PATIENT INFORMATION

(PLEASE PRINT)
E. MAIL

Name Birth Date
Referred by s i s
If patient Is a minor, give parent's or guardian's name Relationship
O Male U Female Marital Status: [ Single O Married U Divorced 4 Widowed
Address City State Zip
S5 # Cell Phone # Home Phone
Employer Position Bus. Phane
Bus. Address City State Zip
Who should be notified in case of an emergency Phone Lk
Name of nearest refative not living with you Phone
Purpose gf this appointment
Name Birth Date
Employer i Position ooy Bus. Phone
Bus. Address City State Zip
S5 # Cell Phone #
Do you have insurance: Uyes O No If yes complete the following
Name of Insured l S5 # Relatienship
Birth Date Insurance Company Group No.
Is  patient covered by other Insurance: O Yes ONo If yes, complete the following
Name of Insured S5 # Relationship
Birth Date *_Insurance Company Group No

TERMS AND CONDITIONS

As a condition of treatment by this office, | understand financial agreement must be made in advance. The prachice depends upon
reimbursement from the patients for the cost incurred in their care and financial responsitility on the part of each patent must be determinad
before traatment

All emargancy dental services, or any dental service performed without prior financial agreements, must be paid for in cash at the time
senvices are performed. | understand the dental senvices furnished 1o me are charged directly to me and that | am personally responsible for
payment of all dental services. If | carry insurance, | understand that this office will halp prepare my nsurance forms lo assist in making
collections from insurance companies and will credit such collections to my account. However, this dental office cannot render sersces on
the assumption that charges will be payed by &n insurance company.

A sendice charge of 1 1/2% per month (18% per annum), (but in no event more than the maximum rate permissible under state law) will
be charged on the unpaid principle batance on all accounts not paid within 60 days of ireatment date A fee will be charged for appomtments
cancelled with less than 24 hour notice :
| understand that the fee estimate listed for this denial care can only be extended for a period of six (&) months from the date of patients
EXamination.

In consideration of the profezsional servces renderad o me, or at my reguest, by the Doctor and / or hus staff, | agree to pay. theretore, the
reasonable value of the said senvices 1o the said Doctors, of his assignes at the time said services are rendered, of within five (5) days of
bifling if credd shall be extendsd. | further agree that the reasonable value of said services shall be billed unless objected 1o by me, inwiiling.
within the time of payment therefore. Additionally. | agree that a waiver for any breach of any term or condition hereunder shall not constituts
of waner of any further term of condition. | further agree that in the event that sither this office or | institule eny legel procesding with respect
to amounts owed by my for services rendered, the prevailng party in such proceedings shall be entitled 1o recover all costs ncurred
inciuding reasonable attormeys’ fees. | agree to have any issue of dental malpractice decided by neutral arbitration and | give up my right to @
jury of court trial
I grant my permmission to you, of vour assians, to telephone me at home or &t my work to discuss matters relatad to thes form
I have read the above conditions of treatment and agree to their content

Signed Date

PLEASE COMPLETE BOTH SIDES




Have you ever taken Fosamax, Boniva,
Actonal or any other medications containing bisphosphonates?.................. [IYES [INO

HEALTH QUESTIONNAIRE

These guestions & for your benefit and agsurs that traatment will take info consideration your past and preseni health status. Some guestions may seem unrelated o your
denial condition, but they are associated with proper oral health cars.
Please answer all questions. Circle or check Yes or No where appiicable.

E: Are you sensitve or allergic to: (O Penicillin; 3 Erythromycin; O Tetracycline; O Suifa Drugs, D Aspiin; O Godaarna 3 Latex
0ther 1Other, Plaase list

MEDICAL HISTORY

1. Amyounow under ihecare of a physician? (Give name of physician and phone number Yes MNo
1 50, what is the condition Deing freated?

2 Haveyou ever been hospitalized or had any Senous HIneSs O DDRrEION T . ottt e e Yes MNo
ff 50, please descibe

3 Areyou taking any medicine QYes (No
ff 50, what?
Have you ever baen pre-medicated with antibiotics for your dental tReatmant? .. ... ot er et e e s ... Yes No

