New AGE DENtaL CARE

Family & General Dentistry
Getting To Know Our Guest

Name: Date of Birth:

What name do you prefer to be called?

Address:

What is the best phone number to reach you?

What is your e-mail address?

How did you find out about our office?

What other media do you use for finding health care services? Check all that apply.

__ DirectMaill __ Coupon Mailers ___ YellowPages ___ TV __ Radio Newspaper
___Magazine ___Internet Search Engine ___Family and Friends Referral from Doctor
Where do you work? Phone number:

Address:

Please share with us what you expect form us as your dental care providers.

i

What do you most want to achieve form your dental care?

What is the biggest concern you have about your dental health?

How would you describe your ideal smile?

How wauld you describe the perfect dentist?

Please rate the following in terms of importance 1=Least and 5=Most

Cost 1 2 3 4 5
Reputation 1 2 3 4 5
Takes My Insurance 1 2 3 4 5
Proximity to Home or work 1 2 3 4 5



New Age Dental Care
VEDICAL HISTORY

PATIENT NAME SSN: . L

Although dantal personngt primarily treat the area in and around your mouth, your mouth s & part of your entire bady. Health problems that you may

have, or medication that you may be tzking, could have an Impariant interralalionship with the dentistry you wilf raceive, Thank you for answearing the
follawing queshions.

Are you undera physicianscare now? O Yes O No  Ifyes, please explain;

Hava yau ever been hospitalized or had a majoreperation? () Yes O No  (fyes, please explaln:

Have you ever had a seripus head ornack inju? O Yes O No  IFyes, picase explain:

&ra you taking any madleations, pils, or trugs? O Yes O No  IFyes, pleass explatn:

Do you take, or have you taken, Phen-Fenar Hedux? O vss(O No

Ara you on a spedal dist? O ves O No

Do you use tabagca? O Yes O No
Do you tse eantralled stbstances? () Yes ) No
Women: Arayou -

Pregnany/Tiving ta get pregnant? ) Yes O No Teking oral contraceptives? O Yes O No Nursing? O Yes (O No
Ara you anergle to any of the fallawing?

[T Aspidn [ Peniclitn =~ [] Codene T O - R [} Local Anesthetics

] Other ifyes, please explain:

Do you have, or have you had, any of tha follswing?

AIDS/HIV Fositive OYesONo | Coritzore Medicing O YesO No | Hemophiia Q Yes(O No | Renal Blalyals O Yes(O Mo
AzheimersDisesse O Yes(O) No | Drabetss QO YesQ) No | Hopalitis A O YesQ No | Rhaumatic Fever Q YesQ No
Anaphylonlz O YesQ No | DrupAddietion QO YesQ No | HepalitsBare O Yes(O) No | Rheumatam O YesQ No
Anamfa O Yes QO o | EastiyWinded O Yes(O No | Herges O vasQ Mo | Searlet Fever O Yes{O No
Angina O YesQ Mo | Emphyzsemn © Vea(D) No | HighBlocd Pressure O YesQ No | Shingles O YasQO No
Arthrils/Gout Q YesQ No | Egllepsyer Seizures QO Yes() No | HivesorRash O Yes(O No | Siekls Cell Diszaze O Yas (D) o
- Allclel HaatValve O Ves(Q Na | Exsesshe Bleeding O YesQ No | Hypoglyzemia O YeaD) No | ShusTrouble O Yes O o
Artifielal Jaim O YesQ No | ExcessheThimt Q YesQ No | twegularHoabeat () Yes() No Spina Blfida O YesO o
. Astima ) YesO o FalnliegSpellsiDlziness() Yes (O No | KldneyFroblems (O Yes() No | Stomachlintastingi Dlseses ) Yas() No
8load Disaase O YesQ No | Frequen Cough O YesO No | Leukemia QO YesQ no | stoke ) YesO No
Blood Tansfuston () YesO) Mo Frequent Dlarhea Q© Yes(O No | LiverDiseasa O YesO No | Swellng ofLimbs Q) Yas(O No
Branthing Problam O vYesQ Mo | Frequen Headaches Q YesQ No | LowElood Pressure O Yes () No Thyreld Disense O YesO No
Erulsa Easily Q) YesQ No | Ganite! Herpes O Yes() No | Lung Dlsease O Yes() No | Tonsitis O YesQ Mo
Caneer * OYesQ o | Glaueama O YesQ No | Mitml Valve Prolapse D Yes() No | Tubercutosts O YesQ No
Chemotharapy O vesO No | HayFewr O YesQNo | Panindawdsints () Yas(O No | Tumars or Growths O Yes{ No
_ ChastPalns Q Yes(Q No | HeartAtackFailwe () YesO) No Farathyrold Disease O Yes) No | Uicers O YesO Mo
* Cold SorenFaverBlisters O YesC) Mo | HeartMurmur QYesQNo | PsghlaticCare O Ves() No | Venorasl Diseaso O Yes(G Mo
Gongenital Heart Disorder( YesQ) No | HeartPeoe Maker Q YesQ No | Radlation Treztmamis() Yes() No | Yellow Jaundiee O Yes O o
Convulsians O YesQ No | Heart Trouble/Disease O YesQ Mo | RecentWelghtLoss () YesO) No

