Thanlk you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.
To help us meet all your dental healthcare needs, please fill out this hfurm

W

completely in ink. If you have any questions or need assistance, please ask us -
we will be happy to help.
Patient #
: i SS5#/SIN
Patient Information (conripential) Date
Name Birthdate m;ﬂtf Phone =
Y] ]
Address City Prov. Pré
Email Cell Phone
Chech iate Box: [IMinor Single [IMarvied [Divorced [Widowed [ Separated
oy ni e b _ o P tes _Full _ Pant
If Student, Name of School/College City Prow. LITime L] Time
Patient or Pavent/Guardian’ Employer Work Phone
; _ Stalef Zﬁ%
Business Address - City iy Prov 11,
Spouse or Parent/Guardians Name — Emplover ] Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency - Phone
Responsi art
Ib!e P y Relationship
Name of Person Responsible for this Account i to Patient
Address 4 e L Home Phone
Email . : Cell Phone
Drivers License#__ Birthdate __________ Financial Institution
Employer ey | 2 = Wil Phone S5&/5IN
Is this person currently a patient in our office? [ Yes [INo
For your convenience, we offer the following methods of payment. Please check the option you prefer: Payment in full at each appointment.
[l Cash Ul Personal Check Credit Card U1VISA [ MasterCand |'wish to discuss the offices payment policy.
_Insurance Information
Relationship
Name of Insured . = to Patient
Birthdate 55&/5IN i Date Employed
Name of Employer 3 Unionorlocal#____ Work Phone —_
' State .;rl}l.-_'
Address of Employer _ City Prose- s
Insurance Company Group # Policy/1D # o
: : atéf %‘
Ins. Co. Address City v o
How much is your deductible? How much have youused? _______ Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? (] Yes LINo IF YES, COMPLETE THE FOLLOWING:

Relationshi

Name of Insured (o Patient -
Birthdate SS#ISIN DateEmployed
Name of Emplover Unfonorlocal # __________ Work Fl

of Employ : n or Loc ?I?JIE(P one —,
Address of Employer Ciry Prow !
Insurance Company Group # Policy/1D #

5 : P m{tcyf %

Ins. Co. Address City T, A5

How much is your deductible? _______ How much have youused?_____________ Max. annual benefit
Over Please



Patient Medical History

Physician Office Phone Date of Last Exam
Yes Mo Yezs Mo
1. Are you under medical treatment now? oo B E 10. Are you wearing contacl lenses? ... ) ]
2. Have you ever been hospitalized for any 11. Are you allevgic to ov have you had any !mmﬁmr}mj:ﬂm'mg? :
surgical operation or serious illness within the last 5 years?......... 1 [] Local Anesthetics (c.g. Novocain) ... tel

If yes, please explain Penicillin or any other Antibiotics .. e e I O |
3. Are you taking anmy medication(s) BATDIUFTIES ccvvsoerssssssssssssrasssssnen SHEEHE

inclsding non-prescription MEdiciNe? ...........eooeoeeeoeersees s e 1| S-Ed_d!iu‘s....... e D L3

If yes, what medication(s) are you taking? j::::" [Q H
4. Have you ever taken Fen-PheWRedit? ... 5 | Any Metals (e.g nickel, ""m"’- etc).. v o
5. Have you ever taken Fosamay, Boniva, Actonel or any cancer IC‘;;E .':;:I;H;.fs; hm SLE R
& HT:MM containing SphOSPONGLES? v L 0 12. Do you have a persistent cough or throat clearing not

you taken Viagra, Revatio, Cialis or Levitra & : . ‘

b A T e R Egell associated with a known illness (lating more than 3 weeks)?.... [ []
STy T R e R N NN [ S | 13. Women Only: : e
8. Do you use controlled ubstances? ... oot O [ 5] ;; ::{il: E:Lr;'g:‘t"u or think you may be F'W" """ !'= 0l
&, Do you have or have you had any q{!ilefm'fawlrlg? ) Are you mkmgiml mmmn'pfm'\? b Bl

Yes No Yes DNo Yes No

High Blood Pressure ...........cc.oovoee [ =] Hear Diemsetse o 5ot P ] S Chest Pl i s ]

Heart Attack ................. ] e =] Cardiac Pacemaker ... Lo I g R Easily Winded .. [l

Rheumatic Fever ........... 00 [ Heart Murmur . o i AT |18 |4 .

