
Name: ____________________________________________________________________________________________________________

Address (including city, state, zip): ________________________________________________________________________________________

Phone: (H)  ___________________  (W)___________________  (C)___________________  E-Mail: ________________________________

Social Security #:  __________________________  Date of Birth:______________________  Preferred Contact Method: ________________

Whom may we thank for referring you to our practice? ______________________________________________________________________

Who is the general dentist? ____________________________________________________________________________________________

Reason for visit? ____________________________________________________________________________________________________

Have you seen a periodontist before?  If so, explain:__________________________________________________________________________

MEDICAL HISTORY

Patient’s Physician: ________________________________________________  Physician’s Phone Number: ____________________________

Are you allergic to: Latex Penicillin Codeine Local Anesthetics Other : ________________________________________

Do you require antibiotic pre-medication prior to dental treatment?  YES NO If yes, please explain: __________________________

Do you smoke?  YES NO If yes, how many packs? how often? ________________________________________________________

Do you have Excessive Urination thirst hunger or recent weight changes? ______________________________________________

Women: Are you taking oral contraceptives or other hormone supplements?  YES NO If yes, please explain: ______________________

Have you ever taken bisphosphonates? (Boniva, Actonel, Fosamax, etc.) YES NO 

Other important medical info: __________________________________________________________________________________________

Please list medications you are taking: ____________________________________________________________________________________

__________________________________________________________________________________________________________________

Have you ever been diagnosed with any of the following conditions?

AIDS:                  YES NO     High Blood Pressure:YES NO    Heart Murmur:      YES NO     Rheumatic Fever: YES NO 

Anemia:               YES NO     Low Blood Pressure: YES NO    Hepatitis A:            YES NO     Sinus Trouble:       YES NO 

Arthritis:              YES NO     Cancer:                 YES NO    Hepatitis B, C:       YES NO     Stroke:                 YES NO 

Artificial Joints:     YES NO     Diabetes:               YES NO    Herpes:                 YES NO     Tuberculosis:         YES NO 

Asthma:                YES NO     Epilepsy:                YES NO    Cold Sores:            YES NO     Ulcers:                 YES NO 

Hay fever:             YES NO     Heart Disease:        YES NO    Hypoglycemia:       YES NO 

PERIODONTAL HEALTH

Last Dental Visit: __________________________________________    Do your gums bleed when brushing/flossing?             YES NO 

How often do you brush your teeth? __________________________    Do your gums feel swollen or tender?                       YES NO 

What texture toothbrush do you use? Soft  Medium Hard    Do you have any problems chewing?                       YES NO 

Do you floss your teeth?  YES NO How Often? __________    Are any teeth loose?                                               YES NO 

Are your teeth sensitive to cold liquids or foods?       YES NO 

Signature of Patient (parent/guardian if under 18): __________________________________________________________________________
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RESPONSIBLE PARTY INFORMATION (Skip if self)

Name:  _______________________________________________________________________  Date:________________________________

Address (including city, state, zip): ________________________________________________________________________________________

Social Security #:  ______________________________________________________________  Date of Birth: ________________________

Phone: (H)  ___________________  (W)  ___________________  (C)  ___________________  E-Mail: ______________________________

DENTAL INSURANCE INFORMATION (If applicable)

PRIMARY

Policy Holder Name:  ____________________________________________  Employer Name: ______________________________________

Insurance Company Name: _______________________________  Group #:  _______________  Phone Number: (______)______- ________

Social Security #: _________-________-_________  Member ID #: ____________________________  Birth Date: ____________________

Relationship to policy holder:  Self Spouse Child Other  

SECONDARY (If applicable)

Policy Holder Name:  ____________________________________________  Employer Name: ______________________________________

Insurance Company Name: _______________________________  Group #:  _______________  Phone Number: (______)______- ________

Social Security #: _________-________-_________  Member ID #: ____________________________  Birth Date: ____________________

Relationship to policy holder:  Self Spouse Child Other  

FINANCIAL CONSENT FOR SERVICE

***Please read and initial next to each item

________ As a condition of your treatment by this office, it is your obligation to inquire about financial arrangements in advance.