Heve yau sver had sny sefious jllness not llsted abeve?() Yes O No [fyes, please explain;

”,

Comments:

Ta the bestofmy knawledge, the questions on this fanm hava bean acaurately answared. | undsistand that Rioviding Incowect Infarmation £an ha
dangerous to my (or pafient’s) hezlth. Itis myresponsibliity to inform the dental offee of any changes in redlea] status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAR BATE




§N1EW AGE DENTAL CARE

Family & General Dentistry

Eugenig Kardaris, D.D.S., P.C. and Associates, General Dentists

FINANCIAL AGREEMENT
Thank you for choosing us as your dental health care provider. We are committed to providing the highest quality of
dental care and continued management of your oral health. Please understand that paying for your dental care is
integral part of your ongoing treatment. The following is a statement of our Financial Agreement, which we require you
to read and sign prior to any treatment. We do offer a pre-payment discount for treatment plans that are paid in full.
For patients with insurance, it is our policy to collect the patient co-pay at the time we schedule your appointment.
We accept extended payment plans through CareCredit credit approval, There is a $25.00 charge for any returned
checks.
REGARDING DENTAL INSURANCE
All co-pays and deductibles are due on the date of service. The balance is your responsibility whether your insurance
company pays or not. You are responsible for all charges incurred in this office. Your ultimate reimbursement rests with
your insurance company. At New Age Dental Care, we strive for excellence in dentistry. As such, we are a mercury-free
office. Insurance companies often offer an alternative benefit in paying for posterior composites. You are responsible for
the difference in price of mercury containing and mercury free restorations. Please contact your individual insurance
company for specifics on their compensation policy.
If your account is unpaid and forwarded to a collection agency, additional collection costs, collection fees and/or
collection expenses will be incurred, the precise amount of which is difficult or impossible to know at this time.
Therefare, you agree with us that upon placement with a collection agency you will pay an additional 25% of the unpaid
debt after default as liquidated damages. Additionally, in the event we utilize an attorney to assist in our recovery of the
debt, you agree to pay reasonable attorney fees of at least 15% of the unpaid debt after default, in addition to the debt
and collection costs/fees/expenses.
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 heath
practitioners. | authorize and request my insurance company to pay directly to the dentist or dental group insurance
benefits otherwise payable to me.
Minor Patients/Students
The adult accompanying a minor, the parent {or guardian) are responsible for full payment. For unaccompanied minors
or students, non-emergency treatment will not be provided unless the charges have been pre-authorized to an
approved credit plan, credit card, or payment by cash or check at the time of service as well as prior consent of the
service to be provided to the minor.
Missed Appointments
Unless cancelled at least 24 hours in advance (business days/hours), our policy is to charge for missed appointments
($50.00 per scheduled hour). If emergency situations arise that prevents you from keeping your appointment, please let
us know as soon as possible so we can reschedule your appointment. No cancellations or changes to appointments will
be accepted on the answering machine. Please help us serve you better by keeping your scheduled appointment.
Thank you for understanding our Financial Agreement. Please let us know if you have any questions or concerns.

| have read the Financial Agreement and understand and agree to it’s terms and conditions.

Signature of Responsible Party Date

¢ 125 Chesterfield Business Pkwy o Chesterfield, MO 63005 » (636) 449-0216 e Fax: {636)449-1517



NEw AGE DintaL CARE

Family & General Dentistry

125 Chesterfield Business Parkway
Chesterfield, MO 60005
PH: (636) 449-0215

HIPAA-ACKNOWLEDGEMENT OF RECEIPT

Notice of Privacy Practices

Printed Patient Name:

Patient Birth Date:

We at New Age Dental Care are required by law to maintain the privacy of and provide individuals with the
attached Notice of our legal duties and privacy practices with respect to protected health information. If you
have any objections to the Notice, please contact us at our main phone number. You may be provided with a

copy upon request.

| hereby acknowledge that | have reviewed the HIPAA Notice of Privacy Practice document.

Signature of patient or patient’s rapresentative Date

Printed name of patient or patient’s representative

Relationship to patient






