
Name: ____________________________________________________________________________________________
Last First MI Title

Preferred Name: _________________________________________________________________ ❑ Male ❑ Female

Address:� _________________________________________�City� _________________�State� ______�ZIP_____________�
SSN:�______________________________________� DOB:�_________________________________________________�
Home�Phone:�_________________________________� Work�Phone:�__________________________________________�
Cell�Phone:___________________________________� E-mail�Address:�________________________________________�
Employer:____________________________________� Occupation:� __________________________________________�
Marital�Status:� ❑�Single� ❑�Married� ❑�Divorced� ❑�Widowed� ❑�Separated� ❑�Domestic�Partner

How�did�you�hear�about�our�office?______________________________________________________________________�
Do�you�prefer�to�be�contacted�for�appointment�confirmation�via�e-mail�or�phone� PS� UFYU?� _______________�(Please�circle�preference)

■ Ϝшэяьлшнп�ϋ�ϣьучльѓ�■  
Subscriber Name: _____________________________ Relationship to Patient: ___________ Subscriber DOB: _________

Subscriber SSN/ID: ____________________________ Subscriber Employer: ____________________________________

Insurance Company Name: ____________________________________________________________________________

Insurance Company Address:___________________________________________________________________________

Insurance Company Phone: ______________________ Group Number: _______________________________________

■ Ϝшэяьлшнп�ϋ�Ϧпнщшольѓ�■  

Subscriber Name: _____________________________ Relationship to Patient: ___________ Subscriber DOB: _________

Subscriber SSN/ID: ____________________________ Subscriber Employer: ____________________________________

Insurance Company Name: ____________________________________________________________________________

Insurance Company Address:___________________________________________________________________________

Insurance Company Phone: ______________________ Group Number: _______________________________________

■ ϔээусшчпшю�лшо�ϥпцплэп�■ 
I,� the�undersigned,� certify� that� I� (or�my�dependent)�have� insurance� coverage� and� assign�directly� to�1FUFS� 'BN�%FOUJTUSZ� 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�hereby�authorize� the�doctor� to� release�all� information�necessary� to� secure� the�
payments�of�benefits.�I�authorize�the�use�of�this�signature�on�all�insurance�submissions.

Responsible�Party�Signature:� ___________________________________________________________________________

Relationship:� _________________________________________� Date:�________________________________________

CONSENT:�I�consent�to�the�diagnostic�procedures�and�treatment�by�the�dentist�necessary�for�proper�dental�care.

Patient/Guardian�Signature:____________________________________________________________________________

Ϫпцнщчп�ющ�ϣпюпь�ϙлч�ϗпшюуэюьѓϋ�ϧпцц�Ϩэ�ϔмщяю�Ϭщяьэпцрδ
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Do you have a personal physician�?    ❑ Yes    ❑ No

Physician’s Name:____________________________________________________________________________________�
Physician’s Phone:�___________________________________________________________________________________�
Date of last visit:�____________________________________________________________________________________�
Your current physical health is:    ❑ Good    ❑ Fair    ❑ Poor

Are you currently under the care of a physician?    ❑ Yes    ❑ No

Please explain:�______________________________________________________________________________________�
Do you use tobacco in any form?    ❑ Yes    ❑ No�����&�DJHT
�PS�7BQJOH ����ZFT����OP���
Have you had any metal rods, pins or implants placed�?    ❑ Yes    ❑ No

Are you taking any medications?    ❑ Yes    ❑ No

Please list each one:�__________________________________________________________________________________

Have you ever had any surgical procedures?    ❑ Yes    ❑ No

Please list each one: __________________________________________________________________________________

Name:� ___________________________________� Relationship:� ____________
Address:�____________________________________________________� Phone:�________________________________

I understand that the information that I have given today is correct to the best of my knowledge. I also understand that this infor-
mation will be held in the strictest confidence and it is my responsibility to inform this office of any changes in my medical status.

Signature:�____________________________________________________� Date:�________________________________

Ϡпоунлц�ϛуэющьѓ
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Yes No Conditions
❑ ❑ Abnormal Bleeding
❑ ❑ Alcohol Abuse
❑ ❑ Allergies
❑ ❑ Anemia
❑ ❑ Angina Pectoris
❑ ❑ Arthritis
❑ ❑ Artificial Heart Valve
❑ ❑ Asthma
❑ ❑ Blood Transfusion
❑ ❑ Cancer
❑ ❑ Chemotherapy
❑ ❑ Colitis
❑ ❑ Congenital Heart Defect
❑ ❑ Diabetes
❑ ❑ Difficulty Breathing
❑ ❑ Drug Abuse
❑ ❑ Emphysema
❑ ❑ Epilepsy
❑ ❑ Facial Surgery
❑ ❑ Fainting Spells
❑ ❑ Fever Blisters
❑ ❑ Frequent Headaches

