DENTAL REGISTRATION AND HISTORY

E PATIENT INFORMATION Z# DENTAL INSURANCE
_Date Who is responsible for this account?
SE8/HIG/Patient 1D # Rslationship to Patient
Patient Name Insurance Co.
Last Name
Group #
First Name Middle Initial Is patient covered by additional insurance? []Yes [ No

Address Subscriber's Name

E-mail Birthdate SS#

City Relationship to Patient

State Zip Insurance Co.

Sex (0M [IF Age Group #

Birthdate ASSIGNMENT AND RELEASE §
| certify that |, and/or dependent(s), have insurance coverage witl

[ Married [ Widowed [ Single [ Minor fy Prete 9

and assign directly to

(] Separated [C] Divorced [[] Partnered for years Name of Insurance Company(ies)

Patient Employer/School Dr, all insurance benefits, If
any, otherwise payable to me for services rendered. | understand that | am

Oceupation financially responsible for all chargas whether or not paid by insurance. | authorize

the use of my signature on all insurance submissions.
Employer/School Address

The above-named dentist may use my health care information and may disclosa
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
Employer/School Phone ( ) benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Spouse’s Name

Birthdate Signature of Patient, Parent, Guardian or Personal Representative
SS#

Please print name of Patient, Parent, Guardian or Personal Represantative

Spouse's Employer

Whom may we thank for referring you? Date Relationship to Patient

3 PHONE NUMBERS

Phone ( ) Work ( ) Ext Cell ( )
Spouse’s Work ( ) Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)
Name Relationship
Home Phone ( ) Work Phone ( )

DENTAL HISTORY

Reason for today’s visit Burning sensation on tongue [CJYes [JNo Mouth breathing [ClYes []No

Chew on one side of mouth [JYes [JNo Mouth pain, brushing [ClYes [ No

s Cigarette, pipe, or cigar smoking [JYes [JNo Orthodontic treatment [CJYes [JNo

Former Dentist Clicking or popping jaw [lYes [INo Pain around ear []Yes [JNo

City/State Dry mouth [JYes [JNo Periodontal treatment [CIYes []No

Fingernail biting [JYes []No Sensitivity to cold [ClYes []No

Datsofiastdentsl iai Food collection between the teeth [[]Yes [[JNo Sensitivity to heat [C]Yes [Tl No

Date of last dental X-rays Foreign objects CIYes [JNo Sensitivity to sweets [CIYes [No

Place a mark on “yes” or “no" to indicate if you Grinding teeth [JYes [JNo Sensitivity when biting ClYes [ No

have had any of the following: Gums swollen or tender [JYes [JNo Sores or growths in your mouth [[]Yes [JNo
Bad breath [CJYes [INo Jaw pain or tiredness CYes [No How often do you fioss?

Bleading gums [Yes [JNo Lip or cheek biting [ClYes [1No

Blisters on lips or mouth [IYes []No Loose teeth or broken fillings [JYes [JNo How often do you brush?
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5 HEALTH HISTORY

Physician's Name Date of last visit
Have you ever used a bisphosphonate medication? Common brand names are Fosamax, Actonel, Atelvia, Didronel, Boniva, [JYes [JNo

3
Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin (brand

names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). ClYes [] No _ 2
Place a mark on “yes” or “no” to indicate if you have had any of the following:
AIDS/HIV [CJYes [JNo Epilepsy [OYes [JNo Respiratory Disease [lYes []No
Anemia [CJYes [JNo Fainting or dizziness [CYes [ No Rheumatic Fever OYes [JNo
Arthritis, Rheumatism [JYes [INo Glaucoma [JYes [JNo Scarlet Fever [Yes [INo
Artificial Heart Valves [OYes []No Headaches [JYes [JNo Shortness of Breath [ClYes [INo
Artificial Joints [CYes [ONo Heart Murmur ClYes [JNo Sinus Trouble CYes [No
Asthma [OYes [JNo Heart Problems COYes [INo Skin Rash [Yes [1No
Back Problems [ClYes []No HepatitisType ____ [JYes [JNo Special Diet [JYes [INo
Bleeding abnormally, with [CYes [No Herpes [CJYes [No Stroke ClYes [1No

exiractions or surgery High Blood Pressure CYes [JNo Swollen Feet or Ankles [COYes [ONo
Blood Disease CdYes []No Jaundice [Yes [JNo Swollen Neck Glands [Yes [JNo
Cancer OYes [INo Jaw Pain CYes [JNo Thyroid Problems CYes [INo
Chemical Dependency ClYes [JNo Kidney Disease [JYes []No Tonsillitis [lYes [JNo
Chemotherapy ClYes [JNo Liver Diseass [ClYes []No Tuberculosls [ClYes [ No
Circulatory Problems [IYes [JNo Low Blood Pressure [CJYes []No Tumor or growth on head or  []Yes [ No
Congenital Heart Leslons [lYes []No Mitral Valve Prolapse ClYes [JNo neck
Cortisone Treatments [ClYes [1No Nervous Problems ClYes [JNo Ulcer [ClYes [ No
Cough, persistent orbloody []Yes [[]No Pacemaker C]Yes []No Venereal Disease OYes [INo
Diabetes [lYes [JNo Psychiatric Care CYes [JNo Weight Loss, unexplained CYes [ONo
Emphysema CYes [JNo Radiation Treatment OYes [INo
Do you wear contact lenses? [JYes []No
Women:

Are you pregnant? [JYes [J No Dus date Are you nursing? CJYes [T No

Taking birth control pliis? [JYes [ No

| MEDICATIONS ALLERGIES

|-

Ia!st any_rnedications you are currently taking and the correlating ] Aspirin [] Local Anesthetic
S ] Barbiturates (Sleeping pills) ] Penicillin
[ Codeine [ Sulfa
Pharmacy Name O lodine [ Other
Phone ( ) ] Latex

UPDATES (To be filled in at future appointments)

Has there been any change in your health since your last dental appointment? [JYes [] No

For what conditions?

