Dr. Kolodner Dental Group, Ing,.
12215 Ventura Blvd., Suite 115

Studio City, CA 91604 r r ‘e/

(818) 761-9526 0

Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.

Mo To help us meet all your dental healthcare needs, please fill out this form
completely in ink. If you have any questions or need assistance, please ask us-
6 | we will be happy to help.
Patient #
- Soc. Sec. # ——————
Patient Information (CONFIDENTIAL) || Dase
Name . __Birthdate . Home Phone
Address City State - Zip
Check Appropriate Box: [ | Minor [ Single ] Married  [] Divorced [} Male [ 1 Female
Patient’s or Patient’s Employer Work Phone
Business Address City - State ___Zip
Spouse or Parent’s Name Employer | Work Phone
If Patient is a Student, Name of School / Collage City Srate

Whom May We Thank for ReferringYou? @ —eeee———  —————————

Person to Contact in Case of Emergency Phone

Responsible Party

Relationship
Name of Person Responsible for this Account - 10 Patient
Address Home Phone
Driver’s License # Birthdate ___ —__Financial Institution
Employer | Work Phone
Is this Persow-€trrently a Patient in our Office? D Yes [:I No

L
Insurance Information o
Relationship

Name of Insured __________ - - to Patient
Birthdate S/acﬁ Security # Date Employed

Name of Employer ____74________________—-—————— Work Phone

Address of Employer City State ——_ Zip
Insurance Company Group # — Union or Local #
Ins. Co. Address City State__________ Zip
How MuchAS your Deductible? _____________ How Much Have You Used? —_Max Annual Benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? [] Yes [] No IF YES, COMPLETE THE FOLLOWING

FINANCIAL AGREEMENTS

For Your convenience, we offer the following methods of payment. Please check the option which you prefer. If you
have any questions concerning financial arrangements or need special arrangements, please ask for assistance.

Payment in full at each appointment

Cash /

___ Personal Check
Credit Card

Visa _________ MasterCard

Expiration Date

I£1do not pay the entire new balance within 25 days of the monthly billing date, 2 late charge of 1.5% on the balance then unpaid
and owed will be assessed each month (if allowed by law). I realize that failure to keep this account current may result in your being
unable to provide additional dental services except for dental emergencies or where there is prepayments for additional services.
the case of default on payment of this account, I agree to pay collection costs and reasonable attorney fees incurred in attempting

to collect on this amount or any future outstanding account balances. R E



[P Y —

L

Patient Medical History

Phone ——— Date of Last Exam
Office

Physician .
Yes No - Yes No
1. Are you under medical (reqtinent OW?2...........sesvresersessersorersses D D 7. Are you nﬂag'fc to or have you had any reactions D D
1 to theﬁlm?iﬂ*il#ll'illil FARPRRRP SRR PR RPRA PO FRRAN IR BVYEN BRI
+ 2. Have you ever been hospitalized for any b2 e e i/ D
surgical e A g T R Local Anesthetics (e.g. novocaing)..........c.cseicrnsenn, H
ki ek s | D D Pemicillin or o,blm-idnﬁbfor&m ................................... D
gl_dtl non-prescription I'C‘bl;ii"? .............................. O O ;:‘f:w g fil ] E H
- Sepal. 1 ot B ¢ T RN OV PO NV SRR
e s e BT L — .
lodine............ S TP v T D D
4- D0 yoU U3E 10DACCOT crresrem carressrrmrsarssmrssssesrmssssssssescsos 0 O ASDIPI.ccrveoleopbersmesesressssssmerseesssssresessssssasims B H
5‘ Dam use dmho!, mi”a or otka M? ___________________________ D D Ol‘hcﬂ -------- u-;-i;n-nug ------- o
0. Are yau wearing CONtact IENSES?...........cusewcsisrrssiosssressesarssanes D D 8. Women Only:

a) Are you mumltor think you may be pregnant?..... D
B) A28 YOU WU tcevsssicrcemimminsmnssmessosessormintssssissovosss -
) Are you taking Birth CORIIO] PillS? u.eemusvesmessrssesen L]

