
ADULT  

 

 

Kreiner Dental, L.L.C. 
45 Eisenhower Drive, Suite100 

Paramus, New Jersey 07652 

(201) 556-0006 

www.kreinerdental.com 
 

We are pleased to welcome you to our practice.  Please take a few minutes to fill out this form as completely as you can.                

If you have questions, we’ll be glad to help you.   

 

PATIENT INFORMATION: 
 

Name: ______________________________      Date of Birth _______________________ 

Home Phone #: _______________________      Cell Phone #: _______________________ 

Business Phone #: _________________ (Please circle preferred number) 

Email: __________________________ 

Address: ________________________________________________________________ 

City: ________________________ State: ____________________ Zip Code: ________ 

Whom may we thank for referring you? _______________________________________ 

Notify in case of emergency ________________________________________________ 

 

PRIMARY DENTAL INSURANCE: 
 

Policy Holder: ____________________________________________ 

Relation to Patient: _________Date of Birth: _________Social Sec. Number: __________ 

Address (if different from patient): ____________________________________________ 

City: ________________________ State: ____________________ Zip Code: _________ 

Employer: ________________________________ Occupation: _____________________ 

Business Address: __________________________ Business Phone: __________________ 

Insurance Company: ________________________ Phone #: _______________________ 

Group #: _________________________________ Subscriber #: ____________________ 

 

SECONDARY DENTAL INSURANCE: 
 

Policy Holder: ___________________________________________________________ 

Relation to Patient: _________Date of Birth: _________Social Sec. Number: __________ 

Address (if different from patient): ____________________________________________ 

City: ________________________ State: ____________________ Zip Code: ________ 

Employer: ________________________________Occupation: ____________________ 

Business Address: _________________________ Business Phone: _________________ 

Insurance Company: ________________________Phone #: _______________________ 

Group #: _________________________________ Subscriber #: ____________________ 

 

 

 

 

 

 

 



 

 

 

 

DENTAL HISTORY 

 

What is the reason for today’s visit? ________________________________________________ 

Are you in any dental discomfort today? _____________________________________________ 

Former Dentist ____________________________ Address _____________________________ 

Phone # __________________________________ Date of Last Dental Care ________________ 

How often do you brush? _____________________How often do you floss? ______________ 

Have you ever experienced an adverse reaction during or in conjunction with a medical or dental procedure? 

Please explain. ________________________________________________________ 

 

            Have you had problems with any of the following?: (Please circle all that apply) 

Bad breath    Bleeding Gums  Clicking or Popping Jaw 

Food Collection Between Teeth Grinding/Clenching Teeth Loose Teeth/Broken Fillings 

Periodontal Treatment   Sensitivity to Cold  Sensitivity to Hot 

Sensitivity to Sweets   Sensitivity When Biting Sores or Growths in Mouth 
 

MEDICAL HISTORY 

 

Physician’s Name _________________________________ Phone #___________________________ 

Date of last physical examination? ______________________________________________________ 

Are you now under the care of a physician?  Yes  No 

If so, what condition is being treated? ______________________________________________ 

Have you ever had any surgery, hospitalizations, or serious illness of any kind?  Yes  No 

      If yes, what and when? _________________________________________________________ 

Do you smoke or use other tobacco products?  Yes  No 

      If yes, how much per day? _______________________________________________________ 

Are you currently taking any medications?  Yes  No 

     Please list all medications, including over-the-counter medications (such as vitamins, aspirin, Motrin, or Tylenol) 
 

 

Do you have any drug allergies?  Yes  No 

If yes, list all: ________________________________________________________________ 

 

 

(Write in Y or N [YES or NO] in front of EACH item below if you have ever had the following) 

