ABOUT YOU

E-mail Address:
Name
LAST FIRST M ME MRS MS DR
| prefer to be called: 7] Male [ Female
Birthdate: __/ /  Age: SS #:
Home Address:
APT/CONDO #:

STATE i

Dsinge [ Momied [ Divorsd [Widowed [ Separed

Hm #: ( ) Pager / Cell #:
Wit () Ext ___ DL#:
Employer:

Employer's Address:

How long there? Occupation:

Where & when are best fimes to reach you?

Whom may we Thank for referring you?

Other family members seen by us:

Previgﬂiﬁ. ,J;Lresent Dentist:

Last Visit Date:

SPOUSE INFORMATION

His / Her Nome:
Employer:
Wk #: ( ) Ext __ SS#

Birthdate: _/ /  Driver's License #:

INSURANCE COVERAGE
Primary
Dental Coverage: EB Yes B No

Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone #: ( )

Group # (Plan, Local or Policy #):

Insured's Name: Relation:
Insured's Birthdate: _ /  / _Insured’s ID #:
Insured's Employer:

Secondary

Dentol Coverage: [] Yes (] No

Insurance Co, Name:

Insurance Co. Address:

Insurance Co. Phone #: )

Group # [Plan, Locol or Policy #):

Insured's Name: Relation:
Insured's Birhdate: __ /  / Insured’s ID #:
Insured’s Employer: .

Person Responsible for Account:

Wk #: ( ) Ext __ Hm# | )
Relation: SS#:

Fmnlaver: DL#:

MEDICAL HISTORY

Do you have a personal physician? [l Yes [ No

Physician’s Name:
Phone #: ( ) Date of last visit:
Are you currently under the care of a physician? [ Yes & No

Please explain:




MEDICAL HISTORY continued

" Your current physical health is: [ Good [ Foir [ Poor

Are you taking any prescription/
over-the-counter or herbal supplement drugs?

Please list each one:

E Yes [ No

Have you ever faken Fosamax, or any other bisphosphonate? (] Yes [ No
Have you ever taken Phen-fen? B Yes E No

" For Women: mmm«mmamw UYes [Jho
Are you pregnant? [ ] Yes ] No Week #:
Areyounursing? [ Yes [ No

Have you ever had any of the following diseases or medical problems?

Y N Abnormal Bleeding Y N

Y N Alcohol / Drug Abuse Y N | Fever Blisters
Y N Anemia Y N High Blood Pressure

Y N Arhritis Y N HV*/ADS

Y N Arificial Bones / Joints / Valves Y N Hospilalized for Any Reason
Y N Asthma Y N Kidney Problems

Y N Blood Transfusion Y N liver Disease

Y N Cancer /Chemotherapy Y N low Blood Pressure

Y N Colifis Y N Mitral Valve Prolapse

Y N Congenital Heart Defect Y N Pacemaker

Y N Diabetes Y N Psychiatric Problems

Y N Difficulty Breathing Y N Radiafion Treatment

Y N Y N Rheumatic / Scarlet Fever
Y N Epi Y N Seizures

Y N Fointing Spell Y N Shingles

Y N Frequent Headaches Y N Sickle Cell Disease / Traits
Y N Gloucoma Y N Sinus Problems

Y N HayFever Y N Stroke

Y N Heart Atiack Y N id Problems

Y N Heart Murmur Y N T losis (TB)

Y N Heart Surgery Y N Uleers

Y N Hemophilia Y N Venereal Disease

Please list any serious medical condifion(s) that you have ever had:

Are you allergic to any of the following?

Y N Aspirin Y N Erythromycin Y N Mekls
Y N Codeine Y N Jewely Y N Penicilln
Y N Dentol Anesthefics Y N Latex Y N Tetracydine

Please list any other drugs/materials that you are allergic to:

DentAL HISTORY
Why have you come fo the dentist today?

