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Drate == . Who is responsible for this account?
SSHIC/Patien 1D # == : Ratationship fo Patiant
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Subscriber's Name
Birthdate 554
Relationship to Patient

Insurance Go.

Sex [ [IF Ape
Birthdale

Group & ___ =
{1 Married [7] Widewnael [] Single ] Mingr ASSIGNMENT AND RELEASE

) I cenifty that | asndior my dependents), have insurance coverage with
[ Separated [] Diverced [ Partnered for _____ yaars

_ and assign dineclly 0

Cecupation
s = gl inswancs banshts, il
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rasponsibi for. 8 charges whether.or nol paid by insurancs. | authsnize the usa of
Employer'School Address iy signature on all insurance submissions.
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EmploverSchosi Phoner . ) tha purpose of ohiaining paymant f senices and determining instrancs benefis o
the benafls pavabie bor related services. This consent will end when my clerent
Spouse's Mame - traatment plan is compleled of one yoar Trom the dale signed besow.

Birthdate
S5# :
Spouse’s Employer o : ~ Flease prnt name of Paliant. PArent, Guardan of Porsanal Haproseniative
Whom may we thank for referdng you?

PHONE NUMBERS

Home | } Work | ¥ Ext

. s————

SpousesWork [ i . Best time and piace 10 reach you
IN CASE OF EMERGENCY, CONTACT (Specify someons who does not live in your household.)

Marme Retationship
Harme Phone | 1 Work Phone |

DENTAL HISTORY

Reason for today's visit Burning sensation on tongue Mouth breathing [ Yes
Chew on one side of mouth mj Moith pain, brushing []¥es
> Cigaretle, pipe, o cigar smoking [ Orthedontic treatment [ Yes
Former Dentist Clicking or popping jaw L Pain around ear [ Yes
CitySate. Diry mouth T Yes Periodontal treatmerit [Oves
Fingednail Biting 4 Sensitivity to cold [ Yes
Sl bt donied visn Food cofiection between the teeth [ Sensitivity to haat [ Yes
Dateoflastdental Xerays _ Foreign objects ] | Sensitivity to sweels [Oes
Place a mark on “yes” or "na” 1o indicate f you  Grinding teeth Sensitivity when biting [Oes
hawve had any of the following: Gurmg-swollen or terder [ Sores or growths in your mouth [ Yes
Bad breath [I¥es (1Mo Jaw pain or tiredness
Blaeding gums [d¥es Mo Lipor cheek biling
Blsters on ips o mouth [J¥es [ MNo- Loose leeth or rosen fillings Ho often do you brush?

~ Name of Insurance Company(es)

Signature of Patient, Parent, Guardian or Personal Reprosoniatve

= Dy T Felamonship o Patient

How often do you fioss?

R0 = B 2004 Mipdhesl APV Pross” 1-000-320-2170




HEALTH HISTORY

Physicdan’sMame: - : Date of last visit
Have you ever laken any of the group of drpgs collectively refarred 1o as Yen-phen? These include combinations of lonimin, Adipex, Fastin (brand
rarmes of phenterming), Pondimin (fenfluramine) and Redux (dextenfivramine). [Tves I No

Place a mark on “yes™ or ‘no” 1o indicate f you have had any of the fofleeing:

AlDSHN ClYes [No Epilepsy Cyes [JNo Respiratory Disease O¥es [JNo
AneEmia ClYes [INo Fainting or dizziness_ ClYes [INo Rheumatic Fever CiYes [CINo
Arthritis. Riwumatism [Jves [INo Glaucoma Clyes [Iho Scarbet Fever Cl¥es [INo
Arthcial Hoart Valves [I¥es (N0 Headaches Cyes [Oo Shoriness of Breath [IYas [INo
Artihcial Joints [IYes [ 1Mo Heart Murmur [I¥es [CiNo Sinus Trouble [OYes [No
Asthma [ves Mo Heart Problems [Cl¥es [Iho Skin Rash O¥es [ONo
Back Problems [I¥es Mo HepatitisType __~ [1¥es [INo Special Diet [¥es [ONo
Bleeding abnormally, with [dves []Mo Herpes [Cl¥es [No Stroke D_‘!'Eﬁ CINo

