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K. Kanbar DMD . N.Rogers DDS

MerrimackDentalAssociates.com

126A Pleasant Valley Street T:978-682-0336
Methuen MA 01844 F:978-683-1874

Email : staff126@comcast.net

Our dental team welcomes you to our practice! We appreciate the confidence and
trust that you have placed in us and are pleased that you have chosen our office for your
dental needs! We are proud of our ability to give you the highest quality of dental
health care in the most gentle manner possible.

Our dedication to your oral health is only one of the many things that our office
is glad to offer our patients! Our goal is to make all of your visits as comfortable and
enjoyable as possible. In order to uphold a mutually satisfying and beneficial
relationship we ask to be informed of any changes that may occur to your health, dental
insurance, address or phone number.

On each of your visits with our office you can expect:

Friendly and knowledgeable staff

Careful evaluations of all of your dental needs

Reviewing of insurance information and/or payment options
Discussions of treatment plans to help you better understand your
dental needs

% Patient responsibility (co-payment’s) are due at time of service.
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You are special to us, and we will strive to uphold the trust and confidence you
have expressed in us by becoming one of our patients! We encourage you to call or
email our office if you have any additional questions regarding appointments,
scheduling, treatment, and payment options.

Sincerely,

Merrimack Dental Associates
Phone: 978-682-0336
Email: staffi26@comcast.net




DATE 9/27/2024

TIME 01:22 PM
PATIENT ION
1D; Chart 1D:

First Name: [ast Name: Middle Initial:

Patient Is:[_|Policy Holder ~ [_]Responsible Party Preferred Name:

Responsible Party ( if semeone other than the patient )
First Name: Last Name: Middle Initial:
Address: Address 2:
City, State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers Lic:

DRcsponsible Party is also a Policy Holder for Patient

[ ]Primary Insurance Policy Holder

[ J8econdary Insurance Policy Holder

Patient Information
Address:
City:

Home Phone:

Gender: [_|Male [ |Female [ _]Unknown

Address 2:

State / Zip:

Work Phone:;

[ single

Marital Status:{_|Married

Pager:
Ext: Cellular:
[IDivorced [JSeparated [ JWidowed

Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: ]t would like to receive correspondences via e-mail,
Section 2 Section 3
EmploymentDFu" Time [:l Part Time [:‘] Retired Parent or Guardian :
Status: Parent or Guardian #
Student Status; [ ] Full Time [JPart Time Spouse Name:
Medicaid ID: Pref. Dentist: Spouse #
Emergency Name:
Employer [D: Pref. Pharmacy: Emergency #
Carrier [D: Pref. Hyg: Grp Home Contact:
Primary Insurance Information
Name of Insured: Relationship to Insured:[_]Self  []Spouse []Child [ ]Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins: éompany:
Address: Address:
Address 2; Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:
Secondary Insurance Information
Name of Insured: Relationship to Insured: [_] Self [T)spouse [ ]Child { ]Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem, Benefits: Rem. Deduct:




Time 1:19 PM Merrimack Dental Assodates, P.C. Date 97272024
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Although dental personnel prisnariy treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be
taking, could have an important interrelationship with the dentistry you will receive, Thank you for answeting the following questions.

Are you unde; a“pl'.u,.r;‘:cian‘s care now? {7 Yes ((aNo If yes
Have you ever been hospitalized or had a major operation? i Yes TiNo if yes
Have you ever had a serious head or neck injury? "i¥es {3 No If yes |
Areyou taking any medications, pills, or drugs? Trves (Mo Ifyes !
Do you take, or have you taken, Phen-Fen or Redux? s Yes ) Nao 1f yes |
Hawve you ever taken Fosamax, Boniva, Actonel or any other ¢ ves ("INo Ifyes |
medications containing bisphosphonates? = -

Are you on a special diet? "y Yes () No

Do youuse tobacco? ves (No

Do you use controiled substances? {3 ¥es {TiNo If yes

Women: Are you...
[ Pregnant/Trying to get pregnant? [ Nursing? rTaking oral contraceptives?

Ko

Are you allergic to any of the following?

[T Aspirin [ Penidllin [ Codeine [ Acrylic

[ Metal Latex ~ Sulfa Drugs " Lacal Anesthetics
L — — i

Other? 1 If yes

Do you have, or have you had, any of the follpwing?