Swollen Ankles ... 0 O  Angina .. e el A e £ ) Fever .FAiIﬂgtrs )i [

Fainting / Seizures ....... HERE l'mqumtfy Trtd ..... ot ! K0 08 [ Tuberculosis .. faals i

Asthma ... O O  Anemia. wwn ] [  Radiation Thr.rapy e

Low Blmj' Pn'ssurc At BR e Emph_yscmﬂ el e R W g I e R e S ol B O B

Epilepsy J'C'all'.-ufsmus e 2 B e P Cancer .. i 2 g | Recent 'Juhgh: Lass ....................... B e A

T e s RN ) T e Arthritis . e I O Liver Disease .. i R B N [l

7 e e e I B e B R T Rc!'ﬂm:ﬂnrrt! or nrl.plu.nl ol O Rearttoibe: L]

Kidney Diseases ......-........... [1 [] Hepatitis / Jaundice ................ i e Respiratory Problems .................... B E

AIDS or HIV Infection 0 O  sexually Transshitted Disease ...... OO0 (O  Miral valve Prolapse ... [ [

Thyroid Problem ............. B e . Stomach Troubles / Uleers ......... [ [ Other [ %)
Patient Denml Hlstmy
Name of Previous Dentist and Location Date of Last Exam

Yes No Yes No
1. Do your gums bleed while brushing or flossing?................. [1 [ 8. Do you have frequent headaches?.................oee. 1 [
2. Are your teeth sensitive to hot or cold liquidsifoods? ............ [ [ 9. Do you clench or grind your teeth? ..o : & j |:|
3. Are your teeth sensitive to sweet or sour liquidsffoods?.......... [ [ 10. Do you bite your lips or cheeks frequently?..........oo... [ [
4. Do you feel pain to any of your teeth?..........ccooovecvsnenn. L] [ 11. Have vou ever had any difficult extractions
5. Do you have any sores or lumps in or II[‘IIF} our mouth?....... ]t ] T L o s B S e i PR
6. Have you had any head, neck or jaw injuries? .........oococce. ] ] 12. Have you ever had any prolonged hltrdtr!j{
7. Have you ever experienced any of the following Jollowing extractions? .............. W

problems in your jaw? 13, Have you had any r.rnhudmirr Irmrlllml? i B P R

(212 17 e e B B S e R R R Bl 14, Do you wear dentures T T o e ] 3 |

Pain (joint, eax, side ::_[furc} ety £ Ll If ves, date of placement

Diffaculty in opening or cIusmg - )] 15. Have you ever received oral hygiene instructions

PRI e WD i icsionmsniiobissitivenstonntonin 1 - LD regarding the care of your teeth and gums? .................. ] [
16. Do you like your smile? ........ocremiccesimmsssmeens. L [

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorvect information can be dangerous to my health. I authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
andfor health practitioners. | authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits
otherwise payable (o me. I understand that my dental insurance carrier may pay less than the actual bill for services. [ agree to be responsible
for payment of all services rendered on my behalf or my dependents.

X
Signature of patient (or parent/guardian if minor) Date

Doctors Comments

Signature, Date
PATTERGOMN OFFICE GUPPLIES 1.600.637.1140 051101416306




A-DENTAL CENTER

FOR OUR PATIENTS:

I have received a copy of the “DENTAL MATERIALS FACT SHEET” dated October
2001 by the Dental Board of California. We are required by law to get signed
acknowledgement that all patients and /or guardian have received this information.

In order to simplify the practical application of the information in the “DENTAL
MATERIALS FACT SHEET?” the following is a summary of the materials we usually
use in our office:

1. WHITE FILLINGS (COMPOSITE RESINS AND BONDINGYS)
I understand that the treatment of my dentition involving the placement of
composite resin fillings, which may be more aesthetic in appearance than some of
the conventional materials that have been traditionally used, such as silver
amalgam or gold, may entail certain risks.

2. PORCELAIN (FUSE-TO-METAL)
These are more expensive than fillings and used where the tooth is not strong
enough to hold a filling. They have an excellent appearance (esthetics) and are
durable.

3. GOLD ALLOYS
These are expensive and durable restorations. They have poor appearance
(esthetics) but low incidence of allergic reaction.

It is our policy in any clinical applications to recommend the material that in our
professional opinion is the best combination of cost, durability, and appearance.

Please feel free to discuss any of this information with us.

