Patient Information

First Name:

Date of Birth:

Age Sex: M/ F Soc. Sec. #

Driver’s Lic. #

Street

M.I.___Last Name:

Today’s Date:

E-mail

Apt. City

State Zip

Home Tel.: (

Cell.: (

)

Dentist:

Orthodontist:

Nearest relative not living with you:

Employer

Medical Dr

Tel.:

Have you ever been a patient of our practice? Y /N

In case of emergency, please contact

Business Tel.: ( )

Relation:

Tel.: (

Who will be responsible for your account:

__Self (if self, skip this section) __Spouse __Father _ Mother __ Other

Tel.: ( )

Cell.: ( )

E-mail

Street

City

State Zip

Driver’s Lic. #

Employer

Business Tel.:(

)

Insurance information:

Student:
Marital Status:
Employed

__Full Time

__Parttime

__Divorced

__Not.. Name of School and address

__Widow __Single _ Legally Separated

__Part Time __Retired

Primary Dental Insurance Company

Employer

Business address

City

State Zip

Bus. Tel. ( )

Plan

Ins. Company name

Ins. Company Address

Tel. ( )

1.D.#

City

State Zip

Insured party

Group name

Group #

Relation

SS#

Tel. ( )

Birth Date

Address

City

State Zip

Secondary Dental Insurance Company

Employer

Business address

City

State Zip

Bus. Tel. ( )

Plan

Ins. Company name

Ins. Company Address

Tel. ( )

1.D.#

City

State Zip

Insured party

Group name

Group #

Relation

SS#

Tel. ( )

Birth Date

Address

City

State

Zip




For the following questions, circle yes or no, whichever applies.

Your answers are for our records only and will be kept

confidential.
1. Are YOU iN gOOM NEAITNT ... .ottt h ettt et e e ee e eb e e bt eheeE e e Rt em e e e e ebeebeebeeb e e st eme e s e ebesbeeaeneeeneaneas Yes No
2. Has there been any change in your health in the Past YEAI? ... Yes No
3. My last physical exam was on / /
4.  Are you now under the Care 0F & PRYSICIANT ......c.eiiiiiiii e ettt st b e bbb et et e b sbesbesbe et e ne e Yes No
If so, for what condition?
5. The name and address of my physician is:
6. Have you had any serious illness, operation or hospitalization within the past 5 Years? ... Yes No
7. Have you had an artificial joint replacement (knee, hip, ShOUIAEr, B1C.)? ...oiiiiiiiii s Yes No
8. Are you taking or have you ever taken Bisphosphonates for osteoporosis or chemotherapy for multiple myeloma
or other cancers (Reclast, Fosamax, Actonel, Boniva, Aredia, Zometa or Prolia) ? ........cocooeiiiiiiiieniince e Yes No
9. Are you taking any medicine(s) including diet pills, non-prescription, vitamins,
homeopathiC OF NALUIAL FEMEUIES? .......oiuiiiiieei ettt b etk b etk b e ekt eb et ekt b e et e bt et abe et nnes Yes No
If so, please list:
10. Do you have or have you had any of the following diseases or problems?
a. Damaged heart valves, artificial valves 0r NEart MUIMUL ..ot Yes No
D, RNEUMALIC HEAI DISBASE .......eveveitiieteiteeeie ettt b bbbt h bbb b bbbt bbbt b s bt bbbt et b bbbttt b et Yes No
c. Heart trouble, heart attack, angina, high blood pressure, stroke, arteriosclerosis
OF aNY Other NEAM CONTITION ..ottt b et b et e s e st et e b e sbesbe et e e Reeme e e e besbesaeebenneaneas Yes No
1. ChesSt PN UPON EXEITIONT .....oiiiiitiietiiteie ettt ettt ettt ettt et bbb bbb bbb e bbb bbb bbbt bbbt e bbbt bbb et Yes No
2. Shortness of breath after MIld EXEICISE? .......coviiiiiiii bbb e s Yes No
3. DO YOUF GNKIES SWEII? ...ttt b bbbt b bbb b e bbbt b bbb n et n Yes No
Lo T N[ =T 0TS TP ST OSSP ST PP P TP PR PSPPI Yes No
B SHNUS TFOUDIE ... bbb b b s bbb b bbb e bt e bbbt b bbbt b e b e bt b Yes No
T ASTNMA OF DAY TEVET ...t bbb bbbt bbb bbbt b bbbttt b e b Yes No
0. FAINTING SPEIIS OF SEIZUIES....c.. ittt bbbtk b bbbt bbb bbbt b bttt be e b b Yes No
LT BT o= (= TP P SO PP POROP PP Yes No
i.  Hepatitis, JaUNAICE OF TIVET ISBASE .....c.eiveieiiieiieti etttk bbbt b e bt b e s b ettt bttt nb e b e Yes No
Jo Frequent OF reCUITING MOULN SOTES ......c.iitiiitiiteieteit ettt etttk sttt b etk ne et b bbbt s bt b e s b et eb e sb e e bt sb e e ebenb e ebe e Yes No
K. TRYIOIA PIODIEIMS ...ttt b bbbkt e bt b e bt b e b e s e e bt eb e st eb e s b e e ekt nb e e ebenb e ebennas Yes No
I.  Respiratory problems, emphysema, BroNCRItIS, BTC. .........coiiiiiiiiiiic e Yes No
m. Aurthritis or painful, swollen joints including jaw jOINt (TIMJ) .....c.ooviiiiiiie s Yes No
LT O 1 1o o o] £ ST TP P PP P POTO PP Yes No
0. StOMACh UICET OF NYPEIACIHILY .....e.viiiitiieiiit ettt b bbbt bbbttt b et b Yes No
Do KIANEY TFOUDIE ...ttt bbb bbbt bbb bbbt bt bbb bbbt b bt Yes No
G- TUDBICUIOSIS ...tttk b h bbbt b s bbb b s bt b s b bRt b e bR e bbbt e bt e bt e bt e b b Yes No
r.  Persistent cough or cough that produces DIOOM. ...........oiiiiiiiiiii bbb Yes No
S. Persistent SWOIIEN NECK GIANGS.........c.oiiiiiiti bbbt bbbttt b et be et sb s Yes No
L LOW DIOOT PIrESSUNE. ... ettt sttt ettt b e bbbt bbb e e bt e b b e bt e b e b e bt e b e e bt ebe b e bt s b b e bt s bt e bt ebe e et b Yes No
U.  Epilepsy or NEUFOIOGICAL QISOTTET ..........oviiiiiiiiieiert bbb bbbt bbbttt Yes No
[ O 1[0l T T T TSP U PO PRSP PR TP PRPRPI Yes No
w. Any disease, drug or transplant operation that has depressed your immune SYSEEM ..........ccovereirereieneneie s Yes No
11. Have you had abnormal DIEEAING? ..ot b et b e bbb bbb bbbt b et be e Yes No
a. Have you ever required @ blood tranSfUSION?.........coiiiiiiie e bbbt ae bbb Yes No
12. Do you have any blood diSOrder SUCH @S @NEMIAY...........eieiiiieiee ettt sa et beebe e esee e e ebesbesaesaesreeneas Yes No
13. Have you ever had treatment fOr @ tUMOF OF GrOWLEN? .........oiiiiiii ettt se et st sae e eneas Yes No
14. Have you had radiation therapy to the head, NECK OF JAWS? ... e Yes No
15. Are you allergic to or have you had a reaction to:
B, LOCAI ANESTNELICS. ... .ttt bbb e bbb bR R R R bR R bbbt bbb r s Yes No
D, PeniCillin OF @NtIDIOTICS ... ..ottt bbbt e bbbt Yes No
€. SUITA AIUGS ..ttt bt bbbt b s b b s kb s R E e h e E bR b b e b e bR bt bRt e bbb e bbbt b et r s Yes No
d.  Barbiturates OF SIEEPING PIHIS ....oveeiiieieiiit bbb bbbt bbbt b e bbb r s Yes No
B AASPITIN Lttt bbb bR R R R R R R R R R R AR R AR R AR £ R R e R R Rt bt bbbt R e b r s Yes No



