
Please fill out both sides of this form and return it to the reception desk 

(LOGO) 

PATIENT INFORMATION: 
Date ______________

Patient’s Name _________________________________ Age _____ Date of Birth _________________ 

Address ______________________________________________ Home phone ___________________ 

City, State, Zip __________________________________________ Cell phone ____________________ 

What name do you prefer we call you? ____________________________________________________ 

Whom may we thank for referring you to our office? __________________________________________ 

Have you ever received treatment involving:  Gum disease ________ TMJ (jaw) problem ____________ 

 Oral surgery _________ Orthodontics _________________ 

Occupation ______________________________ Employer ___________________________________ 

Bus. Address ________________________________________________________________________ 

City, State, Zip ________________________________________ Bus. Phone _____________________ 

If you have orthodontic insurance, name of insurance company _________________________________ 

Group/Policy name _________________________ Policy number ______________________________ 

Social Security number (required for insurance)______________________________________________ 

For our automated reminder service, choose your contact preference – select one & clearly write number: 

Home phone ____________________  or  Cell phone ________________________________ 

E-mail address ______________________________________ requested for general office messages,

announcements, and website interactivity 

Special requests, considerations or comments ______________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Dr. Robert  Loeb 
Dr. Allison Loeb
180 Ramapo Valley RoadsdsdfsdsfsdfsdfdsfsdsfdfT: (201) 337-3701 
Oakland, NJ 07436fdsfsfsfdsfdsfsdfsdfsdfdsfdsfF: (201) 337-3083

NJ SPECIALTY LICENSE 
NUMBERS 2081, 5772



Patient's Name_______________________________________________Date of Birth__________________ 
MEDICAL HISTORY
Patient’s Physician_________________________Town_____________________Phone_________________

Is your physician currently treating you for any reason?......................................................

If yes, please explain____________________________________________

If yes, please explain____________________________________________

If yes, please explain____________________________________________

If yes, please explain____________________________________________

If yes, please explain____________________________________________

If yes, please explain____________________________________________

If yes, please explain____________________________________________

Have you ever been hospitalized?.......................................................................................

Are you currently taking any pills, drugs or other medications?...........................................

If yes, please list name & reason: 1. ____________________  Reason____________________________
2. ____________________  Reason____________________________
3. ____________________  Reason____________________________
4. ____________________  Reason____________________________

Women, are you pregnant?    YES  NO   If yes, when do you expect? ______________________________
Do you have, or have you ever had, any of the following?  

If yes to any of the above, please explain_____________________________________________________
_______________________________________________________________________________________

Have you ever been told to take antibiotics before dental procedures?................................

Are you allergic to any medications or drugs?.....................................................................

Do you have any other allergies?.........................................................................................

DENTAL HISTORY
Patient’s Dentist__________________________Town______________________Phone_________________

Approximate date of last dental check-up?______________________________________ 

Do you have discomfort in your teeth or jaw? ......................................................................

Do your joints pop, click or grate when opening widely? .....................................................

Do you clench or grind your teeth? ......................................................................................

I agree to notify you if there is any change in my (child's) health status.
Signature_________________________________________ Date____________________

YES     NO

1. Heart disease or chest pains
2. High Blood Pressure
3. Heart Murmur
4. Pacemaker or artificial valves
5. Rheumatic fever
6. Diabetes
7. Blood disorders or anemia
8. Lung or breathing problems
9. Asthma
10. Kidney or liver problems
11. Hepatitis

12.Thyroid problems
13. Stomach or intestinal problems
14. Tuberculosis
15. Arthritis
16. Artificial joint replacements
17. Epilepsy or seizures
18. Syphilis, gonorrhea, AIDS
19. Tumors or cancer
20. Radiation therapy
21. Shortness of breath

Medical-Dental Questionnaire:



ADA American Dental Association
® 

Dental Claim Form 
HEADER INFORMATION 

1. Type of Transaction (Mark all applicable boxes) 

0 Statement of Actual Services 0 Request for Predetermination/Preauthorization 

0 EPSDT / Title XIX 

2. Predetermination/Preauthorization Number POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Named in #3) 
12. Policyholder/Subscriber Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code 

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION 

3. Company/Plan Name, Address, City, State, Zip Code 

13. Date of Birth (MM/DD/CCYY) 
I

14

0:
de

[J F 1
15 Policyholder/Subscriber ID (SSN or ID#) 

OTHER COVERAGE (Mark applicable box and complete items 5-11. If none, leave blank.) 16. Plan/Group Number 
1