9. Do you have or have you had any of the following?

Yes No Jtes
L] HewrtDisease.......coourerrnee  Chest PaiRS v eeeresmersssere |
B Cardiac Pacemaker................ ) | Easily Winded. ..o eeeeeeeree- H
STORE MENRNIE. o oossiiissiiisissisivsiinnas SIPOK .o
B 75 RN o e W Hay Fever / Allevgies.................. ; B
 Frequently TIed........uesmessens PRDRTOINOEIS. . ooonsisnmsissmuicomisisso
[] Anemia.........eoeeeeeareeneaeanaannne Radiation Therapy....................... []
C] L T Glaumm ................................ B
Ll CONNIE e Recent Weight LoSS......ccusericornecns
L] Arthritis.........vcvsienns RIS e - Liver Disease........... .
L] Joint Replacement or Implani...... Heart Trouble.........ccoovversees - LJ
E Hepatitis / Jaungice. ........cououwereens . Respiratory Problems. ... D
Sexual Transmitted Disease........ B - ————————_—— ]
(1 siomach Troubles / Ulcers.d...... aiR
i
@ © ;
Patient Dental History Yos No e Fes
1. Do your gums bleed while brushing or flossing?.......c..covue.... L1 [ 8. Do you have freguent headachess?....................crrnsn. L]
2. Are your testh sensitive to hot or cold liquidsffoods? . =) L 9. Doyou clench or grid your teeth? ... -
3, Are your teeth sensitive 1o sweet or sour liguids/ foods?......... o 10. Do you bite yaur lips or cheeks frequently? ... L]
4. Do you feel pain to any of YOUr tBeIR7.........corvvensssriresnvisserarsass L1 L] 11, Have you ever had any difficult extractions
5. Do you have any soves or lumps in or near your mouth?........, E B BT A T R ——— R D
6. Have you had any head, neck ov jaw injri€s?,......cveeneeeereeranes 12. Have you had any wadonﬁcwmt? .................. D
7. Have you ever experienced any of the following...................... 13. Have you ever, had any prolonged bleeding
Problems in your Jaw? Jollowing extractions?..........ceieseissssissssssmenssassines D
@) CHCKING? wevvvvveveererseemsesesemsmesessossssmmsessssmsesessesssses (0 00 14 Have you ever had instruction on the correct
b) Pain (joint, £an, Side Of fACE)7.n....oewwsevmmeeeerssnsssrserens B B ethod Of BIUSHING YOUP 1687 cvvrvsesssmemsssssrerssiseesss L)
¢) Difficulty in opening or closing? . wssnmisumsssssns 15. Have you ever had instruction on the care
d) Difficuity in CREWING? uvesussssesssessssevsmsmsimasessssses J L

O SO BT L L S iniinreisimsescasesis D

Authorization and Release

I certify that I have read and understand the above information to the best
I understand that providing incorrect information can be dangerous to my

100

OOO000000000F

No

L]

L

.

-
L]

o Mb@amm tions have been accurately answered.
&t}k I authorize tlmdmtmq;‘:falememy information including the

gﬂnmﬁwmmdmmmwmmmrdmmwnym&ﬂngﬂn ,ofmmmmﬁbmpayon
or

health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance

otherwise payable to me. I understand that my dental insurance carrier may pay less than the actugl bilf for services. I agree to be responsible

Jor payment of all services rendered on my behalf or my dependents.

ignarurea patient or pavent if minor |

Doctor s Comments

Date

Signature

Thank you for ﬁ]]mg out this form completely. The information you have provi wﬂl heip us serve your dental
healthcare needs more effectively and efficiently. If you have any questions at any time, please ask us.

. L v T e m e et siewes siny eGTAE SHIIWE WIILE LLE T EST TTIAY LAY SED WIGJL bIE UCIBUL DL JOT SETVICES. 1 agree 10 he resnnncihlo



¥ Dr Kolodner Dental Group, Inc.
TATYANA KOLODNER D.D.S.

12215 Ventura Bivd. #115 Ph. (818) 761-9526
Studio City, CA 91604 Fax (818) 755-6757

Email: drkolodner@gmail.com o N
www.kdgsmiles.com

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Ackrowleagement™

] have received a copy of this office’s Notice of
2rivacy Practices. |

{Pisase Print Nameg)

{Signature}

{Date}

For Office Use Only

We attempted to obtain written acknowiecgement of receipt of our Notice of Privacy Practices, tut
acknowiedgement could not be obtained because:

i Individual refused fc sign

m Communications barrisrs proh bited obtaining the acknowledgement

ki An ameragency situation prevented us from obtaining acknowiegdgemant
O Other (Please Specify)

M

H'M

© 2002 American Dental Association
All Rights Reserved



12915 Ventura Bivd. #115 Ph. (818) 76 -9426
Studio City, CA91604  Fax (818) 753-6767

www.studiocitydrkolodnerdentistry.com |

NOTICE OF PRIVACY PRACTICES

S NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USEL AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

You may request a copy of our Notice atany ume. For more information ammwéﬂviq practices, ar for addifional
copies of this Notcs, plamwrﬂactuummommﬁunwameendofmuaﬁm.

Marketing Health-Retated Services: We will not use your health information Tor Mﬂng communications without

your written authonzation.
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