ANDREW I. PUPKIN, D.D.S.,P.A.

General, Reconstructive & Aesthetic Dentistry

Andrew |. Pupkin, D.D.S. 21 Crossroads Drive
Steven A. Nachman, D.D.S. Suite 350
Owings Mills, MD 21117

y (410) 581-1411
Dear Patient:

We are pleased you have selected our practice to help you maintain good oral health
and to help you solve any dental problems. Our office has been designed for your
comfort and safety and we are prepared to make your visits pleasant and effective
experiences.

During your initial visit, except for emergency situations requiring immediate treatment,
a thorough examination is performed. In virtually all cases a panoramic radiograph or
full-mouth series of x-rays will be taken. In some situations, diagnostic casts, a dietary
analysis, or other fact-finding material will be collected. The initial examination is not
limited to detecting dental decay, but will include an evaluation of the following:

(1) periodontal tissues (the gums and supporting bone);

(2) occlusion of the teeth (the manner in which your teeth come together);

(3) the effect the occlusion may have on the teeth; and

(4) the temporomandibular joint and muscles of the face.

An oral cancer screening will also be conducted during the initial visit. If
necessary we may recommend consultation with other dental specialists or your
physician.

It is our desire to remedy currently existing dental problems and reveal subtle changes
which may cause serious problems in the future. This is what prevention is all about
and it is our goal to teach you how to control disease before it can cause irreparable
loss or the need for further treatment.

At the conclusion of the initial visit, a program will be discussed with you that will allow
you to achieve good, preventive dental care. We are prepared to make your mouth
more comfortable, functional and attractive, but only you can make it healthy. That is
why it is our ultimate goal to teach and motivate you to achieve dental health through
your own daily efforts and eliminate the need for constant dental treatment.

Sincerely,

Andrew |. Pupkin, D.D.S., PA. Steven A. Nachman D.D.S.
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Thank you for choosing our office for your dental care. We are committed to the success of
your treatment. Payment of your bill is considered a part of your commitment to treatment.

FINANCIAL AGREEMENT:

The following is a statement of our financial agreement which we ask you to read and sign
prior to any treatment. YOUR CO-PAY & DEDUCTIBLE ARE DUE IN FULL AT THE TIME OF
TREATMENT. To accommodate you, we accept cash, checks, Visa, MasterCard, Discover, and
American Express. For extensive treatment plans we offer extended payment plans with
prior credit approval. Interest will be charged at a monthly rate of 1.5% for accounts that are
past due. If your account is sent to our collection agency, you will be responsible for any and
all costs involved. This will include court costs or attorney’s fees.

REGARDING INSURANCE: We will accept assignment of your insurance benefits.

However, we do require your co-payment and deductible to be paid in full at the time of the
visit. The balance is your responsibility whether or not your insurance carrier pays for your
treatment. We will gladly process your claims provided you give us accurate insurance
information. It is YOUR responsibility to inform us of changes in your insurance coverage.
Your insurance policy is a contract between you and your insurance company. Please be
aware that some, and perhaps all, of the services provided may be non-covered services
under the policy your employer has selected. However, if a service is not covered, it is your
financial responsibility.

MISSED APPOINTMENTS: Please help us serve you and our other patients better by keeping
scheduled appointments. Appointments that are missed or changed at the last minute are
then unavailable to patients who need them.

COMMITMENT: Thank you for taking the time to read and understand our financial
agreement. Our practice is committed to providing the best treatment for our patients.
Please let us know if you have any questions.

| have read and understand and agree to this financial agreement.

X

X Signature of Patient or Responsible Party Date




[Patient Name

{Patient Account No.

MEDICAL HISTORY

Medical Alert

1. Physician's Name Phone ( )
Have you had any medical care Within the Past tWO YBAIST ...t iises s sass e sedsbsess s st iesss e sesesssstaseren Yes No
Describe
2. Have you: taken any medication or drugs during the Past tWO YBAIS? ...ty ressemssssesssmsessscssesssssssssessstesssassesess Yes No
3. Are you currently taking any medication, drugs, pills or herbal remedies, including regular dosages of aspifing .........cwreenmrininn. Yes No