17. Employer Name 

4. Dental? 0 Medical? 0 (If both, complete 5-11 for dental only.) 

5. Name of Policyholder/Subscriber in # 4  (Last, First, Middle Initial, Suffix) PATIENT INFORMATION 

18. Relationship to Policyholder/Subscriber in #12 Above 
1

19. Reserved For Future 

1
8. Policyholder/Subscriber ID (SSN or ID#) Oself 0 Spouse 0 Dependent Child Oother 

Use 
6. Date of Birth (MM/DD/CCYY) 7. Gender 

0M0F 20. Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code 
9. Plan/Group Number 10. Patient's Relationship to Person named In #5 

Osett 0 Spouse 0 Dependent Oother 

11. Other Insurance Company/Dental Benefit Plan Name , Address, City, State, Zip Code 

21. Date of Birth (MM/DD/CCYY) 

1

22. Gender 

1
23. Patient ID/Account # (Assigned by Dentist) 

OM OF 

RECORD OF SERVICES PROVIDED 

24. Procedure Date 
25.Area 26. 27. Tooth Number(s) 
of Oral Tooth 

28. Tooth 29. Procedure 29a. Diag. 29b. 
30. Description 31. Fee (MM/DD/CCYY) Cavity System 

or Letter(s) Surface Code Pointer Qty. 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

33. Missing Teeth Information (Place an "X" on each missing tooth.) 34. Diagnosis Code List Qualifier I ( ICD-9 = B; ICD-10 =AB ) 31a. Other 
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 34a. Diagnosis Code(s) A C 

Fee(s) 

32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17 (Primary diagnosis in "A") B D 32. Total Fee I 
35. Remarks 

AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION 

36. I have been informed of the treatment plan and associated fees. I agree to be responsible for all 38. Place of Treatment LJ (e.g. 11 =office; 22=0/P Hospital) 
1

39. Enclosure

[] 

or N) 
charges for dental services and materials not paid by my dental benefit plan, unless prohibited by (Use "Place of Service Codes for Professional Claims") law, or the treating dentist or dental practice has a contractual agreement with my plan prohibiting all 
or a portion of such charges. To the extent permitted by law, I consent to your use end disclosure 40. Is Treatment for Orthodontics? 41. Date Applience Placed (MM/DD/CCYY) of my protected health Information to carry out payment activities In connection with this claim. 

0 No (Skip 41-42) 0 Yes (Complete 41-42) 
X 

Patient/Guardian Signature Date 42. Months of Treatment 
1

43. Replacement of Prosthesis 44. Date of Prior Placement (MM/DD/CCYY) 
Remaining n Non Yes (Complete 44) 37. I hereby authorize and direct payment of the dental benefits otherwise payable to me, directly 

to the below named dentist or dental entity. 45. Treatment Resulting from 

X 
O Occupational Illness/Injury O Auto accident n Other accident 

Subscriber Signature Date 46. Date of Accident (MM/DD/CCYY) 4 7. Auto Accident State 

BILLING DINTIIT OR DINTAL ENTITY (Leave blank II dentist or dental entity Is not TRIATINO DINTIST AND TRIATMINT LOCATION INFORMATION 
submitting claim on behalf of the patient or Insured/subscriber.) 53. I hereby certify that the procedures as Indicated by date are In progress (for procedurea that require 
46. Name, AddreH, City, State, Zip Code multiple visits) or have been completed. 

X 
Signed (Treating Dentist) Date 

54. NPI 155. License Number 

56. Address, City, State, Zip Code 
I

56a. Provider 
Soecialtv Code 

49. NPI 
1

50. License Number 
I 

51. SSN or TIN 

52.Phone ( ) - I52a. Additional 57. t-'hone 
( ) I 58. Additional 

Numhftr Provider ID Number Provider ID 
©2012 American Dental Assoc1at1on J430D (Same as ADA Dental Claim Form - J430, J431, J432, J433, J434) 

Please complete the highlighted items below:

pcbutler
Highlight

pcbutler
Highlight

pcbutler
Highlight

pcbutler
Highlight

pcbutler
Highlight

pcbutler
Highlight

pcbutler
Highlight

pcbutler
Highlight

pcbutler
Highlight

pcbutler
Highlight

pcbutler
Highlight

pcbutler
Highlight

pcbutler
Highlight

echarpie
Highlight


	NP_Adult_Form
	Updated_New_Patient_Adult_new
	New Patient Adult.pdf
	Medical History



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


	Please fill out and print this form and return it to our office at your first appointment: 
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