
Joseph J. Olechowski D.M.D.
I2-I5 Broadway

Suite C
Fair Lawn, NJ 07410

201-797-2300

Financial Responsibilifv

I understand that I am financially responsible for all charges, whether or not paid by
insurance. I understand that if I do not pay the entire balance, or previously agreed upon
amount, within 28 days of the monthly billing date, a finance charge of 18% (l %%) will
be assessed each month.

I understand that I will be charged a fee of $25.00 for any month a payment is not made
on an existing balance. Irealize that failure to keep this agreement will result in
intemrption of elective dental procedures.

I agree to pay late charges, collection costs and any other reasonable fees necessary to
collect on this amount or any future outstanding balances incurred by me or a member of
my family for whom I am financially responsible.

Guarantor Signature________j
Relationship to patient
Date



PATIENT CONSENT FORM

I understand that, under the Heafth Insurance Portability & Accountability Act of 1996 (HIPAA), I

have certain rights to privacy regarding my protected health information. I understand that this
information can and will be used to:

' Conduct, plan and direct my treatment and foltow-up among the multiple healthcare
providers who may be involved in that treatment directly and indirectly.

. Obtain payment from third-party payers.

' Conduct normal healthcare operations such as quality assessments and ptrysician
certifications.

I have been informed by you ol your Notice of Privacy pnctices oontaining a more complete
description of the uses and disclosures of nry health information. I have been given the right to
review such Notice of Privacy Practies prior to signing this consent. I understand that this
organization has the right to change its Nofiice of Priwcy Pncties from time to time and that I may
contact this organization at any time at the address below to obtain a cunent copy of he Notice of
Prinacy Pnctices

I understand that I may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment or health care operations. I also understand 1lou are not
required to agree to my requested restrictions, but if you do agree then you are bound to abide by
such restrictions.

I understand that I may revoke this cusent in writing at any time, except to the exent that you have
taken action relying on this consent.

Patient Name:

Signature:

Relationship to Patient:

Date:
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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I undestrand that, under the Heahh Insuranee Portability & Accountability Acr of 1996 (.HtpAA.), I have
certain rights to ptivacy regarding my proiect€d health information. I understand that this information can and
will be us€d to:

. Conduct, plan and direct my treatment and bllovrr-up among the multiple healthcare
providers who may be involved in that treatment directly and indirectly.

' Obtain payment from third-party payers.
o Conduct normal healthcare operations such as quality assessments and physician

certifications.

I have received, read and understrand your Notica of Ptiv&y Prrcticrls containing a more complete
description of the uses and disclosures of my health information. I understand thit this organization
has the right to change its Noflce of Privacy Practicesfrom time to time and that I may contact this
organization at any time at the address above to obtain a current copy of the Notice of private
Practices.

I understand that I may request in writing that you restrict how my private intormation is used or
disclosed to carry out treatment, payment or health care operations. I also understand you are not
required to agrEe to my requested restrictions, but if you do agree then you are bound io abide by
such restrictions.

Patient Name

Relationship to Patient:

Signature:

Date

OFFICE USE ONLY

I attempted to obtain the patient's signature in acknowledgement on this Notice of privacy practices
Ac*nowledgement, but was unable to do so as documonted below:



Patient 'Information
Thank you for choosinS our practice for your dental needs . Please complete this form in in*. If you have an! que$n J or
conterns, do not hesitat m ask for assistance. We will be happy to help.

(Please Print)

Name Date SS/FIIC/Patient ID#
Middle Initial Last

Address State Zio
I

Sex E Female E Male Birthdate
City

Cell Phone (
E-mail

)Home Phone ( )
Do you prefer to receive calls at:

tr Married E Widowed tr
E Home

Single E Minor
. tr Work
tr Separated tr

Work Phone (_)
tr No heference

fl Partnered for__years

State Zio
L

Work Phone (___)

tr Cell

Divorced

OccupationPatient Employer/School

Employer/School Address

Spouse or parent's name

Whom may we thank for referring you to us?

