Joseph A. DiBenedetto, D.M.D.

3211 Sunset Avenue

Ocean, NJ 07712

Phone:  732-988-7272

Patient Information
Patient Name: _________________________________________________________  Date:
________________

                                  Last                                                         First                                               MI
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________________

_

Social Security #: ________________________________  Birth Date:
__________________________________

Phone (Home): ________________ (Work): ________________ Ext:______ Cellular #:____________________
E-Mail Address:_____________________________________________________________________________

Address:
__________________________________________________________________________________


__________________________________________________________________________________

Emergency contact (Name)______________________________________(Phone)________________________

Health Information
Date of Last Dental Visit: __________________  Reason for this visit:
_______________________________________

Have you ever had any of the following?  Please check those that apply:

	[image: image7.wmf] AIDS/HIV Infection
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	                   __________
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	    Due date:_________
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     _____________________
     _____________________

     _____________________
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	    _________________
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( Have you ever had any complications following dental treatment?    [image: image49.wmf] Yes  [image: image50.wmf] No

     If yes, please explain:
_______________________________________________________________________

(Please list any medications you are taking_________________________________________________________

 ______________________
_____________________________________________________________________

( Are you now under the care of a physician?    [image: image51.wmf] Yes  [image: image52.wmf] No     If yes, please explain:_______________________                             

___________________________________________________________________________________________

( Name of Physician: _______________________________________________  Phone:
____________________

( Do you smoke?  Yes _______ No_______   ( Have you ever taken Phen-Fen/Redux?  Yes______ No______    

To the best of my knowledge, all of the preceding answers and information provided are true and correct.  If I ever have any change in my health, I will inform the doctors at the next appointment without fail.

_________________________________________________________________  Date:
___________________

   Signature of patient, parent or guardian

Referral Information
Whom may we thank for referring you to our practice? _________________________________________________

Spouse / Responsible Party Information
The following is for:   [image: image53.wmf] the patient's spouse    [image: image54.wmf] the person responsible for payment

Name: 
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Social Security #: ________________________________  Birth Date: 


Phone (Home): ________________ (Work): ________________ Ext:______  Best time to call: 


Address: 



                                  Street                                                                                                                                                                                                         Apartment #

                                  City                                                                                                                                                         State                                                 Zip Code
 Employment Information

The following is for:   [image: image61.wmf] the patient                  [image: image62.wmf] the person responsible for payment

Employer Name: 
  Occupation: 


Address:





                                  Street                                                                                                           City                                                                    State                      Zip Code

Insurance Information
Primary

Name of Insured: _______________________________________________  Is insured a patient?  [image: image63.wmf] Yes   [image: image64.wmf] No

                                                           Last                                                            First                                        MI

Insured's Birth Date: _________________  ID #: _____________________  Group #:


Insured's Address: 


                                                                      Street                                                                                              City                                             State                      Zip Code

Insured's Employer Name: 


              Address: 


                                                                      Street                                                                                              City                                             State                      Zip Code

      Patient's relationship to insured:  [image: image65.wmf] Self   [image: image66.wmf] Spouse   [image: image67.wmf] Child   [image: image68.wmf] Other___________________

Insurance Plan Name and Address: 


Secondary
Name of Insured: _______________________________________________  Is insured a patient?  [image: image69.wmf] Yes   [image: image70.wmf] No

                                                           Last                                                            First                                        MI

Insured's Birth Date: _________________  ID #: _____________________  Group #:

Insured's Address: 


                                                                      Street                                                                                              City                                             State                      Zip Code

Insured's Employer Name: 


              Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

      Patient's relationship to insured:  [image: image71.wmf] Self   [image: image72.wmf] Spouse   [image: image73.wmf] Child   [image: image74.wmf] Other___________________

Insurance Plan Name and Address:
 

Consent for Services
I hereby certify that I have read and understand the above information and have answered the questions accurately.  I understand that giving incorrect information could be dangerous to my health.  I understand that this information will be held in the strictest of confidence, and that it is my responsibility to inform this office of any changes in my medical status.  I authorize the dental staff to perform any necessary dental services, including local anesthetic that I may need during diagnosis and treatment.  I authorize the dentist to release records and any information he deems necessary to any third party payors and/or health practitioners.  I authorize and request that my insurance carrier pay the dentist directly benefits otherwise payable to me.  I understand that my dental insurance carrier may pay less than the actual bill for services and I agree to be responsible for the unpaid remaining balance.  I agree to be responsible for payment of all services rendered on my behalf or my dependents.

____________________________________________________  Date: _____________  Relationship to Patient: 

Signature of patient, parent or guardian

____________________________________________________  Date: _____________  Relationship to Patient: 

Signature of guarantor of payment/responsible party[image: image75.wmf]