If yes, please list name and dosage

4, Have you ever taken prescription medications for weight 108 (digt PillS)? ..o iiipnssiespispinnne: Y88 NO
If yes, did you take any of the following? (circle if yes) Fen-Phen Pondimen Redux Other
If yes to any of the above, did you have a medical exam for NEAIL ISSUBST ..........iviiimimirinimmmimiesmmsimsssssssssmispissssssmmsesssssaisisasssss Yes No
5. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other similar drugs? ....evecciimininivicesines Yes  No
6. Are you aware of having an allergic (or adverse) reaction to any substance or MEAICAHIONT .......cciiuwirueiimsinmimmiimsersesrssisseramsonns Yas  No
If yes, please specify
7. Have you been a patient in the hospital during the past five YEAIS? ... ..o stsssssissesssssisessasessssissionst Yes No
8. Indicate which of the fallowing you have had, or have at present. Circle “yes” or “no” to each item.
Heart (Surgery, Disease, Attack)... Yes No IBBES: /yeteiir B traea i iyt Wt Yes No Hepatits A B C (circle).. Yes No
Chest Pain ... auss Tl Yes No Diabates ..o Yes No Venereal Disease ... Yes  No
Congenital Heart Disease ........... Yes No Thyroid Problems ........oeeresness Yes No ALDS/H.LV. Positive ........covunee. Yes No
Heart MUmiur ... onmssissine: Yes No GlALBOME rcsisrnsns cmmsrissssasiaszorions Yes No Cold Sores/Fever Blisters ......... Yes No
High/Low Blood Pressure ... Yes No Contact 18NSe8 .....iiviciccsisinsinnses Yes Mo Blood Transfusion ..., Yes  No
Mitral Valve Prolapse ... Yes No EMDhVSEMA . i ssmsssinripsssmesin Yes No Hemophilia .......cccoveunn. Yes  No
Artificial Heart Valve/Pacemaker ......... Yes  No Chronic Cough ... Yes No Sickle Cell Disease Yes No
Rheumatic FeVEr ... Yes No TUDBIGLIOBIS: oo sopssmmmpsvessssyossovesa Yes No Bruise Easlly .....cuerereres Yes No
Arthritis/Rheumatism ... Y85 No BSIAMA i onisimismiaime: Yo N Liver Disease/Yellow Jaundice .. Yes No
Cortisone Medicing ... Yes  No Hay Faver/Allergy/Hives ............. Yes No Neuralogical Disorders .............. Yes No
Swollen Ankles ... vpmemsiveronn: Yes No Latex Sensitivity .o, YES NO Epilepsy or SizUres ... Yes No
SIORE. sireeiiantmsiaimmsn 108 (NG SinuS Trouble .o cisricmieisais Y85 NO Fainting or Dizzy Spells ......c..... Yes  No
Diet (Special/Restricted) ............., Yes No Radiation THerapy ... Yes No INBrVOUS/ANXIOUS v ennies Yes No
Artificial Joints (nip, knee, etc) ... Yes  No Chemotherapy ... Yes No Psychiatric/Psychological Care..  Yes  No
Kidney Trouble ... oo Yas  No 311110 Poeee TR R e 7 P L Yes  No '
9. Have you lost or gained more than 10 pounds in the PASEYBAIT ...t et mesesssssssssmanssssnessesss Yes  No
10, Da you have or have you had any disease, condition, or problem not ISIEA? ... i Yes No
If yes, please list:
11. Women: Are you pregnant or think you could be pregnant?  Yes _ Months No Nursing? Yes No
12. Do you use birth control preseriptions? ... i e I TR e e R e e o M. Yes No

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to
ask the respective health care provider or agency, who may release such information to you. | will notify the doctor of
any change in my heaith or medication.

Patient/Guardian Signature Date
| HistoryReview — X ;
r
i
| Dentist Signature 2 T A= e Oal oo — o
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[Patient Name

DENTAL HISTORY

Patient Account No. Medical Alert - '
Welcome! So that we may provide you with the best possible care
please complete both sides of this medicalldental history form.
All information is completely confidential.

What is the reason for your visit today?

Date of Last Dental Visit Last Dental Cleaning Last Full Mouth X-rays
What was done at your last dental visit?