Person to contact in case of emergency

City
Employer

Phone (_)

Relationship to patient

Date employed
Name of employer

Address
Work Phone ( )

City State Zio
Insurance Co. Group # Employer #
Insurance Co. Address City State Zio

How much have you used?

Social Security #

Responsible,'Party
Name of person responsible for this account

Relationship to patient

Address

Phone (__J
City State Zsp

Name of employer Work Phone (_)

Relationship to patient

Social Security # Date employed
Name of employer

Address

Work Phone ( )

City State zip-
Insurance Co. Group #_ Employer #
Insurance Co. Address City State Zio
How much is your deductible? _ How much have you used? Max. arurual benefit?
DOYOUIIAVEADDHONALINSURANCE? trNotryes IFYES,PLEASECoMpLETETFIEFOIIowING:
Name of insured

Birthdate

Birthdate

CONFIDENTIAL

How much is your deductible? _ Ma:r. annual benefit? i

-f

r



Dental History
Forrner Dentist Date of last dental X-rays

Date of last exam
Name

Reason for today's visit
How often do you brush? How often do you floss?Pl$9 check any of the following conditio* tttut apply to you:tr Bad breath
tr Bleeding gums
tr Clicking or popping jaw
tr Food collection between

tr Grinding reerh
E Loose teeth or broken fillings
E Periodontal treatment

teeth tr Sensitivity to cold

Sensitivity to heat
Sensitivity to sweets
Sensitivity when biting
Sores or growths in your mouth

Date of last visit

tr
u
u
tr

Medical History
Physician
Please list all medications you are currently taking:
Allergies:
(Women) Are you pregnant? tr Yes I No Nursing?'I yes
Check (,1) tt you have had any of the following:

tr No Taking birth control pitls? E Yes I No

tr AIDS [l Congenital Heart l-esions tr Hepatitis E Rheumatic Fever
I Anemia I Cortisone Tieatments I Hernia Repair E Scarlet Fever
tr Artlritis, Rheumatism tr Cough, Persistent tr High Blood Pressure E Shorfiress of Breath
trArtificial Heart Valves tr Cough up blood tr HIV Positive tr Skin Rash
I Artificial Joints tr Diabetes E Jaw Pain E Stroke
tr Asthma tr Epilepsy tr Kidney Disease E Swelling of Feet or Ankles
tr Back Problems u Fainting I Liver Disease tr Thyroid Problems
I Bleeding Abnormally E Glaucoma tr Mitral Valve Prolapse E Tobacco Habit
tr Blood Disease tr Headaches E Nervous Problems tr Tonsillitis
fl Cancer tr Heart Mumrur I Pacemaker I Tuberculosis
tr Chemical Dependency tr Heart Problems [l Psychiatic Care E Ulcer
[] Chenrotherapy Describe- E Radiation Trcatment tr Venereal Disease
tr Circulatory Problems E Hemophilia I Respiratory Disease

Have you ever taken any of these medications?
Diet Medications: E Dexfenfluramine I Fen-phen tr Pondimin I Redux
Blood Thinners: E Coumadin tr V/arfarin

-9--tF#I+.,tr;Fqffi#-;g9lnir*?.Levoxyl tr synthroid

d=cffi'm6rcignment
fo futie=ddii of my knowledge, the above-information is complete and correct. I understand that it is my
responsibility to inform my doctor if I, or my minor child, ever have a change in health.

I certiff that I, and/or my dependent(s), have insurance coverage with

and assign directly to Dr.
Name of Insurance C-onrpany(ies)

all insurance benefits, if any, otherwise payable to
me for services rendered. I understand that I am financially responsible for all charges whether or not paid by
insurance. I 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 mv
current treatment plan is completed or one year from the date signed below.

Signature of Patient, Patent, Guardial or Personal Representative

Relationship ro parient

- - ur !;ffif;E|!ffi

prease print name of patient,parent, Guardian or personar n"pr"*ilt