________ All dental services must be paid for at the time the services are performed.

________ Patients who carry dental insurance “in-network” with our office understand that they are responsible for their portion due
(according to their dental plan) at the time of the visit.  Furthermore, patients understand that they are responsible for any unpaid
balance by their insurance company.

________ Any unpaid balance exceeding 90 days from the date of service was rendered will be subject to third party collection.  I agree to pay
all costs associated with the collection of the unpaid balance.

________ I understand that if an appointment is cancelled less than 48 hours notice there may be a fee equivalent up to 25% of the procedure
imposed.

________ I grant my permission to you or your assignee, to telephone me to discuss matters related to this form.

________ I consent and authorize South Jersey Periodontics & Dental Implants, LLC and/or Dr. Kubikian to use my radiographs, periodontal
charting, impressions and/or clinical photographs for the purpose of communicating with insurance companies, dental providers, or
any other lawful purpose. [release and forever discharge any claim, demands or liability on account of such use.]

I have read the above conditions of treatment and payment and agree to their content.

Signature of Patient (parent/guardian if under 18): ________________________________________  Date: ____________________________
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Written Financial Policy

Thank you for choosing South Jersey Periodontics and Dental Implants, LLC.  Our primary mission is to deliver the best and most
comprehensive dental care available.  An important part of our mission is making the cost of optimal care easy and manageable for our patients by
offering several payment options.

Payment Options:

            •  Cash or Check

            •  Visa, MasterCard, American Express, or Discover Card

            •  Convenient Monthly Payment Plans from CareCredit or Chase (Subject to credit approval.)
                         o Allows patients to pay over time
                         o No annual fees or pre-payment penalties

Please note:

South Jersey Periodontics & Dental Implants, LLC requires payment on the date of service.

For patients with dental insurance, we are happy to work with the carrier to maximize benefits and directly bill them for treatment fee
reimbursement.

            • However, if we do not receive payment from the insurance carrier, patients will be responsible for any remaining balance.

A fee of up to 25% of the procedure fee is charged for patients who miss or cancel without 48-HOUR NOTICE.

South Jersey Periodontics & Dental Implants, LLC charges $30 for returned checks.

If there are any questions, please do not hesitate to ask. We welcome the opportunity to help and provide the care our patients want and need.

Patient, Parent or Guardian Signature:___________________________________________________  Date: __________________________



NJ Dental Specialty #5659  • Clinical Asst. Professor, University of Pennsylvania
Diplomate, American Board of Periodontology

340 Egg Harbor Road  • Sewell, NJ 08080
T: (856) 256-7778  • F: (856) 256-7702  • W: www.sjperio.com  • E: info@sjperio.com

IMPORTANT INSURANCE INFORMATION (Please read carefully)

Here at South Jersey Periodontics & Dental Implants, LLC, we work together with insurance providers to
maximize your dental benefits. As a patient, you are able to save money on all periodontal treatment and
implant procedures, even if they are not covered, through our designation as a participating dental practice
with the various insurance companies listed below.

It is your responsibility to check with your carrier if we are in your network. Please note most plans generally
cover twoexams in a 12-month period. If you have any questions, please do not hesitate to contact our office.

Insurances we participate with: (as of January 2017)

           •  Aetna PPO (PPO/PPO II)         •   GEHA

         •  Ameritas                                 •   Guardian

         •  Assurant- DHA                        •   Horizon BCBS (Dental Option/PPO)

         •  Cigna                                     •   MetLife

         •  Delta Dental (Premier/PPO)      •   United Concordia 

         •  Dentemax                                  (National Fee for Service/Traditional/Advantage Plus)

         •  Fidelio                                    •   United Healthcare

Please be aware we may not participate with all plans associated with your insurance provider. For example, we
do not participate with BCBS Federal, Benecare and any HMO plans. 

If your insurance company is not listed, we can still provide you with excellent care and help with insurance-
related paperwork.  We can submit claims on your behalf to help maximize your benefits.   

For all patients with insurance, in or out of network, you are responsible for any balances not covered or paid for
by your insurance company. Please be aware payment is expected at the time of service. 

At South Jersey Periodontics & Dental Implants, we offer convenient office hours. 

           Monday                                              By appointment

           Tuesday                                              8:00 a.m. – 5:00 p.m.