Extraclions of surgery High Blood Prossure ClYes [ONo Swoflen Feetl or Ankles ClYes Mo
Bived Disease [1Yes []No Jaundice [lYes [INo Swollen Neck Glands Cves CiNo
Cancer O¥es [lho Jaw Pain Cives [ONo Thyrowd Problems Cl¥es [INo
Charnical Dependency Cl¥es [[INo Kidney Disease Clves ClNo Tonsillitis Clves [Mo
Chematharapy [1¥es [INa Liver Disedse Cives [CINa Tuberculosis C¥es []Mo
Circulatory Problems CYes: ko Low Biood Pressure CYes [IMNa Tumnar or growth on head or [ 1 Yes [1No
Congenital Heart Lesions  [1¥es [INO  pval Valve Prolapse [1Me ek

Gortisone Treaiments [lYes [1No Nervous Problems [JYes Mo Ulcer [IYes [INo
Cough, persistent orbloody [ ¥es [1No Pacemaker Cl¥es [No Venereal Disease Yes [INo
Diabetes Chves: Mo Psychiatric Care Cte Weight Loss, unexplained  []¥es [ No
Empliystma ClYes . [ Mo Radiation Treatment [¥es []No

Do you wear contact lenses? [[Yes ] No

Woman:

Are you pregnant? [J¥es [ Mo s Are you nursing? [1Yes [T No

Taking birth conteol pills? [ Yes  [INo

MEDICATIONS ALLERGIES

List any medications you are curmently taking and the comrelating ] Aspirin
diagnosis:

] Bartxturales (Sleeping piits)
[ Codeing

[T lodine

[] Latex

U P DATE S {To:be filled in at futurs appointmaeants)

Has there bean any change in your health since your st dental appoimment? T Yes T No

For whal conditions?

— = 2

Arg you taking any now medications? _ It'so, what? _ e e — - ———
Patient’s Signature . Tl __ _ Dam
Docior's Signature Date

R N

Has thers baen any change in your health since your kst dental appoiniment? [I%es [ No
For what conditions?

Are you taking any new medications?
Patient's Signature
Doctad's Signature




NEW SMILE DENTISTRY

11010 Foothill Blvd, Ste, 120
Rancho Cucamonga, CA 91730
(909) 481-8881

CONFIDENTIAL HEALTH HISTORY

ARE YOU ALLERGIC TO OR HAVE YOU HAD A REACTION TO ANY OF THE FOLLOWING: (Please
Circle)

Aspirin Valium Tetracycling

Darvon Demerol Vicedin

Codeine Penicillin Percodan

Local Ancsthetic Latex Food —
Nitrous Oxide Erythromycin Metal

Others

ARE YOU TAKING OR HAVE YOU TAKEN ANY OF THE FOLLOWING IN THE LAST THREE
MONTHS (Please Circle)

Recreational Dirugs = Bisphosphonates (Fosamax)

Over the Counter Medicines Antibiotics
Weight Loss Medication Supplements
Tobacco in any form Aspirin

Alcohol Others .
ALL PATIENTS

Yes Mo Do you have or have you had any other disease or medical problems NOT
Listed on this form?
If YES, please explain:

Yes Mo Have vou ever been pre-medicate for dental treatment?

IFYES, why:
Yes Mo Have you taken Fen-Phen?
If YES, when:
Yes No Is there any issue or condition that you would like to discuss with dentist in private

The practice of dentistry involves treating the whole person. I the dentist determines that there may be a potentially
medicallv-compromised situation; medical consultation may be needed prior to commencement of dental treatment. |
authorize the dentist 1o contact my physicians.

I certify that I have read and undersiand this form. | have answered every guestion completely and accurately. f will
inform the dentist of any change in my health and/’or medication. { will not hold my dentist or any other member of
his staff responsible for any errors or omissions that | may have made in the completion of this form

Patient’s/Guardian Signature: Date:




DENTAL TREATMENT CONSENT FORM

Paten! Mame Birihdate

Flease read and initial the items checked below. Then read and sign the section at the botiom of Torm.