Yes No Conditions
❑ ❑ Glaucoma
❑ ❑ HIV+ AIDS
❑ ❑ Heart Attack
❑ ❑ Heart Murmur
❑ ❑ Heart Surgery
❑ ❑ Hemophilia
❑ ❑ Hepatitis �"
�#
�$ 
❑ ❑
❑ ❑
❑ ❑ High Blood Pressure
❑ ❑ Joint Replacement
❑ ❑ Kidney Problems
❑ ❑ Liver Disease
❑ ❑ Low Blood Pressure
❑ ❑ Mitral Valve Prolapse
❑ ❑ Pace Maker
❑ ❑ Psychiatric Problems
❑ ❑ Radiation Therapy
❑ ❑ Rheumatic Fever
❑ ❑ Seizures
❑ ❑ Sexually Transmitted Disease
❑ ❑ Shingles

Yes No Conditions
❑ ❑ Sickle Cell Disease
❑ ❑ Sinus Problems
❑ ❑ Stroke
❑ ❑ Thyroid Problems
❑ ❑ Tuberculosis
❑ ❑ Ulcers

Yes� No Allergies
❑ ❑ Aspirin
❑ ❑ Codeine
❑ ❑ Dental Anesthetics
❑ ❑ Erythromycin
❑ ❑ Jewelry
❑ ❑ Latex
❑ ❑ Metals
❑ ❑ Penicillin
❑ ❑ Tetracycline

Yes No If Female, Please Answer
❑ ❑ Are you taking Birth

Control Pills?
❑ ❑ Are you pregnant?

If so, # of Weeks _______
❑ ❑ Are you nursing?
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Other Allergies _______________

Ϣютпьζ�ӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞӞ
N���earest r��elative not living with you: 

ϡщюпэ
2

Do you have a personal physician�?    ❑ Yes    ❑ No

Physician’s Name:____________________________________________________________________________________�
Physician’s Phone:�___________________________________________________________________________________�
Date of last visit:�____________________________________________________________________________________�
Your current physical health is:    ❑ Good    ❑ Fair    ❑ Poor

Are you currently under the care of a physician?    ❑ Yes    ❑ No

Please explain:�______________________________________________________________________________________�
Do you use tobacco in any form?    ❑ Yes    ❑ No�����&�DJHT
�PS�7BQJOH ����ZFT����OP���
Have you had any metal rods, pins or implants placed�?    ❑ Yes    ❑ No

Are you taking any medications?    ❑ Yes    ❑ No

Please list each one:�__________________________________________________________________________________

Have you ever had any surgical procedures?    ❑ Yes    ❑ No

Please list each one: __________________________________________________________________________________

Name:� ___________________________________� Relationship:� ____________
Address:�____________________________________________________� Phone:�________________________________

I understand that the information that I have given today is correct to the best of my knowledge. I also understand that this infor-
mation will be held in the strictest confidence and it is my responsibility to inform this office of any changes in my medical status.

Signature:�____________________________________________________� Date:�________________________________
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Other Allergies _______________
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Veneers/Lumineers

Smile Makeover

Crown and Bridge

Invisalign�

Bonding

3PPU�$BOBMT

5PPUI�$PMPSFE�GJMMJOHT

3FQMBDF�NJTTJOH�UFFUI

;PPN�8IJUFOJOH

Partials/Dentures

%FOUBM�*NQMBOUT Night/Sport Guards

ϗпшюлц�ϛуэющьѓ
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How may we help you today?� __________________________________________________________________________�

Your current dental health is:    ❑ Good    ❑ Fair    ❑ Poor

Do you require antibiotics before dental treatment?    ❑ Yes    ❑ No������*G�ZFT
�8IZ �@@@@@@@@@@@@@@@@@@@@@@@@@@@@@

Are you currently in pain?    ❑ Yes    ❑ No

Have you ever had gum treatment?    ❑ Yes    ❑ No

Do you now or have you had any pain/discomfort in your jaw joint? (TMJ)    ❑ Yes    ❑ No

Are you under stress? (new job,moving,relationships)    ❑ Yes    ❑ No������

Do you like your smile?    ❑ Yes    ❑ No

Is there anything you would like to change about your smile?    ❑ Yes    ❑ No

Are you happy with the color of your teeth?    ❑ Yes    ❑ No

Do your gums bleed?    ❑ Yes    ❑ No

How many times a do you:  floss/week?____________  brush/day?____________

Are your teeth sensitive to hot
�, cold or anything else?    ❑ Yes    ❑ No

Have you lost any teeth?    ❑ Yes    ❑ No

Have you ever had a serious/difficult problem with any previous dental work?    ❑ Yes    ❑ No