Signature Relationship Date

Doctor Witness




A-Dental Center
Financial Policy

WE HAVE OUR DENTAL CARE TEAM/PATIENT RELATIONSHIP

We have several financial policy options available for your convenience. We have found that our
patients appreciate knowing exactly what dental financial responsibilities they will incur.
Therefore, we inform our patients about these policies before we begin treatment. Knowing this
ahead of time allows us all to arrange for the completion of the necessary dental treatment.

ESTIMATES FOR SERVICES

We will be happy to provide you with an estimate for the necessary dental treatment(s) that will
optimize your dental health. Please realize that this is simply an “estimate” and is not a
guarantee. In some cases, after treatment is started, there can be conditions discovered, which
could not be previously detected. If this should occur we will cease all work immediately, to
inform you of the new findings and additional fees, if any, and obtain your authorization to
continue. We will then assume no liability to provide services for fees quoted in any previous
estimates.

FINANCIAL STATEMENTS TO PATIENTS

We have made and continue to make every effort to keep down the cost of your dental care. Our
policy is to request payment at the time of your dental appointment. We try to avoid sending
statements, because the paperwork, postage, and manpower are costly and do affect our fees.

SPECIAL NEEDS ARE UNDERSTOOD BY US

We do our best to adjust to our patient’s financial requirements in planning for the investment in
optimal dental health. Our front office staff will work with you to arrange a treatment plan that
fits our timetable and budget.

NO QUESTION IS TOO SMALL FOR YOU TO ASK
Whether it is regarding your treatment by out Dental Healthcare Team, or your financial account
status. We ask our patients to call or come to the office anytime when there is a question.

I understand and agree that (regardless of my Dental Insurance coverage) | AM
ULTIMATELY RESPONSIBLE FOR THE BALANCE ON MY ACCOUNT FOR THE
SERVICES PROVIDED BY A-DENTAL CENTER. Any balance not paid within 30 days of
billing due and payable by patient. | agree to pay any collection fees, and/or court costs that may
be incurred to satisfy my obligation. | have read and understand all of the above information.

Patient’s/Guardian Signature Date

Doctor Witness




Notice Of Privacy Practices

Purpose: Thisform, Notice of Privacy Practices, presents the information that federal law requires us to give our patients regarding our privacy
practices. {Note: this form may need to be changed to reflect the dental practice's particular privacy policies and/or stricter state laws.} We must
provide this Notice to each patient beginning no later than the date of our first service delivery to the patient, including service delivered
electronically, after April 14, 2003. We must make a good-faith attempt to obtain written acknowledgement of receipt of the Notice from the
patient. We must also have the Notice available at the office for patients to request to take with them. We must post the Notice in our officein a
clear and prominent location where it is reasonable to expect any patients seeking service from us to be able to read the Notice. Whenever the
Notice is revised, we must make the Notice available upon request on or after the effective date of the revision in a manner consistent with the
aboveinstructions. Thereafter, we must distribute the Notice to each new patient at the time of service delivery and to any person requesting a

Notice. We must also post the revised Notice in our office as discussed above.

© 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 approva of the
American Dental Association.

This Formis educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).

A-DENTAL CENTER

NOTICE OF PRIVACY PRACTICES

THISNOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN
GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION ISIMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you this
Notice about our privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy practices
that are described in this Notice whileit isin effect. This Notice takes effect (MM/DD/Y R), and will remain in effect until we replaceit.We
reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by applicable law.
We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all health information that we
maintain, including health information we created or received before we made the changes. Before we make a significant change in our privacy
practices, we will change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this Notice,
please contact us using the information listed at the end of this Notice.