1. WORK TO BE DONE

| understand thal | am having the following work done- Fillings Bridgaes Crowns Extractions,
Impacied teeth removed: General Anesthesia Root Canals v

{Imitiats
2. DRUGS AND MEDICATIONS

| understand that antiiotics and anabgesscs and olher medicatons can cause allergc reactions causing redness and swelling of lissues, pam, Rching,
vomiting. andor anaphylache shock (Severa allarge reachon)

{Initials. ]
3. CHANGES IN TREATMENT PLAN

I wnderstand that dunng realment t may be necessary 1o change or add procedares because of condilions found while working on tihe testh that
ware nob discoversd during examnation, the most-commion being reol canal iherapy foliowing routing restorative procedures: | gve my permession 1o the
Denlist 16 make ary/all changes and addtions a5 nacassary

{Eritizals ¥

4. REMOVAL OF TEETH

Alternalives o removal have been exploned to me (rool cana! thesapy, crowns, and penodontal segery, eto ) and 1 authorize-the Dentist o rermowe
the followeng 1eeth B and any others necessary Jon reasons i paragraph #3. | understand removing teeth does not
atwiays remove afl the mbachon, f pragent, and i may be necessary o have further breatmeant, | undesstand the risks invalved. in having leeth removed,
some of which are pain, swelling, spread of infaciion, dry socket, fass of lealing in my 1eeth, lps, iongue and Surroending tissee (Paresthesia) thal can
lag) lor an indefinae pernod 'of ime (days o monthsh or imcisred jaw. | undarstand | may nead further treatment by a speclalist or aven hospitalization if
complications anse during or following treatment, the cost of which s my responsibility

{Inatzals ]

5. CROWN, BRIDGES AND CAPS

1 undersiand hal sometemas il s nol possibbe 1o malch the codor of naturnd Weth axadciby with artificial teath. | luriher understand that | may be Weanng
emporary crowns, which may comeofl eagily and that | must be carelul o ensure that thay are kept on untif the pesmanent crowns are delvered. | realize
the final opportunity 1o make changes in my new crown, Dridoge, o cap (incheding shape, 1. size, and color) will be belooe cementation

{Indtizks: 3

6. DENTURES, COMPLETE OR PARTIAL

| resahie shat Wl or partkel dentures and artilicial, constructed of plastic, metal. andior porgelain. The problems of wearing these apphances have been
explained to ma. incleding lcosenass, sorenass. and posgible breakage. | realize the final opporunity 1o make changes in my now daniures (mcluding

shape, fit. stze, placement. and color) will b the “weeth in wax tey-in visi, | undersiand thal maost dentines requang ralining approximataly threa o twelee
maonihs aftar mitial placemant. The cost o this procedure 5 not ncluded inthe inital denture fea

{Initiaks i
7. ENDODONTIC TREATMENT (ROOT CANAL)

| realize there s no guarantes that roo! canal reatment will save my 1eoth, and that complicalions can accus fromm the ieatment; and that occasionally
metal objects ang cementid in the tooth. or exend through the root. which does nol necessarily allect the success of the freatment. | urderstand thiat
occasionally additional surgical procedures may be necessary following root canal treatment (apicoeciomy)

{Inibials ]
8. PERIODONTAL LOSS (TISSUE & BONE)

I wndersiand that | have a senious condition, causing gum and bone infection of loss and that it can léad 1o the loss of my leath. Alternative traatmant
plans hanse been explainad 1o me, induding gum surgery, replacements and'or exiractions, | unterstand thal tadertaking amy demal procedunes may have
a fulure adverse effect on my perodontal condilan,

{Initiats )

| undersiand thal dentsiny s nol anoexact science and that therefore, reputable practilioners cannol guarantee results. | acknowledge that no
guaramnee or asswance has been made [0 me by anyone regarding the dental treatment that | have requested and authonzed for my sell or ovw minos
child. | hanee had full epportunity 1o discess and ask questions regarding the dental reatmen!, and all questions have been answered o my satisiaction,

