John N. Vartanian DDS, Inc.
1401 Avocado Ave, Suite 206
Newport Beach, CA 92660
(949) 720-0200
(949) 720-0281
mynewportbeachdentist.com

Dear Patient,

We are delighted to welcome you to our practice and are pleased that you’ve chosen us to
serve your dental needs. We are serious about providing superior dental care and proud of
our dedication to our patients. Our goal is to help you feel and look your very best through
excellent dental care.

Your first appointment will take approximately one hour. Please notify our office if you have
any heart conditions or recent joint replacements, as these require antibiotics prior to any
dental treatment. To facilitate being seen just as soon as possible at the time of your
appointment, we would appreciate it if you would complete the enclosed Patient Information
Form before your arrival. Please remember to bring it with you at the time of your
appointment along with any Dental Insurance cards that might apply to you or your family so
we can then include this information with your records.

Dr. Vartanian is offering to our new patients our take home NITE WHITE bleaching system
at $350, a $475 value, and our ZOOM in office power bleaching system at $650.00, a
$750.00 value. This discounted rate is only available on your first visit to our office. If
you are interested in taking advantage of our whitening procedure, please let us know when
you come in.

If you are unable to make the appointment you have scheduled with us, please notify us at
least 24 hours in advance. We would be glad to reschedule the appointment at a more
convenient time, if necessary. Driving directions and important forms can be found on our
office website at mynewportbeachdentist.com. In the meantime, we look forward to meeting
you and serving your needs.

Thanks again for choosing our dental practice.




DENTAL REGISTRATION AND HISTORY

i PATIENT INFORMATION

Date

ﬁ DENTAL INSURANCE

Who is responsible for this account? .

SS/HIC/Patient ID # Relationship to Patient
Patlent Name insurarce Co.
Group #
First Name Migidie Trital Is patient covered by additionat insurance? [JYes [JNo
Address
Subscribar's Name
E-mail
Birthdate 854
City
Reolationship to Patient
State Zip -
Insurance Co.
Sex (JM [OF Age
Group #
Birthdate '
ASSIGNMENT AND RELEASE
) Marriad [ Widowed O Single 0 Minor | certify that |, and/or my dependeni(s), have insurence covarege with
" and to
] Separeted [ Divorced (D Partnaredfor _____years N of rsaranca Companyiies] assign directly
Patiert Employer/School Dr. all insurance bonefits, if
any, otherwise payabls to me for services randered. | understand that 1 am
Gocupation financially responsitie for all charges whethsr or not pald by inaurance. | authorize
Employer/School Address the use of my signature on all insurance submissions.
The ataove-named dentist may use my health care information snd may disciose
such information %o the sbove-namad I%ranon Comparny(ias) and thelr agorts
; for the purpose of oblaining payment for sorvicea and determining insurance
Employer/School Phone (___) bensfils or the banefits peyable for related services. TIVS consent wiil end when
Spouso’s N my current treatmert plan is compilsted or one year trom the dats signed below,
Birthdate
‘Signature of Patient, Parent, Guardian or Parsonal Representative
SS#
Spouse's Employer Plaase print name of Patient, Parent, Guardian or Fersonal Reproseniatve
Whom k for refertd ?
may wo thank for g you Data Relabonship to Patisnt
ﬁ PHONE NUMBERS
Home | ) Work ( ) Ext Cell Phone ( )
Spouse's Work ( ) Bost time and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specily someone who does not livs In your household.)

Name Relationship
Horne Phone { ) Work Phone ( )
 DENTAL HISTORY
Reason for today’s visit Buming sensation on tongue [OYes JNo Mouth breathing 1Yes [ No
Chew on one side of mouth OYes [1No Mouth pain, brushing {1Yes [JNo
] Cigarette. plpe, or cigar smoking [J Yes [JNo Orthodontic treatmant [lYes []No
Former Dentist Clicking or popping jaw DYes [JNo Painaround ear [OdYas [JNe
Cly/State Dry mouth (dYes [JNo Periodonial treatment [ves [INo
, Fingernall biting OYes CINo Sensilivity to cold OYes [INo
Date of last dentat visit
o Food coflsction batween the teeth []Yes [JNo Sensfiivity to heat ClYes CINo
Date of last dental X-rays Foreign objects OYes [JNo Sensliivity to sweets OYes [INo
Place a mark on "yes” or “no” to indicate tyou  Grinding teeth {Yes (JNo Sensilivity when biting OvYes ONo
have had any of the following: Gums awollen or tender [JYes [INo Sores orgrawths In your mouth [JYes [1No
Bad bfeam (OYes CINo Jaw pain or tiredness OYes OINo o otten do you fioss?
Bleeding gurns [I¥es [ONo Lip or cheek biting {JYes [INo
Bligters on {ips or mouth OvYes [JNo Looseteethorbrokenfilings [JYes [JNo How atten do you brush?