| AIDS/HIV Positive {3Yes (3No |CortisoneMedidne C3Yes (9No  [Hemophilia {™Yes (1Mo |RadiationTreatments ) Yes {INo
i Alzheimer's Disease (3Yes i3No |Diabetes ("1Yes ¢ +No |Hepatitis A yYes ((yNo |RecentWeightloss iYes {)No
: Anaphylas yyes yNo | Drug Addiction hY¥es (3No  |HepatitisBorC ¢”;¥es {73No |Renal Dialysis {3Yes L'iNo
| Anemia {ives (CbNo | Easily Winded iYes {No |Herpes {"sves (3No |Rheumatic Fever {ves (N
Angina (dYes {¥No |Emphysema {3¥es {{3No |HighBdood Pressure "yYes {INo [Rheumatism 1 Yes (I No
Arthritis/Gout “1¥es ((3No |Epilepsy orSeizures (">Yes ¢iNo [High Cholesterol t’iYes £ %No |[ScarletFever ¢y Yes {TiNo
Artificial HeartValve {3¥es (3No |ExcessiveBleeding {3ves {yNo |HivesarRash (D Yes {_yNo |Shingles 3 Yes (3No
- Atificial Jaint 3Yes ¢ )No |ExcessiveThirst i3Yes 3No |Hypoglycemia {yYes ¢{ 'No [SickleCell Disease i Yes ¢ 3No
i Asthma (sYes ¢INo |Fainting Spells/Diziness  (dYes ((yNo [lrregularHeartbeat 5 Yes £¥No |Sinus Trouble {aves () No
Blood Disease {)Yes ¢ 3No |FreguentCough ryes ()No |Kidney Problems i tYes (3No |SpinaBifida Cyves (No
Blocd Transfusion ¢"yYes ¢{ )Mo |FrequentDiarrhea i aYes {iMNo |Leukemia 3ves (9No | StomachfIntestinal Disease ("iYes () No
Breathing Problems {"iYes ¢{3No [FrequeatHeadaches {3¥es ((}No |LiverDisease 2 Yes {2No |Stroke () Yes [ iNo
| Bruise Easily {yYes (3No | Genital Herpes {3Yes {3No |LowBloodPressue {:Yes ’No |SwellingofLimbs O Yes 3 No
: cCancer ()¥es ((3No [Glaucoma {yves £ 3No  [Lung Disease {"yYes ¢ INo | Thyroid Disease 1tes () No
| Chemotherapy {"iYes {YNo |Hay Fever yves (tNo | Mitralvalve Proiapse {T1¥es {{)No |Tonsillis O Yes {3No
i Chest Pains {yves U)No  |Heart AttackfFailure {3v¥es {yNo |Osteoporosis Tubercuiosis Ives {INo
i Cald Sores/FeverBlistes (") Yes ((3No  [Heart Murmur i rYes {yNo [PaininlawJoints “yYes ((jMo | Tumors or Growths (sves (INo
| Congenital Heart Disorder  {7sYes (3 No |Heart Pacemaker yYes (3No  |Parathyroid Disease {1¥es ((iNo  |Ulcers ¥ Yes (Mo
Convulsions y¥es (C3No  |Heart Trouble/Disease 3Yes {No | Psychiatric Care sves {3No [Venereal Disease Ty ves {yNo
Yellow Jaurdice {aYes (1No

Haveyou ever had any serious liiness notlisted above? CiYes <3 No IFyes |

Cun'lmt;nﬂi

! To the best of my knawledge, the questions on this form have been accurately answered. [ understand that providing incorrect information can be dangerous to my {or patient's) health. It is my
. responsibifity to inform the dental office of any changes in medical status.,

Signature of Patient, Parent or Guardian:

Date:




Dental Associates

Informed Consent for General Dental Procedures

You, the patient, have the right to accept or reject dental treatment recommended
by your dentist. Prior to consenting to treatment, you should carefully consider the
anticipated benefits and commonly known risks of the recommended procedure,
alternative treatments, or the option of no treatment.

Do not consent to treatment unless and until you discuss potential benefits, risks,
and complications with your dentist and all of your questions are answered. By
consenting to the treatment, you are acknowledging your willingness to accept known
risks and complications, no matter how slight the probability of occurrence.

It is very important that you provide your dentist with accurate information
before, during, and after treatment. It is equally important that you follow your dentist’s
advice and recommendations regarding medication, pre and post treatment instructions,
referrals to other dentists or specialists, and return for scheduled appointments. If you fail
to follow the advice of your dentist, you may increase the chances of a poor outcome.

Please read and initial the items below and sign at the bottom of the form.

1. Treatment to be Provided

I, understand that during my course of
treatment that the following care may be provided:

Examinations, Preventive Services, Restorations, Crowns, Bridges and any other
dental treatment. Patient Initials

2. Drugs and Medications

I understand that antibiotics, analgesics, and other medications can cause allergic
reactions causing redness and swelling of tissues; pain, itching, vomiting, and/or
anaphylactic shock (severe allergic reaction). Patient Initials

3. Changes in Treatment Plan

I understand that during treatment it may be necessary to change or add
procedures because of conditions found while working on the teeth that were not
discovered during examination, the most common being root canal therapy
following routine restorative procedures. I give my permission to the dentist to

make any/all changes and additions as necessary. Patient Initials
4. 1 give permission to the dental office to bill my dental insurance provider for
the treatment provided, if applicable. Patient Initials

Patient Signature Date
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Dental Associates

Office Financial Policy

We are committed to provide you with the best possible treatment. Our fees reflect our
professional commitment to excellence. If you have a dental insurance, we are happy to help you
to receive your maximum allowable benefits. In order to achieve this, we need your assistance

and understanding of our payment policy.