Signatura of Patiem, Parent Guaidan of Perzonal Represenlatnvg Drabe

Plewsa pring name of Pation, Parent, Guasdian or Personal Heprescntative i Ralationship ko Pabant

(Wers DEEEE0L) F21153 - £ 200 Mesthcal Arts Prass® 1-800-328-2179




FORMA DE CONSENTIMIENTO PARA TRATAMIENTO DENTAL

Por favor e y escribe las iniciales op sy nombre an cade wio aw los
sigiienies parralos, v lea y firme 18 secoidn al pie de esia forma. MNombre del Paciente

[l 1. TRATAMIENTO A HACERSE

Entiendo que me haran el siguiente fratamianto; Empasia Fuentes Coronas. Extraccien da Dientog Extraccion de
Bientes Impactados _Anestesia Géneral Conducto Radicular o {Iviciales N 1

[ | 2. FARMACOS ¥ MEDICAMENTOS

Entiendo gue los antibiGlicos y analgésicos y olros medicamentos pueden causar réacciones alérgas causanda el snrgjecimiento e
inflamacion de tejidos, dolor, comerdn, vamity, ywo chogus anatiaction (reaccion alargica severa)., {Inigiales o |

] 3.CAMBIOS EN EL PLAN DE TRATAMIENTO

Entiendo gue durante &l tralamiento puede gque sea necesano cambiar o anadir procedimientos debido & ias condicicnes que se
encuaniren mieniras se da o Batamiento a mi dentadura qee no hayan sido encontradas durante fa examinacion, siendo lo mds comiin
la terapia de conducto radicular, seguido- de procedimientos restauralives rutinaros. Doy mi permiso al Dentista para gue haga
cualquiertodos los cambios y anadiduras necesanos, (Iniciales -, |

[ 1 4. EXTRACCION DE DIENTES

Se me han expicado las allernativas a una extraccion de digntes (lerapia de conducio radiculdr, Coronas, y canigia penodontal, ete) y autori-
20 al Denbista exiraenme oS sgueentes denies N Y cusalguier offofs) que sea necesan por motves descritos
en el paralo 43, Enfiendo que la extraccion de dlenteﬁ no s'lerrlprtr remueve toda la infeccion. ‘51 la hay, v puede gue necesite tratamiento adi-
cional. Enfiando cudles son los riesgos de una exiraccion de dientos, akgunos:de los cuales son daids, inflamacion, propagacion de i infeceion,
alvecio seco, pardida de sensibilidad en mis dentes, labios, lendua ¥ tejfide circundanie (Parestesia) que puede durar por un paricda de bempo
ndefirats (dias o meses). o quiiada raciurads, Entiends que pueds necesitar ralamiento-adicional por un especalista o hasta ser hospitalizade
st resultan complicacionas duranie o despues del iratamiento, v 28 mi responsabilidad pagar por el coslo de esfo.  (Iniciales b

[] 5.CORONAS, PUENTES Y CAPERUZAS

Enfiendo que algunas vecss no es posible igualar exactamenta el color de fa dentadura postiza al de Ia demadura natural, Ademas entiendo
que puede que Iraiga coronas lemporaies que pueden cagrse facimente y que debo lenar curdade para asegurarme de que no-se caigan hasta
que s& enlreguen Bs coronas permanentes. Estoy enterado que 2 altima oportunidad para hacer cambios a mi nueva corona, peenle o cape-
ruza {inchuyends cambios an la fonma, adaplacion, tamano, y oolor) & tendre antes de 18 cemeantaciin (Iricades b

[ | & DENTADURAS POSTIZAS, COMPLETAS O PARCIALES

Estoy enterado de que las dentaduras postizas completas o parciales son artificiales, construidas de plastico, matal, ywo porcelana. Se
me han axphcado los problemas que pueden SuTiir pol usar eslos aparatos, incluyendo alicjarmento, dolor, y-posibie roplura. Entiendo
que la ultira oporfundad pam hacer cambios en mi noeva denfadors postiea (incluyends cambios en.la forma, adaplacion, tamano, y
color) da tendré cuando asisla a la consulta para probarme los “diemtes en cera”, Entlendo gue la mayoria de las dentaduras postizas.
requieren olra alineacion aproximadamenie de (res a doce meses despucs de la colopacion imcial. El costo de este procedimiento. no
estd incluido en el cosio iniciz! de la-dentadura pastiza {Iniciales }

