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Welcome!
Our doctors and staff are delighted that you have chosen us to care for your dental needs.

We are proud to provide gentle, cosmetic oriented dental care to San Francisco. We utilize state-of-the-art
equipment and sterilization techniques. In addition to general dentistry, we offer treatment in cosmetic and
reconstructive dentistry. Invisalign orthodontics and Cerec (no temporary, one appointment porcelain
crowns and inlays) are a part of our high-tech cosmetic services. Our caring staff believes in providing a
comfortable atmosphere during treatment, so please let us know what we can do to make your office visit
as pleasant as possible.

Enclosed are patient information forms that you may complete at your convenience. Please bring them with
you to your appointment and if you have insurance, please bring a copy of your insurance card and/or your
insurance booklet. We are always happy to help you with your insurance.

Please feel free to contact us at (415) 421-4772 if we can be of further assistance.

We are very happy to have you as a new patient and look forward to meeting you at your scheduled
appointment.

Sincerely,

Cosmetic Dentistry Associates



|Patient Name

DENTAL HISTORY

Patient Account No. |Medical Alert

Welcome! So that we may provide you with the best possible care
please complete both sides of this medical/dental bistory form.
All information is completely confidential.

What is the reason for your visit today?

Date of Last Dental Visit Last Dental Cleaning Last Full Mouth X-rays
What was done at your last dental visit?

Previous Dentist’s Name

Address State Zip
Telephone

How often do you have dental examinations?
How often do you brush your teeth?. How often do you floss?
What other dental aids do you use? (Interplak, toothpick, etc.)

Do you have any dental problems now? Yes No

If yes, please describe:
Are any of your teeth senstive to: Have you ever had:
Hotorcold? Yes No Orthodontic treatment? Yes No
Sweets? Yes No Oral Surgery? Yes No
Biting or Chewing? Yes No Periodontal treatment? Yes MNo
Have you noticed any mouth odors or bad tastes? Yes No Your teeth ground or the bite adjusted? Yes No
Do you frequently get cold sores, blisters or A bite plate or mouth guard? Yes No
any other oral lesions? Yes No A serious injury to the mouth or head? Yes MNo

If so, please describe, including cause
Do your gums bleed or hurt? Yes No
Have your parents experienced gum disease

or tooth loss? Yes No Have you experienced:
Have you noticed any loose teeth or change Clicking or popping of the jaw? Yes No
in your bite? Yes No Pain? (joint, ear, side of face) Yes No
Does food tend to become caught in between Difficulty in opening or closing the mouth? Yes No
your teeth? Yes Ho Difficulty in chewing on either side of the mouth? Yes No
If yes, where? Headaches, neckaches or shoulder aches? Yes No

Sore muscles (neck, shoulders)? Yes No
Do you:
Clench or grind your teeth while awake or asleep? Yes No Are you satisfied with your teeth’s appearance? Yes No
Bite your lips or cheeks regularly? Yes No  Would you like to keep all of your teeth all of your life? Yes No
Hold foreign objects with your teeth?
(pencils, pipe, pins, nails, fingernails) Yes No Do you feel nervous about having dental treatment? Yes No

Mouth breathe while awake or asleep? Yes No If so, what is your biggest concern?
Have tired jaws, especially in the morning? Yes No
Snore or have any other sleeping disorders? Yes No Have you ever had an upsetting dental experience? Yes No

Smoke/chew tobacco or use other tobacco products? Yes No If yes, please describe

Is there anything else about having dental treatment that you would like us to know? Yes No
If yes, please describe
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Patient Name j MEDICAL HISTORY

;Palient Account No. 'Medical Alert
1. Have you been under the care of a medical doctor during the past two Years?.............oooiiiiiiiiiii e Yes  No
If yes, for what?
Physician's Name Phone
Address City State Zip
2. Have you taken any medication or drugs during the past two years?.............. vieeeennnn. YOS No
3. Are you taking any medication or drugs currently, including regular duses uf aspmn or over- the counter herbal medlcmes?. ............ Yes No

If yes, please list name and dosage
4. Have you ever taken any prescription drugs for weight loss, including Fen-Phen (fenfluramine-phentermine); Pondimen (fenfluramine);