{Vers D265504)
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;’ HEALTH HISTORY

Physician's Name Date of last visit

Have you ever taken any of the group of drugs collectively referred to as fen-phen?” These include combinations of tonimin, Adipex, Fastin (brand
names.of phentarmine), Pondimn (fenfluramine) and Redux (daxfenfiuramine). (JYes [JNo

Placo a mark on *yes" or “no” 10 indicate If you have had any of the following:

AlIDSHIV [AYes [JNo Epilepsy [dYes TONo RAadiation Treatment [OYes [INo
Anemia OYes [JNo Fainling or dizziness Oves [ONo Respiralory Disease OYes ONo
Arthritis, Rheurnatism OYes [ONo Glaucoma [OYes {]Nc Rheumatic Fever OYes ONo
Artificlal Heant Valves Yes INo Headaches OdYes [(ONo Scardet Fever OYes CONo
Adificial Joints OYas [JNo Heart Murmur [JYes [INo Shortness of Breath Oyes ONo
Asthma DYes TJNo Heart Problems IYes [JNo Sinus Trouble OYes (ONo
Back Problems OYes [ONo HepatiticType _ [ Yes [JNo Skin Rash OYes O No
Bleeding abnormally, with Ovyes CONo Hermpes OYes CONo Spacial Diet . OYes ONo

extractions or surgery High Biood Pressure C1Yes CINo Stroke CIYes [INo
Blood Disease DOves [INo Jaundice [JYes [1No Swollen Feet or Ankles OYes [INo
Cancer OYes [1No Jaw Pain OYes OONe Swollen Neck Glands OYes [CINo
Chemical Dapendeicy OYes [INo Kidney Disease OYes [INo Thyroid Problams OJYes ONo
Chemotherapy [Yes [JNo Liver Disease ClYes CINo Tonsilitis OYes [OINo
Circulatory Problems OYes CONo Low Blood Pressure OYes CONo Tuberculosis ClYes CINo
Congenital Heart Lesions  [Yes [INo Mitral Valve Prolapse OYes [ONo Tumor or growth ot heador  [JYes [INo
Cortisone Treatments Oyes [1No Nervous Problems OYes (ke neck
Cough, persistent or bloody  []Yes []No Pacemaker DOYes Oko Uicer UYes [INo
Diabetas OYes [No Psychiatric Gare [ Yes [JNo Venereal Disease OYes [JNo
Emphysama OYes [JNo Woeight Loss, unexplained [ Yes [JNo
Do you wear comtact longas? [JYas [ No
‘Women:

Are you.pregnant? (] Yes. [JNo Due date Are you nursing? [JYes [INo

Taking birth control piis? (] Yes [ No

MEDICATIONS ALLERGIES

List any medications you are currently taking and the camelating diagno- T Aspirin ] Local Anesthetic

) [ Barbiturates (Sleeping pills) [ Penicifiin

[ Codelne [ Sufta

Phone { ) [ Latex

[ﬁ UPDATES (To be filled in at future appointments)
Has there bsen any change in'your health since your last dental appointment? [1Yes [ Nec

For what conditions?

Are you taking-any newmedications? _ If so, what?

Patient’s Signature : _ : Date
Doctor's Signature Date

P AN PN I E NG INEIUO P IO I IONO IO NG T ITOIes IO I ORI ONTGE I PR IEr NG P NNEP PP OO RO IO NERIPAPOINPPI RGO NIPTIOPINRIIEINUPRUDIPOINONIPPIINIIPEPERIRED

Has there besn any change in your health since your last dental appoiniment? (JYes [ No
For what conditions?

Are'you taking any newmedications? | so, what?

Pationt's Signature, Date
Doctor's Signature Date




John N. Vartanian D.D.S., Inc.
1401 Avocado Ave Suite 206
Newport Beach, CA 92660

ABOUT YOUR INSURANCE BENEFITS
(Broken Appointments)

Benefit coverage is a contract between yourself, the insurance company and your
employer, not the dentist.

