
~7DR~, FREED and GLIK~MAN 
Patient Information Form 

George Freed DMD Jeffrey Gliksman DMD 
155 North Washington Ave, Bergenfield, NJ 07621 - (201) 384-3909 

loday's Date _ _ ______ _ 

Patient Name: First _____________ MI_ Last ___________ Nickname _______ __ _ 

Address:Street ________ ______ City ______________ State ____ Zi p _____ _ 

Phone: Home ______________ W ork _____________ Mobi le _ _ ________ _ 

E-mail address _____________ _____________________________ _ 

By Providing your e-mail address you agree to receive (check one or both) 0 Appointment Reminders 0 Practice Newsletter 

What is your preferred method of contact? 0 Home Phone 0 Work Phone 0 Mobile Phone 0 E-Mail 

Social Security Number _____________________ Date of Birth ______________ _ 

Drivers License # _ __________ ____________ State _________________ _ 

Patient Employed By ____________ Occupation ___________ Phone ________ ___ _ 

Address: Street _ _ __________ __ City ______________ State ____ Zip _____ _ 

Sex 0 Male 0 Female Marital Status 0 Ma rr ied 0 Single 0 Divorced 0 Separated 0 W idowed 

In case of emergency, who should be notified? _ _ ______ _____________________ _ _ _ 

Relationship to Patient ___________ Home phone ___________ Mobile Phone _ _______ _ 

Is the patient a Minor? 0 Yes 0 No Full-time Student 0 Yes 0 No Name of School _______________ _ 

Name of Responsible Party: First Last ________________ _ 

Date of Birth Relationship to Patient 0 Self 0 Spo use 0 Pa rent 0 O ther ____________ _ 

If patient is a Minor, primary residency 0 Both Parents 0 Mom 0 Dad 0 Step Parent 0 Shared Custody 0 Gua rdian 

Address: (if diHerent from patient) Street ___________ City _ _ __________ State ___ Zip ____ _ 

Phone: Home ______________ Work _ ____________ Mobi le __________ _ 

Employer (if diHerent from above} ____________ Occupation ___________ Phone _ _______ _ 

Address: Street ______________ City ______________ State ____ Zi p _ ____ _ 

Dental Benefit Plan Information 

Primary Dental Plan Name _ ________________________ Phone _ _________ _ 

Address: Street ______________ City ______________ State ____ Zip _____ _ 

Name of Insured _____________ Date of Birth _ __________ ID Number _________ _ 

Policy Number _ _____________ Patient Relationship to Insured __________________ _ 

Secondary Dental Plan Name ________________________ Phone _ _________ _ 

Address: Street ______________ City _ _____________ State ____ Zip _____ _ 

Name of Insured _____________ Date of Birth ____ _ ______ ID Number _________ _ 

Policy Number ______________ Patient Relationship to Insured __________________ _ 

Whom may we thank for referring you? ________________________________ _ 
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DR~. FREED and GLIK~MAN 
George Freed, D.M.D. 

Jeffrey Gliksman, D.M.D. 

155 North Washington Avenue Bergenfield , NJ 07621 

PATIENT ACKNOWLEDGEMENT OF 
RECEIPT OF NOTICE OF PRIVACY PRACTICES 

(You t\lay Rei'use to Sigll Thi s Ackllo\\ledgell1elll) 

I_ _ _______ _ ___ ____ __ _ ______ _ ______ - ha\e rece i\ed a (- OP \ oltlle "Joll,,'e 01 

Pri\an PI-aelice s IrOlll -------------------

Pati ellt i\ allle (Prillt) 

Sigllature Relalioll ship to Pati ell t 

Dat e 

For Oftl ce l l~ e On" 

\\e ha \e made a good faith e lYort ill attelllpting to obtain \\ ritt ell adllO\\ledgelllent 01 recei pt olthe 
)\otil'e of Princ: Practi ces_ Adno\\ledgell1ellt cou ld not be obtailled for the lollo\\ing reaSOII(S) 

i Patient. Illdi\ idual rei -used to s ign (Date of refu sal) __ _ ---

i Coml ll llil il' atioll s balTiers prohibit ed obtailling all adllO\\ledgelllellt 