LIS [0 1o 114 TS T TSP ST TT PP TTSOURTTSPRO Yes
(o TR oo (=TT g (oo g0 1 Lo T V(o1 ot OSSO U ST TRPR Yes
TR (o) o g (Vo] 1< g o] £ (1o OO ST Yes
[T © 1 1< TSP TSSOSO TS U PP PSP PP PPTPRTPPPTPRPPRPRR Yes
16. Have you had any serious trouble associated with previous dental treatment? ........ ..o e Yes

If so, explain:

17. Do you have any other condition or disease you think the doctor should Know about?............cccoeiiiiiiiiniiieiene e, Yes
If so, explain:
18. DO YOU SMOKE OF CNEW TODECCO? .. ..vitiitiateiiieiie et ste ittt ettt et et e bt s b e b et be et es e se e sb e e b e e bt e b e e Rt es e et e b e e beebe e b e e bt ehb e e et e nbesaenbesreaneas Yes
How much?
19. Is there any past history of alcohol or chemical dependency or emotional disorder
that may affect the Care We ProVIdE YOU? ...ttt st b et b et e bt e ne et e besbesaeeeeane e Yes
20. Are YOU WEAING CONLACE IBNSES? ... ..o eiitiiteiti ettt ettt sttt ettt e et e bt b et eehees e e e e b e ebeeheeb e Rt eR e e e e b e beebeebeeReebeereenbeneesbesbeeneeneanes Yes
21. Are you wearing removable dental QpPIANCES? .........cuiiiiiiiie ettt Yes
22. Do you wish to talk with the doctor privately about anything?...........coo i s Yes
Women
20. Are you pregnant or trying t0 DECOME PrEJNANT..........ccciiiiiiiii et e e e b e ste st e tesneese e e e e seeseesresreeneenes Yes
21. Do you have problems associated with your Menstrual PEFIOU? .........cccviviviieie e ne s Yes
D7 N =010 I 410 6] 1o PP Yes
23. Are you taking Dirth CONTIOL PILIS? .......ocuiiiii ettt r e e et e te st e s te e Rt ese e e et e testesreaneeneenes Yes

Chief Dental Complaint:

| have read and understand the above. Any questions | had about this form have been answered and | understand the answers.
understand it is my responsibility to fill out the form correctly and completely.