           Wednesday                                          8:00 a.m. – 2:00 p.m.

           Thursday                                            9:00 a.m. – 7:00 p.m.

           Friday                                                 8:00 a.m. – 5:00 p.m.

Please call us to schedule your appointment.  



DANIEL KUBIKIAN, DMD

Born in Washington, D.C.
and raised in Roslyn, New
York, Dr. Daniel Kubikian
majored in Pharmacy at St.
John’s University in New
York.  In 2001, he received
the Doctor of Dental
Medicine degree (DMD)
from the School of Dental
Medicine at The University
of Pennsylvania.  

Dr. Kubikian continued his studies completing 
a 4-year post graduate program in Periodontics 
and Periodontal Prosthesis while earning the
Chairman’s Award from The University of
Pennsylvania.

Dr. Kubikian is board certified as a Diplomate of
the American Board of Periodontology and is an
Assistant Clinical Professor in the Department of
Periodontics at The University of Pennsylvania.  
He is a featured lecturer in implant dentistry at 
The University of Pennsylvania and Albert 
Einstein Medical Center.  He has lectured at the
Greater New York Dental Meeting and at various
meetings throughout the east coast.  Since 2007,
Dr. Kubikian has taught a comprehensive implant
course accredited by the New Jersey State Board of
Dentistry which is geared to provide state of 
the art implant education to the dental community.
In 2008, Dr. Kubikian founded the South Jersey
Dental Study Club which meets monthly and
provides continuing education lectures to the
dental community from prominent national and
international lecturers.

Outside of dentistry, Dr. Kubikian spends time
with his wife and three daughters.  He is an 
avid sports fan and enjoys baseball, basketball 
and football.

INSURANCE INFORMATION
(As of Winter 2014)

Our office accepts a variety of dental insurances and
our insurance coordinators are happy to assist you in
receiving the maximum benefit possible.  We
participate with many insurance companies and due
to this unique relationship, we are able to provide you
with as much information regarding fees and copays
on the day of your appointment.

The following is the list of insurance companies that
we participate with:

***Our office also sees patients who have other
dental insurances and we can provide
predeterminations to prepare you for your
insurance benefits.

FINANCIAL POLICY
Our office is committed to providing excellent dental
health care. We are also concerned with making it
affordable for you. At South Jersey Periodontics &
Dental Implants, LLC, we have various payment
plans, including CareCredit®, which enables you to
benefit from procedures immediately, while
comfortably managing your resources.  We accept 
Visa, MasterCard, American Express, Discover, checks
and cash.  Our office requires at least 48 hours notice
prior to cancellation to avoid a cancellation fee.

(856) 256-7778
www.SJPer io .com

FIRST VISIT
Your initial office visit consists of a
comprehensive periodontal examination
in order to provide an accurate diagnosis
and proper treatment plan.  Dr. Kubikian
performs a periodontal and occlusal
examination, taking necessary x-rays and
discussing medical and dental histories
before discussing the treatment plan with
you and your referring dentist.

Since a variety of risk factors, including
stress, teeth grinding/clenching, genetics,
smoking, diabetes and compliance to
preventative care can affect dental health,
it is important to gain an understanding
of any and all factors that may impact
recommended therapies.

Additional information and forms
available at www.sjperio.com.

Welcome
South Jersey Periodontics & Dental Implants, LLC
welcomes you to learn about our practice and
better understand the various treatments offered at
our facility.  We are here to answer any questions
related to periodontal and dental implant care as
we strive to offer comfortable, sophisticated and
quality therapies to our community.

Our office utilizes digital radiographs and
computerized clinical records.  We strictly 
adhere to Occupational Safety and Health
Association (OSHA) guidelines for infection
control and universal privacy protections.  A
combination of computer technology and the
latest in modern dental and surgical equipment
allows all aspects of our clinical and business
practice to function efficiently.