______ - HEART CONDITION/PACEMAKER          ______ - LUNG CONDITION             ______ - DIABETES 

______ - RHEUMATIC FEVER          ______ - JOINT REPLACEMENT            ______ - NEUROLOGICAL CONDITION 

______ - HEART MURMUR           ______ - HEART VALVE REPLACEMENT          ______ - MALIGNANCIES 

______ - MITRAL VALVE PROLAPSE                      ______ - STROKE              ______ - HIV POSITIVE 

______ - HIGH BLOOD PRESSURE          ______ - REACTION TO CODEINE            ______ - SINUS CONDITION 

______ - LOW BLOOD PRESSURE          ______ - REACTION TO PENICILLIN            ______ - ULCER 

______ - CHEST PAIN           ______ - REACTIONS TO OTHER DRUGS          ______ - SEXUALLY TRANSMITTED DISEASE 

______ - SWOLLEN ANKLES          ______ - REACTION TO LOCAL ANESTH.         ______ - TAKING BIRTH CONTROL PILLS 

______ - KIDNEY CONDITION          ______ - CORTISONE THERAPY            ______ - PREGNANT? DUE _________________ 

______ - LIVER CONDITION          ______ - ANEMIA              ______ - EXCESSIVE BLEEDING 

______ - THYROID CONDITION          ______ - BLOOD DISEASE             ______ - OSTEOPOROSIS TREATMENT (MEDS) 

______ - ASTHMA           ______ - HEPATITIS              ______ - EXCESSIVE WEIGHT LOSS 

______ - TUBERCULOSIS           ______ - SEIZURES              ______ - REPEATED ORAL ULCERATIONS 

______ - SHORTNESS OF BREATH          ______ - GLAUCOMA              ______ - ANYTHING ELSE? _________________ 

 



 

 

CONSENT FOR TREATMENT 
 
I hereby authorize and consent Kreiner Dental to the procedures and techniques that the dentist deems necessary for my care.  I 

authorize the treating dentist to provide any information to other doctors for the purpose of consultation.  I understand that prior to 

providing any treatment I will be advised about it by the dentist or hygienist, that I may ask questions concerning it, and that I may 

revoke this consent before treatment is provided.  I understand that I may ask for a full recital of any or all risks attendant to my 

care. 

 

I authorize the insurance company indicated on this form to pay to the dentist all insurance benefits otherwise payable to me for 

services rendered.  I authorize the use of this signature on all insurance submissions.  I authorize the dentist to release all 

information necessary to secure the payment of benefits.  I understand that I am responsible for all charges whether or not paid by 

insurance. 

 

Patient’s Signature: ___________________________________________              Date: _________ 

 

 

 

 

PATIENT HIPAA AWARENESS 
 

I have been provided the Kreiner Pediatric Dental Notice of Privacy Practices and have been offered a copy of such 

policy to keep for my records.   

 

I hereby give permission for this office to leave messages on my voicemail/email at 

 

___ My home (please initial) ___  ___ My Cell   (please initial)   ___ 

 

___ My office (please initial) ___  ___ Email/text (please initial) ___ 

 

I hereby give the following people permission to receive information from this office on my behalf: 

 

_______________________________________________________ 

Name of Person Relationship to me (e.g. Parent, friend, spouse) 

 

_______________________________________________________ 

Name of Person Relationship to me (e.g. Parent, friend, spouse) 

 

 

Signature Patient/ Legal Guardian: ___________________________   Date: ___________________ 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

FINANCIAL POLICY: 

 

We are delighted to welcome you to our practice and we are pleased that you chose us to serve your dental needs.  The following 

is a statement of our financial policy, which we require you to read and sign at the bottom of this page: 

Payment is expected at the time that services are rendered. 

 

PAYMENT METHODS:   

We accept Visa, Mastercard, American Express, Discover, Care Credit, Cash, and Personal Checks*    

*All returned checks are subject to a fifty dollar ($50) service charge. 

 

DENTAL INSURANCE:  

Our office is committed to helping you maximize your insurance benefits.  Because dental insurance policies vary, we can only 

estimate your coverage in good faith, but cannot guarantee coverage due to the complexities of insurance contracts.  As a courtesy, 

Kreiner Dental will contact your insurance prior to your visit to estimate your patient portion.  However, it is NOT the 

responsibility of Kreiner Dental to know your insurance coverage.  It is your responsibility to know your insurance plan and 

covered benefits and to inform us of any changes to your insurance coverage.  As a service to our patients, we will submit claims 

to your insurance company and allow them 45 days to render payment.  After 60 days, you are responsible for the entire balance.   

Your estimated deductible and co-payment are due at the time services are rendered.  Although we try our best to estimate as 

accurately as possible, the final amount your insurance will pay is not determined until they issue a claim check to us.  You are 

responsible for all balances not paid by your insurance carrier.  If your account is over 90 days past due, a $50 collection agency 

fee will be added to the account. 

 

I understand that I am financially responsible for all charges, whether or not paid by insurance. 

Patient’s signature: __________________________________      Date:_______________ 

Patient’s name: _____________________________________ 

 

Insurance facts you should know: 

• Many insurances have more than one plan and fee schedules. 

• Most dental plans have exclusions, frequency and age limitations on procedures  including fluoride treatments, sealants, 

space maintainers, emergency examinations and fillings.  Emergency examinations may be grouped with your yearly limit 

of examinations. Make sure to check your plan and be familiar with their exceptions.  You may ask our front desk to 

provide a copy of your dental benefits. 

• Most insurances will provide us with an estimate of benefits. This is not a guarantee of payment. 

 