Are you taking any new medications?____ If so, what?
Patient's Signature Date
Doctor's Signature Date

L R R R R I I T T I R I R R R R SR R R )

Has there been any change in your health since your last dental appointment? [JYes [] No

For what conditions?

Are you taking any new medications?______ If so, what?

Patient's Signature Date

Doctor’s Signature Date




GENERAL DENTISTRY INFORMED CONSENT

ITEM

CHANGES IN TREATMENT

I understand that during treatment it may be necessary to change or add procedures due to
condition that are revealed once treatment is started on the tooth/teeth that are not evidfm
during routine external examination, the most common being root canal therapy, following

rourine restorative procedures.

REMOVAIL/EXTRACTION OF TEETH .
Alternatives to removal/extraction of teeth (root canal therapy, crowns, periodontal surgery,
etc.) have been explained to me and I authorize removal of the following teeth:

and any others necessary, due to changes as explained in #1 above. I understand that further
treatment may be necessary, as complete removal of my infection may not occur with extraction
alone, I understand some of the risks involved In extraction are pain, swelling, infection, dry
socket, loss of feeling in teeth/lips(s)/tongue/surrounding tissue (parathesia), that can last for
an indefinite period of time (days, months, or longer), and/or a fractured jaw(s). I understand
I may need further treatment by a specialist and/or hospitalization if complications arise during,
or following treatment, the cost of which is my responsibility.

CROWNS / BRIDGES / CAPS

I understand that it is not always possible to match the exact color of the natural tooth/teeth
with artificial material, I further understand that I may be wearing temporacy crown(s), which
may unexpectedly become detached and that I must be careful to ensure that they remain on
until the permanent crown(s) is cemented into place. I understand thar the final opportunity to
make any changes in my ordered crown(s), bridge(s), or cap(s), including shape, fit, size and
color, will be before they are permanently cemented into place,

DENTURES, COMPLETE OR PARTIAL

I realize that full or partial dentures are artificial, constructed of plastic, metal, and/or porcelain.
The problems of wearing these appliances have been explained to me including looseness,
soreness, and possible breakage. I realize the final opportunity to make changes in my new
denture(s), including shape, fit, size, placement, and color, will be at the scheduled try-in
appointment. I understand thar most dentures require relining, usually after three to six
months. The fee is not included in the initial denture(s) fee.

ENDODONTIC (ROOTCANAL) TREATMENT

I understand that there is no guarantee that this treatment will save my tooth/teeth and further
understand that complications may arise from treatment. I understand that occasionally,
additional surgical procedures (apicoectomy) may be necessary following root canal treatment
and the fee is not included In the initial root canal fee.

PERIODONTAL (TISSUE & BONE) TREATMENT

I understand thar I have a serious disease condition, causing gum and bone infection and that it
can lead to the loss of my tooth/teeth. Alternative treatment plans have been explained to me,
including, surgical and non-surgical therapy, replacements, and/or extractions. I understand
that undertaking any restoration procedures before eliminating periodontal disease will have
adverse effects on the success of these restorations.

DENTISTRY

I understand thar dentistry is not an exact science and that reputable dental practitioners cannor
guarantee results. I acknowledge that no guarantee or assurance has been made by anyone
regarding dental treatment that I have requested and consented to having pecformed, [T
understand that each dentist is an individual practitioner and is responsible for the dental care

rendered to me. I understand that only the treating dentist is responsible for my dental
rrearment.

Signature below indicates approval and consent of items #1-7 described above:

Patlent Dare

Address,

Pleasant Hill Dental Group / 1894 Contra Costa Blvd., Pleasant Hill, CA 94523 / p: 925.692.2010 f: 925.692.2063




S6) PLEASANT HILL DENTAL

(;‘—-ami/y. Coometic & Sedation Denﬁ.ih-y

Cancelation Guidelines

Thank you for choosing Pleasant Hill Dental, the center for Laser and Sleep Dentistry. We would like to
take a moment to explain our appointment guidelines. We ask that if you need to change a scheduled
appointment in our office that you give at least 48 hours notice. Last minute changes to our schedule
make it difficult for us to to give your appointment time to another patient in need. If more than one
appointment is changed without proper notification a $50.00-$150.00 refundable reservation fee will be
required on all subsequent appointments scheduled in our office. Please show your acknowledgement of
this guideline by signing below.

Patient Signature Date

Acknowledgement of Privacy Practices

My signature confirms that | have been informed of my rights to privacy regarding my protected health
information, under the health insurance Portability & Accountability Act of 1996 (HIPAA). | understand
that this information can and will be used to:

e Provide and coordinate my treatment among a number of health care providers who may be
involved in that treatment directly and indirectly

e QObtain payment from third-party payers for my health care services

e Conduct normal health care operations such as quality assessment and improvement activities

| have been informed of my dental providers Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my protected health information. | have been given the right
to review and receive a copy of such Notice of Privacy Practices. | understand that my dental provider
has the right to change the Notice of Privacy Practices and that | may contact this office at this address
1894 Contra Costa Blvd. Pleasant Hill, CA 94523 to obtain a current copy of the Notice of Privacy
Practices.

Patient name (print) Date

Signature

Relationship to Patient

For office use only
We were unable to obtain the patients written acknowledgement of our Notice of Privacy Practices due
to the following reason: Circle one: The patient refused to sign  communication
barriers....... Emergency situation.......Other