Date: Patient’s Signature:

No
No
No
No
No

No

No

No
No
No
No

No
No
No
No

FOR COMPLETION BY THE DOCTOR

Comments on patient interview concerning medical history:

Significant findings from questionnaire or oral interview:

Dental management considerations:

Date: Doctor’s Signature:

Medical History Update:

Date Comments Signature




ASSIGNMENT OF BENEFITS FORM

I request that payment of authorized insurance benefits, including Medicare, if [ am a
Medicare beneficiary, be made on my behalf to the organization listed below for any equipment
or services provided to me by:

Garabedian and Kotikian Dental Corporation
242 N. Glendale Ave.
Glendale, CA 91206

I authorize the release of any medical or other information necessary to determine these
benefits or the benefits payable for related equipment or services to the organization, the Health
Care Financing Administration, my insurance carrier or other medical entity. A copy of this
authorization will be sent to the Health Care Financing Administration, my insurance company
or other entity if requested. The original authorization will be kept on file by the organization.

I understand that I am financially responsible to the organization for any charges not
covered by health care benefits. It is my responsibility to notify the organization of any changes
in my health care coverage. In some cases exact insurance benefits cannot be determined until
the insurance company receives the claim. I am responsible for the entire bill or balance of the
bill as determined by the organization and/or my health care insurer if the submitted claims or
any part of them are denied for payment. [ understand that by signing this form I am accepting
financial responsibility as explained above for all payment for product received.

Name of the Insured:

Signature of Insured or Parent/Guardian:

Date:




Pacific Oral and Maxillofacial Surgery and Dental Implant Center
Insurance and Billing Policy

Understanding your insurance coverage can be quite challenging. Our goal is to assist you in maximizing
your benefits. We care for patients from many different insurance companies with many different polices. Each plan
is slightly different in its covered services. We encourage you to become familiar with your policy exclusions,
deductibles and required co-insurance before your office visit. We file claims to both medical and dental insurance
carriers by nature of our dental/medical specialty. Please be advised that we will process claims on your behalf.
Our courtesy service to you includes:

> Filing your insurance claim in a timely manner of your visit and requesting payments of your benefits.
Researching your insurance plan to help you understand your valid insurance benefits. Following the
American Dental Association, American Medical Association guidelines for coding procedures and filing
to your insurance company.

» We accepts payment via all major credit cards, personal check, cash, and offers payment plans through
Care Credit.

»  An estimated patient payment is collected at the time of service based on the information we obtain by
phone verification with your insurance carriers. This payment is again only an ESTIMATE derived from
what we are told by your insurance carrier. It is not a guarantee of benefits or payment by your insurance
carrier. We will bill you for outstanding amounts once the insurance coordination of benefits is complete.

Our expectations of you as the owner of the policy:

» In the event that your specific dental and medical plan denies payment for a covered service that did not
meet the criteria for coverage according to your group’s provisions, you, the member, are solely
responsible for the fees your insurance company refused or failed to pay.

» Payment of all fees not covered by your insurance plan is due at the time the services are rendered.

»  This includes payment in full for services when the Doctor does not participate with your insurance plan or
you have exceeded your maximum annual benefit.

» Understand that the insurance policy belongs to you and we have no leverage to obtain payment from
insurance carrier. If we submit a bill to your insurer for services rendered and we do not receive payment
within 90 days the full balance becomes the responsibility of the patient or the guarantor on the account.

» Realize that insurance policies restrict payment for some services, use restricted fees schedules and exclude
some procedures based on prior conditions or length of time on the plan. All restrictions are based on the
contract between the insurance company and your employer.

Keep our office informed of any changes in your insurance coverage or employment.

A 35% surcharge will be added to your balance if your account is turned over to a Collection Agency.
Remit payment direction to NJCOMS should your medical and/or dental carriers render payment
directly to their subscribers. Should you receive a check, it is your responsibility to endorse the check
for deposit only to Garabedian and Kotikian Dental corporation and forward it along with attached
explanation of benefits (EOB) you receive. Please keep a copy for your records. Your account will be
sent to a Collection Agency if you receive insurance payments and fail to forward them within 15
business days of release by insurance carrier to you, at which time surcharges will apply.

Y V V

Our office will assist you with predetermination of benefits and estimated expenses for treatment. We also furnish
sufficient documentation to assist you in obtaining the benefits to which you are entitled. Thank you for your
cooperation. Please sign the space below and have your insurance card & driver’s license ready for us to copy
for our file.

I hereby authorize Dr. Hamlet Garabedian and Armond Kotikian to release to my insurance company, information
acquired in the course of my care. I hereby authorize benefits to be paid directly to this office.

Signature of Patient, Parent or Guardian: Date:

Witness

242 N. Glendale Ave.; Glendale CA 91206
Tel: 818-484-8939 Fax: 818-649-1207
glendaleomfs@gmail.com
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