Have you ever had any unfavorable dental experiences?    ❑ Yes    ❑ No

When was your last dental cleaning?��������_________________������������WKen weUe dental x�Ua\V laVt taNen"______________   �

When was your last dental visit?� ________________________________________________________________________�

Why did you leave your previous dentist?�_________________________________________________________________�

How can we accommodate you better during your dental visit?_________________________________________________

Here at 1FUFS�'BN�%FOUJTUSZ we offer a wide variety of services to enhance and keep your smile beautiful. Please circle any 
services�below you would like our friendly staff to discuss with you during your visit.

ϡщюпэ

Do you have a personal physician�?    ❑ Yes    ❑ No

Physician’s Name:____________________________________________________________________________________�
Physician’s Phone:�___________________________________________________________________________________�
Date of last visit:�____________________________________________________________________________________�
Your current physical health is:    ❑ Good    ❑ Fair    ❑ Poor

Are you currently under the care of a physician?    ❑ Yes    ❑ No

Please explain:�______________________________________________________________________________________�
Do you use tobacco in any form?    ❑ Yes    ❑ No�����&�DJHT
�PS�7BQJOH ����ZFT����OP���
Have you had any metal rods, pins or implants placed�?    ❑ Yes    ❑ No

Are you taking any medications?    ❑ Yes    ❑ No

Please list each one:�__________________________________________________________________________________

Have you ever had any surgical procedures?    ❑ Yes    ❑ No

Please list each one: __________________________________________________________________________________

Name:� ___________________________________� Relationship:� ____________
Address:�____________________________________________________� Phone:�________________________________

I understand that the information that I have given today is correct to the best of my knowledge. I also understand that this infor-
mation will be held in the strictest confidence and it is my responsibility to inform this office of any changes in my medical status.

Signature:�____________________________________________________� Date:�________________________________

Ϡпоунлц�ϛуэющьѓ

2 of 3
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Other Allergies _______________
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N���earest r��elative not living with you: 
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At 1FUFS�'BN�%FOUJTUSZ, we believe that you deserve the best care. That’s why we always present you with the best dental 
solution�possible to treat your personal situation. Each year we provide outstanding dental care to hundreds of patients. Some 
have dental benefits but some don’t. If you have dental benefits, congratulations! You are very fortunate. Here are some 
important things�you should know:

Initial�#FMPX

_______ ■ 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 plans will never pay for completion of your dental care. It is only meant to assist you.

_______ ■ We currently accept NBOZ private care insurance plans (plans that do not require you to select a dentist from a list or
require our office to accept a reduced fee for service). This means that we work with literally thousands of compa-
nies. Although we can maintain computerized histories of payment by a given company, they do change; 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 your insurance bene-
fit, 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 the exact out of pocket fig-
ures you may require.

_______ ■ We will bill your insurance as a courtesy. If insurance does not pay within 90 days, 1FUFS�'BN�%FOUJTUSZ�reserves the 
SJHIU�to request payment in full for services from you
 and let you collect the insurance funds that are due to you. 
This is�rare
 but it is important 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 a part of that legal contract. Ultimately, you are 
responsible for�all charges incurred in our office.���

_______ ■ 0VS�0GGJDF�does require payment�BU the time serviceT�BSF�QFSGPSNFE
�VOMFTT�GJOBODJOH�BSSBOHFNFOUT�BSF����
�NBEF�JO�BEWBODF���8F�BDDFQU�.BTUFS$BSE
�7JTB
�"NFSJDBO�&YQSFTT�%JTDPWFS
�DBTI��BOE�DIFDLT�GPS�FYJTUJOH��
QBUJFOUT�XJUI�FTUBCMJTIFE�QBZNFOU�IJTUPSZ���*G�ZPV�BSF�JO�OFFE�PG�BO�FYUFOEFE�GJOBODF�PQUJPO
�XF�BMTP�XPSL�XJUI��
$BSF$SFEJU
�XIP�PGGFST���PS����NPOUI��TBNF�BT�DBTI��PS�MPOHFS�UFSNT
�XJUI�BO�JOUFSFTU�CFBSJOH�SFWPMWJOH�DIBSHF��
EFTJHOFE�UP�NFFU�ZPVS�USFBUNFOU�QMBO�OFFET
�PO�BQQSPWFE�DSFEJU�

_______ ■ A specific amount of time is reserved especially for you and we strongly encourage all patients to keep their appoint-
ments. If you must change your appointment, we require at least 24 hour notice to avoid a $35/hour cancellation
fee (emergencies are an exception). 

