |tisimportant that you recognize that the insurance you have is a legal contract
between you and your insurance company. Our office is not, and cannot be part of that
legal contract. We will bill your insurance as a courtesy. If insurance does not pay
within 90 days, we reserve the right to request payment in full for services provided and
you can collect monies due from the insurance company. Ultimately, you are
responsible for all charges incurred in our office. We balance bill for what your
insurance does not cover. For major work, such as crowns, implants, bridges and
partials, we request a portion of the fee be paid at the start of treatment to cover the
costs incurred from the laboratory.

e We accept Visa, MasterCard, Discover, cash and check. If you are in need of an
extended finance option, we also work with Care Credit, who offer 3,6,12 or 18 month
“same as cash” or longer terms with an interest bearing revolving charge designed to
meet your treatment plan needs on approved credit.

e |f you have a balance on your account, we will send you a monthly statement. It will
show separately the previous balance, any new charges to the account, the finance
charge, if any, and any payments or credits applied to your account during the month.



e A finance charge will be imposed on each item of your account which has not been paid
within ninety (90) days of the time the item was added to the account. The finance
charge will be computed at the rate of 1.5% per month or an annual percentage rate of
18%. The finance charge on your account is computed by applying the periodic rate
(1.5%) to the overdue balance of your account. The overdue balance of your account is
calculated by taking the balance owed 90 days ago, and then subtracting any payments
or credits applies to the account during that time.

e Thereis a fee (currently $25) for any checks returned by the bank.

e |f your account becomes past due, we will take necessary steps to collect this debt. If
we have to refer your account to a collection agency, you agree to pay all of the
collection costs which are incurred. If we have to refer collection of the balance to a
lawyer, you agree to pay the lawyer’s fees which we incur plus all court costs. In case of
suit, you agree the venue shall be in Somerset County, New Jersey.

e In case of divorce or separation, the party responsible for the account prior to the
divorce or separation remains responsible for the account. After a divorce or
separation, the parent authorizing treatment for a child will be the parent responsible
for those subsequent charges. If the divorce decree requires the other parent to pay all
or part of the treatment costs, it is the authorizing parent’s responsibility to collect from
the other parent.

e You will need to request in writing and pay a reasonable copying fee (currently $25) if
you want to have copies of your records sent to another doctor or organization. You
authorize us to include all relevant information, including payment history.

o A specificamount of time is reserved especially for you and we strongly encourage all
patients to keep their appointments. If you must change your appointment, we ask for
at least 24 hour notice to avoid a $40/hour cancellation fee (family emergencies are an
exception).

| agree with the above conditions

Print Name: Date:

Patient/Parent Signature:




Darren G. Brenner, D.M.D.

w Family, Cosmetic & Implant Dentistry
3461 Route 22 East

Branchburg, NJ 08876
(908) 203-1998
(908) 203-1448

drb@darrenbrenner.com

REQUEST FOR RELEASE OF DENTAL RECORDS

Date:

To:

Fax:

1, , authorize the release of my dental records
and x-rays to Dr. Darren G. Brenner.

Patient Name:

Patient Signature:

Relationship to Patient:

Patient Address:
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