Dental benefit companies do not inform dental offices of changes to your policy.
Dental benefits do not cover 100% of your dentistry.

We encourage our patients to know their plan, in order to eliminate disappointments with
payment and reimbursement.

In order to keep our procedure fees reasonable and provide the highest quality dental
work, our office asks our patients to be responsible for all laboratory fees associated with
your treatment.

Often insurance companies are sending back approvals with requests for cheaper,
alternative treatment plans. Our office is happy to discuss any alternatives and choices
with our treatment plan prior to treatment.

Insurance benefits are estimates and there is no guarantee of payment until they receive a
claim. If your insurance company pays less than expected, you as the patient are
responsible for any differences they do not cover. Balances after 60 days become the
patient’s responsibility and are due in full.

It is your responsibility to make sure you are assigned to our office if your insurance
requires you to do so. If at the time of service you are not eligible in our office you will
be responsible for the full usual and customary fees.

Broken appointment without a 24 hours notice will carry a $100.00 charge. Three
broken appointments without a 24 hrs notice will force us to ask you to leave our
practice.

I have read and understand my responsibility for my dental insurance benefits.

Signature Date




ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement*™

1, , have been offered a copy of this office’s Notice of
Privacy Practices.

{Please Print Name}

{Signature}

{Date}

For Office Use Only

Woe attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

Individual refused to sign

O

O Communications barriers prohibited obtaining the acknowledgement

0O An emergency situation prevented us from obtaining acknowledgement
O

Other (Please Specify)

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires
the prior written approval of the American Denta! Association.

This Form Is scucational only, does not constituts legal advice, and covers only federsl, not state, law (August 14, 2002).



Patient Acknowiedgment of receipt of Dental Materials Fact Sheet

L

patient name

, acknowledge that I have received from John N, Vartanian, D.D.S., Inc.

a copy of the Dental Materials Fact Sheet dated October 2001.

The following document is the Dental Board of California’s Dental Materials Fact Sheet. The Department of
Consumer Affairs has no position with respect to the language of this Dental Material Fact Sheet; and its linkage

Patient Signeture

Date

to the DCA web site does not conistitute an endorsernent of the content of this document.

SAMPLE

conslinge an endorsement of the conient of this documoent.

Tne folowing document is the Dol Board of California’s Dental Materials Fact Sheet. The Department of Consumer Affairs
has no position with respect (o the language of this Dortal Matcriais Fact Sheet, and its linkage to the DCA Wb siic does not

The Dental Board of California

DENTAL MATERIALS FACT SHEET
Adopted by the Board on October 17, 2001

As required by Chapter 801, Statutes of 1992,
the Dental Board of California has prepared
this fact sheet to summarize information on the
most frequently used restorative dental materi-
als. Information on this fact sheet is intended to
encourage discussion between the patient and
dentist regarding the selection of dental materi-
als best suited for the patient’s dental needs. It
is not intended to be a complete guide to den-
tal materials science.

The most frequently used materials in restora-
tive dentistry are amalgam, composite resin,
gtass ionomer cement, resin-ionomer cement,
porcelain (ceramic), porcelain (fused-to-metal),

old alloys (noble) and nickel or cobalt-chrome
?base-melal) alioys. Each material has its own
advantages and disadvantages, benefits and
risks. These and other relevant factors are com-
pared in the attached matrix litled

materials used to restore the teeth. All materials
commonly used (and listed in this fact sheet)
have been shown - through laboratory and
clinical research, as well as through extensive
clinical use - to be safe and effective for the
general population. The presence of these
materials in the teeth does not cause adverse
health problems for the majority of the popula-
tion. There exist a diversity of various scientific
opinions regarding the safety of mercury dental
amalgams. The research literature in peer-
reviewed scientific journals suggests that other-
wise healthy women, children and diabetics are
not at increased risk for exposure to mercury
from dental amalgams. Aithough there are var-
ious opinions with regard to mercury risk in
pregnancy, diabetes, and children, these opin-
ions are not scientifically conclusive and there-
fore the dentist may want to discuss these opin-
ions with their patients. There is no research
evidence that suggests pregnant women, dia-
betics and children are at increased health risk
from dental amalgam fillings in their mouth. A
recent study reported in the JADA factors in a
reduced tolerance (1/50th of the WHO safe