_______ ■ In the event of an F �NFSHFODZ�Bfter regular business hours
 a $5� emergency fee will be charged for established
patients in addition to the necessary treatment fees. Patients who are not established in the practice will be 
charged�$�� after hours emergency fee.

I agree with the above conditions.           

Print Name:_________________________________________________________ Date: _________________________

Patient/Parent Signature: ______________________________________________________________________________

Insurance and Financial Policy

TD Patient Forms  6/23/08  1:01 PM  Page 4

4



Dr. Peter Fam (732) 295-8899 

PRIVACY NOTICE 

THIS NOTICE DESCRIBES HOW MEDICAL 
INFORMATION ABOUT YOU MAY NOT BE 
USED AND DISCLOSED AND HOW YOU 
CAN GET ACCESS TO THIS INFORMATION, PLEASE 
REVIEW IT CAREFULLY. 

Your protected health information (i.e., individually identifiable 
information, such as names, dates, phone/fax numbers, email 
addresses, home addresses, social security numbers, and 
demographic data) may be used or disclosed by us in one or more 
of the following respects: 

• To other health care providers (i.e., your general dentist, oral 
surgeon, etc.) in connection with our rendering periodical 
treatment to you (i.e., to determine the results of 
restorations, surgery, orthodontic treatment, etc.); 

• To third party payers or spouses (i.e., insurance companies, 
employers with direct reimbursement, administrators of 
flexible spending accounts, etc.) in order to obtain payment 
of your account (i.e., to determine benefits, dates of 
payments, etc.); 

• To certifying, licensing and accrediting bodies (i.e., the 
American Board of Periodontology, state dental boards, etc.) 
in connection with obtaining certification, licensure or 
accreditation; 

• Internally, to all staff members who have any role in your 
treatment; 

• To other patients and third parties who may see or overhear 
incidental disclosures about your treatment, scheduling, etc.; 

• To your family and close friends involved in your treatment; 
and/or, 

• We may contact you to provide appointment reminders or 
information about treatment alternatives or other health-
related benefits and services that maybe of interest to you. 

Any other uses or disclosures of your protected health 
information will be made only after obtaining your written 
authorization, which you have the right to revoke. 

Under the new privacy rules, you have the right to: 

x Request restrictions on the use and disclosure of your 
protected health information; 

• Request confidential communication of your protected 
health information 

• Inspect and obtain copies of your protected health 
information through asking us; 

• Amend or modify your protected health information in 
certain circumstances; 

• Receive an accounting of certain disclosures made by us or 
your protected health information; and, 

• You may, without risk of retaliation, file a complaint as to 
any violation by us of your privacy rights to us (by 
submitting inquires to our Privacy Contact Person at our 
office address) or the United States Secretary of Health and 
Human Services (which must be filed within 180 days of the 
violation). 

We have the following duties under the privacy rules: 

• By law, to maintain the privacy of protected health 
information and to provide you with this notice setting forth 
our legal duties and privacy practices with respect to such 
information; 

• To abide by the terms of our Privacy Notice that is currently 
in effect; 

• To advise you of our right to change the terms of this 
Privacy Notice and to make the new notice provisions 
effective for all projected health information maintained by 
us. And that if we do so, we will provide you with a copy of 
the revised Privacy Notice. 

Please note that we are not obligated to: 

• Honor any request by you to restrict the use or disclosure of 
your protected health information; 

• Amend your protected health information; if, for example, it 
is accurate and complete; or 

• Provide an atmosphere that is totally free of the possibility 
that your protected health information may be incidentally 
overhead by other patients and third parties. 

This privacy notice is effective as of the date of your signature.  
If you have any questions about the information in this Notice, 
please ask our Privacy Contact Person or direct your questions to 
this person at our office.  Thank you. 

PATIENT ACKNOWLEDGEMENT 

I hereby acknowledge that I have received and reviewed a copy 
of this Privacy Notice. 

Patient ____________________________     Date___________ 

Signed ______________________________________________ 



                                                                                                            

 
732-295-8899 
 

Photography Consent 

 

This and other dental practices commonly take photographs of 
patients. 

I hereby grant Dr. Fam permission to use photographs taken of 
me for the purposes of clinical communication with other care 
providers, dental labs, for teaching purposes, and for marketing 
or promotional purposes. Full face photographs will not be used 
unless you give specific permission to do so.   

 

Use of full face photo OK?    yes        no   

 

Patient Name: ________________________________________ 

 

Signed By: ___________________________________________ 

 

Address: ____________________________________________ 

 

Date:  _______________________ 

 

 

Comments___________________________________________
____________________________________________________ 

 