USESAND DISCLOSURESOF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to you. Payment:
We may use and disclose your health information to obtain payment for services we provide to you. Healthcar e Operations: We may use and
disclose your health information in connection with our healthcare operations. Healthcare operations include quality assessment and
improvement activities, reviewing the competence or qualifications of hedthcare professionals, evaluating practitioner and provider
performance, conducting training programs, accreditation, certification, licensing or credentialing activities. Your Authorization: In addition
to our use of your health information for treatment, payment or healthcare operations, you may give us written authorization to use your health
information or to disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in writing at any time. Your
revocation will not affect any use or disclosures permitted by your authorization while it was in effect. Unless you give us a written
authorization, we cannot use or disclose your health information for any reason except those described in this Notice. To Your Family and
Friends: We must disclose your health information to you, as described in the Patient Rights section of this Notice. We may disclose your
health information to a family member, friend or other person to the extent necessary to help with your healthcare or with payment for your
healthcare, but only if you agree that we may do so. Persons Involved In Care: We may use or disclose health information to notify, or assist in
the notification of (including identifying or locating) a family member, your personal representative or another person responsible for your care,
of your location, your general condition, or death. If you are present, then prior to use or disclosure of your health information, we will provide
you with an opportunity to object to such uses or disclosures. In the event of your incapacity or emergency circumstances, we will disclose
health information based on a determination using our professional judgment disclosing only health information that is directly relevant to the
person’s involvement in your healthcare. We will also use our professional judgment and our experience with common practice to make
reasonable inferences of your best interest in alowing a person to pick up filled prescriptions, medical supplies, x-rays, or other similar forms of
health information. M arketing Health-Related Services: We will not use your health information for marketing communications without your
written authorization. Required by Law: We may use or disclose your health information when we are required to do so by law. Abuse or
Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible victim of abuse,
neglect, or domestic violence or the possible victim of other crimes. We may disclose your health information to the extent necessary to avert a



serious threat to your health or safety or the health or safety of others. National Security: We may disclose to military authorities the health
information of Armed Forces personnel under certain circumstances. We may disclose to authorized federal officials health information required
for lawful intelligence, counterintelligence, and other national security activities. We may disclose to correctional institution or law enforcement
official having lawful custody of protected health information of inmate or patient under certain circumstances. Appointment Reminders. We
may use or disclose your health information to provide you with appointment reminders (such as voicemail messages, postcards, or |etters).

PATIENT RIGHTS

Access. You have theright to look at or get copies of your health information, with limited exceptions. Y ou may reguest that we provide copies
in aformat other than photocopies. We will use the format you request unless we cannot practicably do so. (Y ou must make arequest in writing
to obtain access to your health information. Y ou may obtain aform to request access by using the contact information listed at the end of this
Notice. Wewill charge you a reasonable cost-based fee for expenses such as copies and staff time. Y ou may also request access by sending us a
letter to the address at the end of this Notice. If you request copies, we will charge you $25 for each page per hour for staff time to locate and
copy your health information, and postage if you want the copies mailed to you. If you request an alternative format, we will charge a cost-based
feefor providing your health information in that format. If you prefer, we will prepare a summary or an explanation of your health information
for afee. Contact us using theinformation listed at the end of this Notice for afull explanation of our fee structure.)Disclosure Accounting:

You have theright to receive alist of instances in which we or our business associates disclosed your health information for purposes, other than
treatment, payment, healthcare operations and certain other activities, for the last 6 years, but not before April 14, 2003. If you request this
accounting more than once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.

Restriction: You havetheright to request that we place additional restrictions on our use or disclosure of your health information. We are not
required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency). Alternative
Communication: You have the right to request that we communicate with you about your health information by aternative means or to
dternative locations. {Y ou must make your request in writing.} Your request must specify the alternative means or location, and provide
satisfactory explanation how payments will be handled under the alternative means or location you request. Amendment: You have theright to
request that we amend your health information. (Y our request must bein writing, and it must explain why the information should be amended.)
We may deny your request under certain circumstances. Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-
mail), you are entitled to receive this Notice in written form

QUESTIONSAND COMPLAINTS

If you want more information about our privacy practices or have questions or concerns, please contact us. If you are concerned that we may
have violated your privacy rights, or you disagree with a decision we made about access to your health information or in response to a request
you made to amend or restrict the use or disclosure of your health information or to have us communicate with you by alternative means or at
aternative locations, you may complain to us using the contact information listed at the end of this Notice. Y ou also may submit awritten
complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your complaint with the U.S.
Department of Health and Human Services upon request. We support your right to the privacy of your health information. We will not retaliate
in any way if you choose to file a complaint with us or with the U.S. Department of Health and Human Services.

Contact Officer:

Telephone: Fax:

E-mail:

Address:

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







A-DENTAL CENTER

ACKNOWLEDGEMENT OF RECEIPT
NOTICE OF PRIVACY PRACTICES

**You may refuse to sign this acknowledgement**

I, , 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 Communication barriers prohibited obtaining the acknowledgement

o 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 dentist and 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 advise, and covers only federal, not state law. ( August 14, 2002)
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