] 7. TRATAMIENTO ENDODONTICO (CONDUCTO RADICULAR)

Entierdo que o hay garantia de que el ratamiento de- conducto radicular salvara mi diente, v que pueden presenfarse complicacionas
por el fralamienio, y gue an ocaslones, se cemanian ohietos de metal enel diente o se exiienden a través del conducto radicular, 1o cual
no nacesariamanta afecta ol éxito del ralamienio Entiendo que an ocasiones pusde necesitarse de procedimientos quinigicos adi-
clonales despuds de un rafamienio de conducto radicular (apicoectomia), {Iniciales - 3

[ ] 8. PERDIDA PERIODONTAL (TEJIDO Y HUESO)

Enbendo que tendgo una condicion grave, que esta causando inflamacion o pévdida de enciasy de huaso, y gue puede causar | peérdida de 'mis
dientes Se me hanexpbcado planes de ratamiento alternatives, inchiyvendo cirugia de la encias, reemphazo vio extracciones, Entendo que & some-
larse & cuakuier procedimiento dental puscae fenar un efecto nagatng an al ftura en mi condicion perodontal (Iraciales L

Entiendo que la odontologia ni &5 una ciencia exacta y que, por lo lante, practicos acreditados no pueden garaniizar resultados por
completo, Reconoson que nadie me ha garaniizado o asegurado nada respecio al tratamienio denial gue he soliciado y autorizedo. He
tenido la oportunidad de leer esta forma y hacer prequintas. Estoy satistecho que me han respondido a las prEgUntas. I:r-:.:y i COMSEn-

timiento para que sa lleve a cabo el tratamisnto. propuesto,

Firma del Paciente Fecha

Firma de! Padre/Tutor 5i el paciente es menor de edad Fecha
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New Smile Dentistry
11010 Foothill Blvd.. Ste 120
Rancho Cucamonga, CA 91730

PATIENT COMSENT FORM

You have the right to review our Notice of Privacy Proctices before signing this Patient Consent
Form. Please take the time to do so now. A copy will be provided upon request,

You have the right to request that we restrict how your PHI is used or disclosed for Treatment,
Billing/Payment, or Dental Office Operations. Request for Restriction of PHI must be submitted
to the OCP in writing and signed by you as specified in our Notice;

Our office does not have to agree with your Request for Restriction of PHL If we
agree to your Request for Restriction of PHI, we shall honor that agreement.

You have the right to revoke this Potient Consent Form. Rewvocation of Consent must be
submitted to the OCP in writing and signed by you as specified in our Notice;

A Revocation of Consent, does not affect disclosures made prior to the date the
Revocation was made.

Your signature below signifies your consent to the use and disclosure of your PHI by our office
during Treatment, Billing/Payment, Dental Office Operations as outlined in our Notice

This Patient Consent was signed by:

[Print Name of Patient) (Relationship to Patient)

Patient’s Signature Date




NEW SMILE DENTISTRY
11010 Foothill Blvd. Ste. 120
Rancho Cucamonga, CA 91730
FPhone: (909) 481-8881
Fax: (909) 481-7722

NOTICE OF BROKEN APPOINTMENT POLICY

IR . acknowledge that [ have been informed of New Smile

Dentistry’s policy regarding broken appointments. [ have been given the information
regarding the details of this policy and I have been given the opportunity to discuss and
ask any questions or concerns regarding this policy. I understand that a $25.00 broken
appointment fee will be charged for each patient who has broken a scheduled
appointment without giving New Smile Dentistry a 24 hour cancellation notice. |
understand that if my appointment was on a Saturday a $50.00 broken appointment fee

will be charged. 1 acknowledge and consent 1o this policy.

Signature of Patient or Parent of Minor Date

Printed name of Patient