We will gladly help you with your insurance reimbursement by submitting all claims to your
insurance company. However, it is important for you to realize that we have no control over what
your insurance will pay for.

All services performed are to be paid in full at the time of treatment. If you have a dental
insurance, which require your copayment for the service provided, this copayment is due in full
on the day of service.

Your scheduled treatment is very important for your oral health. It is our desire to appoint you at
a time most convenient for you. We do realize that sometimes changes occur in your persenal
schedule, We ask that you have the courtesy of advising us of such a changes 24 hours prior to
your scheduled visit, during our regular business hours ( Mon — Sat) ( Example : if your
appointment is scheduled on Monday and you need to cancel, we expect you to do it on Saturday to
satisfy 24 hours policy.

Initials: Appointments cancelled without 24 business hours notice will be subject
to a fee of $50 .

Patient name

Patient(guardian) signature Date




ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

: You may refuse to sign this Acknowledgement:

I, , have received a copy of

this Office’s Notice of Privacy Practices.

Please, print name

Signature

Date

For office use only

We attempted to obtain written acknowledgement of receipt of our Notice of
Privacy Practices, but acknowledgement could not be obtained because:
___Individual refused to sign

__ Communication barriers prohibited obtaining the acknowledgement

__ An emergency situation prevented us from obtaining acknowledgement
___ Other ( Please, specify)

2002 ADA

All rights reserved

Reproduction and use of this form by dentist and their staff is permitted. Any other use, duplication or distribution of this form by any
other party requires prior written approval of the ADA

This form is educational use only, does not constitute legal advice and covers only federal, not state law (August 14,2002}




Merrimack Dental Associates
NOTICE OF PRIVATE PRACTICES

This notice describes how health information about you may be used and disclosed and how you can get access to this information.
Please review it carefully.

This privacy of your health information is important to us.
Our Legal Duty
We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give
you this Notice about our privacy practices, our legal duties, and your rights concerning your health information. We must follow the
privacy practices that are described in the Notice while it is in effect. This Notice takes effect___April 14 2013 and will remain in
effect until we replace it.
We reserve the right to change our privacy practices and the terms of this Notice at any time, provided some changes are permitted
by applicable law. We reserve the right to makes changes in our privacy practices and the new terms of our Notice effective for all
health information that we maintain, including health information we created or received before we made the changes. Before we
make a significant change in our privacy practices, we will change this Notice and make a new Notice upon request.
You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this
Notice, please contact us using the information listed at the end of this Notice.

Uses and Disclosures of Health Information

We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to you.
Payment: We may use and disclose your health information to obtain payment for services we provide you

Healthcare Options: We may use and disclose your health information in connection with our healthcare operations. Healthcare
operations include quality assessment and improvement activities, reviewing the competence or qualifications of healthcare
professionals, evaluating practitioner and provider performance, conducting training programs, accreditation, certification, licensing
or credentialing activities.

Your Authorization: in addition to our use of your heaith information for treatment, payment or healthcare operations, you may give
s written authorization to use your health information or to disciose it to anyone for any purpose. If you give us authorization, you
may revoke il in writing at any time. Your revocation will not affect any disclosure permitted by your authorization while it was in
effect. Unless you give us a written authorization, we cannot use or disclose your health information for any reason except those
described in this Notice.

To your Family and Friends: We must disclose your health information to you, as described in the Patient Rights section of this
Notice. We may disclose your health information to a family member, friend or other person to the extent necessary to help with your
healthcare, but only if you agree that we may do $0.

Persons Involved in Care: We may use or disclose health information to notify, or assist in the notification of {including identifying
or locating) a family member, your personal representative or another person responsible for your care, of your location, your
general condition, or death. If you are present, then prior to use or disclosure of your health information, we will provide you with an
opportunity to object to such uses or disclosures. In the event of your incapacity or emergency circumstances, we will disclose
health information based on a determination using our professional judgment disclosing only health information that is directly
relevant to the person’s involvement in your healthcare. We wilt also use our professional judgment and our experience with
commaon praétice to make reasonable inference of your best interest in allowing a person to pick up fililed prescriptions, medical
supplies, x-rays, or other similar forms of health informaticon.

Marketing Health-Related Services: We will not use your heaith information for marketing communications without your written
authorization.

Required by Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a
possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health
information to the extent necessary to avert a serious threat to your health or safety or the health or safety of others.