and Redux (dexfenfluraming)?. ... ... oo e R Yes No
If yes to the above, did you have a medical exam for heart issues?............... et e e et eaaaaraane.. TES No
5. Are you aware of having an allergic (or adverse) reaction to any medlcatlon or substance'? .................... BN Yes  No
If yes, please list:
6. Have you been a patient in the hospital during the past five years?................ SUPUOUPUTRRRUUPPPRRRRR (-I- S | ]
7. Indicate which of the following you have had, or have at present. C|rcle “yes" or ‘no to each |tem
Heart (Surgery, Disease, Attack).... Yes  No 1 - P Yes No Hepatitis A B  C (circle) ... Yes No
ChestPain....................... Yes MNo  Diabetes.......... TR Yes No Venereal Disease.................. Yes No
Congenital Heart Disease.......... Yes No  Thyroid Problems................ Yes No AlDS.... Yes No
Heart Murmur..................... Yes No Glaucoma. . ................... Yes No H.LV. Positive..................... Yes No
High Blood Pressure............. Yes  No Contactlenses................ Yes No Cold Sores/Fever Blisters........... Yes No
Mitral Valve Prolapse.............. Yes No Emphysema. .................. Yes No Blood Transfusion................... Yes No
Artificial Heart Valve. .............. Yes No Chronic Cough. ............... Yes  No Hemophilia........................ Yes No
Heart Pacemaker................. Yes No Tuberculosis. ........oovvnnnn. Yes No Sickle Cell Disease. ............... Yes No
Rheumatic Fever.................. Yes  No Asthma.............ccooveinns Yes  No Bruise Easily....................... Yes No
Arthritis/Rheumatism............... Yes No HayFever................... Yes No Liver Disease. .................... Yes No
Cortisone Medicine. .............. Yes No Latex Sensitivity. . ............ Yes No Yellow Jaundice.................. Yes No
Swollen Ankles................... Yes No  Allergies or Hives............. Yes No Neurological Disorders............. Yes No
Stroke. .. ... Yes No Sinus Trouble. . ............... Yes No Epilepsy or Seizures.............. Yes No
Diet (Special/Restricted). ......... Yes No Radiation Therapy. . ........... Yes  No Fainting or Dizzy Spells............. Yes  No
Artificial Joints (hip, knee, etc.)..... Yes No Chemotherapy. ............... Yes No Nervous/AnXious.................. Yes No
Kidney Trouble..................... Yes No TUMOMS. .. eeeees Yes  No Psychiatric/Psychological Care..... Yes  No
8. Do you use more than two Pillows 10 SlEBD T ... ..o e e e s Yes No
9. Have you lost or gained more than 10 pounds in the past year?............oocovei e Yes - No
10. Do you have or have you had any disease, condition, or problem not hsted‘?‘. ......................................................... Yes No
If yes, please list: - . =
11. Women: Are you pregnant or think you may be pregnant? Yes, ___Months  No Nursing?  Yes No
12. Women: Do you use birth control medications? . ... ... ... e e Yes  No

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to ask
the respective health care provider or agency, who may release such information to you. I will notify the dentist of any
changes in my health or medication.

Patient/Guardian Signature Date

[ Fistory Review

L Dentist Signature _ — = Dets

e e T )
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Financial and Insurance Policy
Please take time to read and sign the office financial and insurance policy.

Here in the Cosmetic Dentistry Associates office, we are committed to providing you with the best possible care and
are pleased to discuss our professional fees with you at any time. Your clear understanding of our Financial and
Insurance Policy is important to our professional relationship.

> All patients must complete the “Patient Information & Medical Form” before seeing the Doctor.

» Full payment is due at the time of service unless other financial arrangements are made.

» For your convenience, we accept CASH, PERSONAL CHECKS, VISA, MASTERCARDS, and AMERICAN
EXPRESS. A financial payment program is also available through CARECREDIT® or CHASE HEALTH
ADVANCE™.,

At our office, we value our patients as well as their time. We would like to ensure that you receive the best quality
dental care around. This is why it is very important that as a patient you value our time and efforts in giving you that
one on one dental care that you deserve.

»  Forty-Eight hour business day notice is required when rescheduling or cancelling an appointment. This
enables us to offer another patient that time slot with enough notice. If you fail to give us notice we have the
right to place a $75 fee on your account.

MONTHLY STATEMENTS

A monthly statement with current charges and payments, including insurance billings will be sent to you. Pending
estimated insurance benefits will appear on your statement until we receive payment from your insurance company.
Billing fees of 1.5% per month are added all unpaid balances after 30 days from the date of service.

INSURANCE ASSIGNMENT

As a convenience to you, we will be happy to submit your insurance claims. The insurance company, not our office
determines the dental benefits that you will receive. The estimated insurance coverage is not a guarantee of payment
and is between you and the insurance company. All charges incurred are your responsibility. Please keep your
insurance information current by notifying us in writing of any changes in employment, insurance coverage, and efc.

| have read, understand and agree to the above. | hereby authorize “Cosmetic Dentistry Associates,” to submit and
sign insurance claims on my behalf. | hereby authorize the release of any information, pertinent to my case, to my
insurance company or their agents. | understand that this authorization is a direct assignment of my rights and
benefits under my policy and that payment will be made directly to “Cosmetic Dentistry Associates.”

Patient’s Signature Date

Printed Name

Cosmetic Dentistry Associates
One Embarcadero Center | Lobby Level | San Francisco, CA 94111 | (415) 421-4772



Oral Screening Consent Form

Our practice continually looks for advances to ensure that we are providing the optimum level of oral health care to
our patients. We are concerned about oral cancer and look for it in every patient.

One American dies every hour from oral cancer. Late detection of oral cancer is the primary cause that both the
incidence and mortality rates of oral cancer continue to increase. As with most cancers, age is the primary risk factor
for oral cancer. Tobacco and alcohol use are other major predisposing risk factors but more than 25% of oral
cancer victims have no such lifestyle risk factors.

We have recently incorporated Velscope® into our oral screening standard of care. We find that using Velscope®
along with a standard oral cancer examination improves the ability to identify suspicious areas at their earliest stages.
Velscope® is similar to proven early detection procedures for other cancers such as mammography, Pap smear, and
PSA. Velscope® is a simple and painless examination that gives the best chance to find any oral abnormalities at
the earliest possible stage. Early detection of pre-cancerous tissue can minimize or eliminate the potentially
disfiguring effects of oral cancer and probably save your life. The Velscope® exam will be offered to you annually.

This enhanced examination is recognized by the American Dental Association code revision committee as CDT-5

procedure code D0431; however, this exam might not be covered by your insurance. The fee for this enhanced
examination is $40.

Yes. | authorize the clinician to perform the oral cancer screening. | accept financial responsibility for this enhanced
examination if my insurance company does not currently cover this procedure.

Print Name;

Signature: Date:

No. | would prefer not to have an oral cancer screening at this time.

Print Name;

Signature: Date:

Cosmetic Dentistry Associates
One Embarcadero Center | Lobby Level | San Francisco, CA 94111 | (415) 421-4772
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