INFORMED CONSENT - OFFICE POLICY.
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T hereby authorize the release of my dental records o my insurance company, dental plan, or other health care
providers, as deemed necessary by the Dentist and/or Staff.
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I certify that I have read the above and understand it, and I hereby request and authorize the Dentist and Staffto
proceed with treatment.




MEDICAL HISTOHY
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DENTIST PATIENT ARBITRATION AGREEMENT
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NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREENG TO HAVE ANY ISSUE OF DENTAL
MALPRACTICE DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT
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SEE ARTICLE 1 OF THIS CONTRACT.

visions shall remain in full force and shall not be.

By:

By:
‘Dentist’s or Authotized Representative’s Signature (Date) Patient or Patient Representative’s Signature (Date)

EDWARDL ROSEN,DDSANDASSOCATES _ By:

oot Patiet's Name




HEALTH HISTORY & REGISTRATION  TODAY'S DATE
Patient Information
Thank you for choosing our practice for your dental needs. Please complete this form in ink. If you have any questions or
concems, do not hesitate 1o ask for assistance. We will be happy 1o help.

(Please Print)
Name, Date. Patient No.
First ] Tast
Address, City, State _____Zip
Birthdate Home phone #, Work phone #
Social Security Number, CelUPager #
Areyou: [JMinor [J Mamied [J Divorced. [] Widowed [J Single [J Separated
Your or your parent’s employer. Occupation,
Business Address Chy. State Zp
Spouse's or parent’s name Work phone #,
Whom may we thank for referring you to us?
Responsible Party
Name of person responsible for this account?
Phone #
Address. Cy. State Zip
Name of employer. “Work phone #
PRIMARY DENTAL [ DENTAL
Insured’s Name Birthdate insured’sName__________ Bithdate _
Insurance Co. Address. Insurance Co. Address

Elmioytf Phone c———
Insured's Soc. Sec.#_______ Group# __ Emp# | | Insured's Soc. Sec.# _______

EMERGENCY INFORMATION: RELATIVE NOT LIVING WITH YOU

NAME, ADI

O e e BTATE! PHONE
DENTAL HISTORY

HOW LONG SINCE you have seen a Dentist? Last COMPLETE Dental Exam, Date:
Last FULL MOUTH X-RAYS, DATE: Last PROPHYLAXIS (Teeth Cleaning)

Are you have pi
1 hereby authorize DEr'gouuuu 1 release of i
nararte benais oierviss 10 me. | understand ._‘m Insurance claim, and | authorize Dr. Rosen and siaf 10 sign

| am finar responsible for ‘charge
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been made. Any payments received by the Doctor from my insurance coverage will be
credited to my m Mmmmulmnuummmﬂmmmn undemm-uhumm
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Date

PATIENT Signature Date: DENTIST Signature
***There will be a charge for all missed tments witl bour notice
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WILL DRAMATICALLY. ke
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IMPROVE YOUR
SMILE PAINLESSLY.

EVERYONE NOTICES YOUR SMILE.
Improve your sclf-image by having the smile you want
with LUMINEERS® BY CERINATE®

'LUMINEERS Ask your deaist.
BY ERERR T NGA T B
PERMANENT, PLEASANT, PAINLESS™

PERMANENT, PLEASANT, PAINLESS



INFORMATION TO OUR PATIENTS

Our mission is to deliver the finest, most cost effective dental care available today.
Following diagnosis the doctor will discuss with you our plan for treatment. We will also
discuss the cost of today’s and future treatments. Payment for all services is due at the
time of treatment. Because your dental plan may not cover the entire cost of your
treatment, we offer several altemative payment options for your convenience.

PAYMENT OPTIONS

): Cash or Check
2. MasterCard or Visa

3. Monthly Payment Plan - The monthly payment is a separate line of credit for dental
care only. It does not require payment now, nor the use of your bank credit cards,
leaving them free for non-healthcare purchases and emergencies. It does not affect
the balance of your other credit cards, and there are no annual fees. Monthly

payments can be as low as 3% of your ding bal . For pl
Balance  Monthly Payment Balance nf

$ 500.00 $15.00 $2,000.00 $60.00
$1,000.00 $30.00 $4,000.00 $120.00

Please indicate below the payment option you wish:
[ ] Cash or Check
[ ] Visaor MasterCard

[ 1 Monthly Payment Plan - If you choose this option, we will help you complete the
simple application, and processing will only take a few minutes.

Signature of Patient/Responsible Party Date
3L 797
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