340 Egg Harbor Road
Sewell, NJ  08080

Aetna
Ameritas

Assurant-DHA
Blue Cross/Blue Shield

Cigna
DeCare

Delta Dental

Dentemax 
Fidelio

Guardian 
Horizon 
Metlife 

United Concordia
United Health Care

DANIEL KUBIKIAN, DMD
South Jersey Periodontics & 

Dental Implants, LLC
340 Egg Harbor Road

Sewell, NJ  08080
phone: (856) 256-7778

fax: (856) 256-7702
email: Info@SJPerio.com

www.SJPerio.com



Dental Implants
Dental implants are titanium screws which can provide a long term foundation for replacement
teeth that can look, feel and function like natural teeth.  Implants may preserve facial structure,
preventing the normal bone deterioration that occurs when teeth are missing.  The life
expectancy of a dental implant is usually for the rest of your life. 

Single Tooth Implant
A single dental implant can provide the foundation
for a new crown without drilling otherwise
healthy neighboring teeth (like in a conventional
tooth supported bridge) and can preserve gum and
bone structure.  

Multiple Teeth Implants
Implants can be placed either consecutively or
staggered over a span of missing teeth so a bridge
may be cemented on top of them.  The advantage
to planning a case like this is that the implant
bridge is not removable and it is not susceptible to
the normal problems of a tooth supported bridge.

Complete Arch Implants
Some patients are missing all of their teeth within
a single arch.  There are three major implant
supported options available to provide aesthetic
teeth with proper function.  These options include:
1) Implant Overdenture; 2) Implant Bridge & 3)
Implant Hybrid. 

Congenitally Missing Teeth
3-6% of the population are born with congenitally
missing teeth.  Often times, coordinating care with your
general dentist and your orthodontist can allow for
proper planning.  These cases prove challenging in order
to provide a functional and esthetic.

What is Periodontal Disease?
Periodontal diseases are often symptomless
infections in the gums and bone, which gradually
destroy the bony support around natural teeth.  If
left untreated, these infections can lead to loose
teeth, bad breath, bone loss and eventual tooth
loss.  Recent research has also linked periodontal
infections to heart disease, diabetes, respiratory
problems, stroke and osteoporosis. 

Scaling & Root Planing  
As part of basic periodontal therapy, scaling and
root planing is performed to help remove
microbial flora, bacterial toxins, calculus and
plaque.  The desired goal is to reduce the size of
periodontal pockets around teeth and make them
more maintainable by the patient.   

Pocket Reduction
After scaling and root planning procedures are
completed, pocket reduction may be indicated to
treat large remaining pockets which are too deep
to clean with normal at-home brushing and
flossing.  This predictable procedure involves
reshaping diseased gum and bone tissue.

Crown Lengthening
Crown lengthening is a procedure indicated to
either rehabilitate a tooth broken near or below
the gumline so that it can hold a crown or to
improve the aesthetics of a gummy smile.  It
involves reshaping gum and bone tissue.

“Wish I didn’t wait so long… the crown lengthening
was simple and I had immediate results!”
J.K., Philadelphia, PA

Gum Grafting
Gum grafting is recommended when recession of
gum around a tooth results in root sensitivity,
unsightly appearance or lack of gum tissue.  If
left untreated, the exposure of the root surface
may lead to cavities and tooth defects.

Periodontics

Gingivectomy
A gingivectomy (reshaping of the gums) is a commonly
used procedure to improve the appearance of excess or
overgrown gingiva.  Poor hygiene, active orthodontic
therapy (braces) and certain medications are some of the
more common causes of gingival overgrowth.

Frenectomy
The frenum is a fold of tissue that passes from the
movable lip or cheek onto the gum.  The frenum may
cause gum recession or interfere with tooth movement.
A frenectomy relieves this tissue from contributing to
further dental complications.

AfterBefore
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Multiple Implants Before Multiple Implants After

Complete Arch 
Implants Before
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“I am grateful for the support and hard work of 
Dr. Kubikian.  Dr. Kubikian was friendly and 
kind to me through my whole procedure.  His staff 
was very friendly making the procedure painless.  
My gums look Great!”
NB (Age 12), Woodstown, NJ

"It was not painful at all!  I'm glad that I got the work
done and I smile all the time now.  And I am very
confident with my smile. I am serious!  I feel more
attractive with my smile." 
M.K., Sewell, NJ

“The experience has been great.  Confidence….. Not only will
you restore your own self�confidence, but you can have
confidence in Dr. Kubikian and his skills!  I’m a new man!” 
P.M., Marlton, NJ
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