Do you require antibiofics before dental reatment? @Yes @No
Are you currently in pain? &1 Yes 21 No Do your gums ever bleed? 11 Yes [ No
Have you ever had a serious / difficult problem associated

with any previous dental work? EmYes @ENo
Do you now or have you ever experienced pain /

discomfort in your jaw joint (TMJ / TMD)? @Yes ENo
Your current dental health is: [1Good ~ CiFair 1 Poor

Do you like your smile? mYes mNo
Would you like whiter teeth? 1 Yes ©1No  Fresher breath? [0 Yes £ No
How many times a week do you floss? aday doyou brush? _____
Typeof bristles? ~ mSoft [ Medium [ Hard

Do you smoke or use fobacco in any other form? @Yes ENo

P understand that the information that | have
” given today is correct to the best of my

knowledge. | also understand that this information
will be held in the strictest confidence and it is my
responsibility to inform this office of any changes in my
medical status. | authorize the dental staff to perform any
necessary dental services that | may need during diagnosis
and treatment with my informed consent.

Signature Date

I 1 his ofce occopts insurance, | undersond fha | am responsible for
payment of services rendered and also responsible for paying any co-
payment and deductibles that my insurance does not cover.

Date

Our office is HIPAA Compliant and committed to meeting or exceeding the
standards of infection control mandated by OSHA, the CDC and the ADA.




/Qum//ol’. Cureton, :D:DS

620 EAST ALVIN DRIVE, STE. E
SALINAS, CALIFORNIA 93906 FINANCIAL POLICY
TELEPHONE (831) 449-8363

Thank you for choosing us as your health care provider. The following is a
statement of our financial policy:

INITIAL VISIT
Payment in full is due at time of service. We accept personal checks.

TREATMENT FINANCING

Payment of your treatment in full is due at time of service. However, in
order to assist you with your health care investment, we offer the
following payment options:

1)  Cash- includes personal checks and money orders. A 5% discount off .
our fee will apply if your total account balance is kept at -0-

2) Visa/Mastercard

3) Care Credit- offers a separate line of credit with monthly

payments as low as 3% of the outstanding balance. An interest
free option is available.

INSURANCE

As a courtesy, we will process your insurance claims and estimate the
portion not covered by your plan. Our estimates are subject to final
approval by your insurance company; therefore, the amount due our office
is subject to change. You are responsible for any balance not paid by your
insurance plan within 45 days. Based on benefit verification, your
estimated part of the treatment cost is due at time of service and may be
paid by any one of the options listed above.

LATE FEES
A late fee of 1.5 % per month will be charged if your account becomes
delinquent.

MISSED APPOINTMENTS
Unless cancelled at least 24 hours in advance, a fee of $20.00 will be
payable for missed appointments.



Dr. Russell L. Cureton

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Address:

Telephone:; E-matll;
Patient #: Social Security #:

SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health infor-
mation to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether
to sign this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare oper-
ations, of the uses and disclosures we may make of your protected health information, and of other important mat-
ters about your protected heaith information. A copy of our Notice accompanies this Consent. We encourage you to
read it carefully and completely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change

our privacy practices. we will issue a revised Notice of Privacy Practices, which will contain the changes. Those

changes may apply to any of your protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:
Contact Person: Reception ist

831-449-8363

831-449-8364

Fax:

Telephone:

E-mail:
Adaress: 620 E. Alvin Dr. Suite E  Salinas, CA 93906

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your
revocation submitted to the Contact Person listed above. Please understand that revocation of this Consent will not
affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to
treat you or to continue treating you if you revoke this Consent.

SIGNATURE

i, have had full opportunity to read and consider the
contents of this Consent form and your Notice of Privacy Practices. | understand that, by signing this Consent
form, | am giving my consent to your use and disclosure of my protected health information to carry out treatment,
payment activities and health care operations.

Signature: Date:

If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’'s Name:

Relationship to Patlent:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
Include completed Consent in the patient’s chart.




Dr. Russaell L. Cureton

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

l. . 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:

O Individual refused to sign
O Communications barriers prohibited obtaining the acknowledgement
O An emergency situation prevented us from obtaining acknowledgement

[ Other (Please Specify)

© 2002 American Dental Association

Al 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 Dental Association. )

This Form is educational only, does not constitute legal advice, and cavers only federal, not state, law (August 14, 2002).