Previous Dentist’'s Name
Address State Zip
Telephone

How often do you have dental examinations?
How often do you brush your teeth? How often do you floss?
Have you ever used or are currently using topical fluoride? Yes No

What other dental aids do you use? (Interplak, toothpick, etc.)
Do you have any dental problems now? Yes No

If yes, please describe:

Are any of your teeth sensitive to: Have you ever had:
Hotorcold? Yes No Orthodontic treatment? ~ Yes  No
Sweets? Yes No Oral Surgery?  Yes  No
Biting or Chewing? ~ Yes  No Periodontal treatment? ~ Yes  No
Have you noticed any mouth odors or bad tastes? ~ Yes  No Your teeth ground or the bite adjusted?  Yes  No
Do you frequently get cold sores, blisters or Abite plate or mouth guard?  Yes  No
any other oral lesions? ~ Yes  No Aserious injury to the mouth orhead?  Yes  No

If so, please describe, including cause
Do your gums bleed orhurt? ~ Yes  No
Have your parents experienced gum disease

ortoothloss? ~ Yes  No Have you experienced:
Have you noticed any loose teeth or change Clicking or popping of the jaw? ~ Yes  No
inyourbite? Yes  No Pain? (joint, ear, side of face)  Yes  No
Does food tend to become caught in between Difficulty in opening or closing the mouth? ~ Yes  No
yourteeth?  Yes  No Difficulty in chewing on either side of the mouth? ~ Yes  No
If yes, where? Headaches, neckaches or shoulder aches? ~ Yes  No
Sore muscles (neck, shoulders)?  Yes  No
Do you:
Clench or grind your teeth while awake or asleep? ~ Yes  No Are you satisfied with your teeth’s appearance?  Yes  No
Bite your lips or cheeks regularly? ~ Yes  No Would you fike to keep all of your teeth all of your life? ~ Yes  No
Hold foreign objects with your teeth?
(pencils, pipe, pins, nails, fingemails) ~ Yes ~ No Do you feel nervous about having dental treatment? ~ Yes  No
Mouth breathe while awake or asleep? ~ Yes  No If so, what is your biggest concern?
Have tired jaws, especially in the morning? ~ Yes  No
Snore or have any other sleeping disorders? ~ Yes  No Have you ever had an upsetting dental experience? ~ Yes  No
Smoke/chew tobacco or use other tobacco products? ~ Yes  No If yes, please describe
Have you ever been told to take a pre-medication prior to dental treatment? Yes No
Is there anything else about having dental treatment that you would like us to know? Yes No

If yes, please describe

(Please complete other side)
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apupkindds@gmail.com

OFFICE CANCELLATION POLICY

TO OUR PATIENTS: VALUABLE_ OFFICE TIME IS RESERVED FOR YOU
WITH DRS. PUPKIN OR NACHMAN OR ONE OF OUR DENTAL
HYGIENISTS.

PLEASE BE ADVISED THAT 24 HOURS PRIOR NOTICE IS REQUIRED
FOR.CANCELLATION OF AN APPOINTMENT FOR ROUTINE DENTISTRY
& 48 HOURS PRIOR NOTICE FOR MAJOR DENTISTRY (1 2z HRS. OR
MORE). FOR YOUR

CONVENIENCE, MESSAGES MAY BE LEFT ON OUR ANSWERING

MACHINE EVENINGS & WEEKENDS.

EFFECTIVE IMMEDIATELY: THERE WILL BE A CHARGE OF $50.00 FOR
EACH 1/2 HOUR OF BROKEN APPOINTMENT TIME IF NO PRIOR
NOTICE IS GIVEN. THIS FEE MUST BE PAID BEFORE ANY FUTURE

- APPOINTMENTS CAN BE SCHEDULED.

TO AVOID ANY MISUNDERSTANDINGS, PLEASE INFORM ALL FAMILY
MEMBERS OF THIS POLICY.

| HAVE READ & UNDERSTAND THE CANCELLATION POLICY.

- NAME DATE




Authorization to Discuss Protected Health Information

*Note: Completion of this form is optional. Include persons you wish to grant access to your PHI
(ie. adult children 18 or older and elderly parents.)

Patient Name: DOB:

| Give Permission To: Phone #:

Relationship to Patient:

To verbally discuss the following dental/medical & billing information about me.
(Check all that apply)

o Scheduling/Appointment Information

o Medical/Dental Information; including my symptoms, diagnosis, medications &
treatment plan. (This may also include information about behavioral health, chemical
dependency, prenatal care, pregnancy, family planning & STD testing & treatment.

o Lab Test Results

o Billing & Payment Information

o Other

This authorization may be cancelled at any time in writing to this office, but will not affect any
information already released. | understand that | should only sign if | want my provider to share
my information with someone.

This Authorization Expires:
o On this date:
o Or when cancelled in writing

Signature of Patient/Guardian: Date:

Witness If Patient Is Unable To Sign: Date:

Reason Patient Is Unable To Sign:

*|f authorized representative, please attach copies of supporting legal documentation

Courtesy of Security CPR Professionals