6. Doyou have orhave you had any of the following:
TES HO TES HO YES NO YES NO YES MO
VP Mkl Vahe Prolacee) o a| Ashma a a| Stomach Ulicers g a| Thyrod Disease g a| Leukemia oo
Heart Murmur o o| Tuberouloss(T.E) o o| Cold5ores a o KidneyDuease o a| Cancer aa
Rrevrrate Fover 8 o Hepes a a| BruiseEasily a a| LverDsease o a| TunosorZosts o o
|oint Replacement o o| jundce o o] SnusTrouble o o| Respratory Dease a a | Chemotherspy oo
Artifical Prosthesis o o| HepatitsABC(odel) o o| DificutynSwallowing o o Sickle Cell Disease ® o| RadigicnTrestrent o o
Gaxorrs g a| Venerea Diceace a a| Paninjaw joint a a| BoodDsease a o Other oa
Dhabetes o o (Sehils Gonomnea) o o| AllergesorHives o o| Memal Disorder ao
High Bioad Presure a a| HVPoste o a| Emphysera a a| Cerebral Palsy ano
Heart Condtion a 9| Acouredimmune o a| Arhms o o Epdepsy orSeizure ana
Stroke a af DefSynd (AD5) Psychatrie Treatment o a | MNenwous Disorders oo
Excess Bleeding o o Bood Trasision a o| Cortisone Medicine a o| Fartling Spells oo
Fhﬂ‘qﬂu& aao Head Inunes aa
Are you taking any recreational drugs (maniuana, cocaine, efe.)? Do you have any dneg addiction?. Yes Mo
phease explan
B Areyoulaking any blood thinner medicing? OCoumadin TiPlEvix  DElC Yes Mo
T Havayoutaken FEN-PHEN of REDIDS GE POMDIMINT .. .. .o i i s b e e s miare o s B e s Db s S e Do g Yes Mo
10. Do you wear a cardiac pacemnaker, 6r have youhad hear SUrgeny (WNEM)T .. ... u e e Yes MNo
1. Coyou have any disease, conditior) or problem not isted that you think I should knowabout? ... ... . ... Piiieeieeins YRS NO
is0, What? -
12, (Women) Are you pregnant? Fsohowmanymonths . s el e Yes Mo
13, (Women) Do you have any problems associated with your menstrual penod? ... ..o oo e .. Yes HNo
14 PWomen) Do o falke Bt COMMEIIET . ... i s sommimis s B ks s R A S 8 s e S e Yes Mo
DENTAL HISTORY
1. Have you ever had a local anesthetic (NOVOCaINE, BI. )7 . ... ... . Yes Mo
2. Have you ever had any unfavorable reaction from a bocal anesthelle? ... . o e e Yes Mo
3. Have you ever had any serious frouble associaled with any previous dental treatment? .. . L Yes Mo
If 50, Explain?
4, Howlong since yourlast full mouth X-Rays? e
5. Howlongsinceyouriast Dental Teatment?
B Poos datinl ament male VODSMOUED -, - oo i comtar el Sl s s e s Yes Mo
IfYes, Cheek s : [ Slighty O Modermtely 11 Extramaly
T 'n'nfouid B L= = =T = Yes MNo
To the best of my knowledqge, all of the preceding answers are trus and correct. If | ever have any change in my health or il my medications change, | will, without
E&Infor"ﬂ the dottnrgmlatxl appointment, REVIEWED BY DO NOT WRITE IN THIS SPACE
Year2 Year1 Year 2 Year3
Changes in Health YEAR 1 Date
Uate __Signature —-—— ot B i BP I { |
Yeard YEAR 2 Pulsa e
Changes in Health Temp
ST YEAR 3 By
Health Questionnaire MUST be updated every year!

copies of wich will be given 1o me upon my mequest, Al services are rendered and accepted under the terms and conditions printed on the reaverse heraof
S1gnect Datea

COMSENT FOR THEATMENT. | herety grant autharity 1o the denlisi(s) in charge of the care of the patient whose name appears on ihis Health History form, 1o administer such
anasthetics, sedalives, nitrous codde sedation and infravenous sadation, and io perform  such operations as may be deemed necessary or advisable in the disgnosis
arl:ih'ﬂﬂﬂ'l‘eﬂtolmmlm":. | have been informed of all possible complications of e procedunes, anesthatics and /o drugs. | also ACkROWMWO08 that | have been proviced

display a copy of DENTAL MATERIALS FACT SHEET adopted on Ociober 17, 2001, as wel a3 a copy of tha "NOTICE OF PRIVACY PRACTICES” taking efect on April 14, 2003,

by

Authorzabon must be signed By The patent, or Dy e mearest relatie in he @6 nfanma'-nmnm patient = phy=cally or mentalfy noompetant

Relatisnship to the patiant: ; )i i




Fountain Valley Dental Esthetics

17800 Brookhurst Sle. A | FOUNTAIN VALLEY CA, 92708 | (714} 387-4227

Written Financial Policy

Thank you for choosing Fountain Valley Dental Esthetics. Our primary mission is to deliver the best and most
comprehensive dental care available. An important part of the missicn is making the cost of optimal care as
easy and manageable for our patients as possible by offering several payment options.

Payment Options:

Y'ou can choose from:

- Cash, Check, Visa, Mastercard, American Express or Discover Card
We offer a 10% courtesy accounting adjustment to patients who pay for their treatment with cash or
2 check prior to completion of care for treatment plans of $1000 ar mare.
- Convenient Monthly Payment Plans' from CareCredit
o Allow you to pay over time
= MNo annual fees or pre-payment penalties
Please note;

Fountain Valley Dental Esthetics requires payment prior to the beginning of your treatment. If you choose to
discontinue care before treatment is complete, your refund will be determined upon review of your case.

\We accept payment in thirds for treatments over $1500. For plans requiring muitiple appointments, alternative
payment arrangements may be provided.

We also offer third party financing for treatments over $600.

For patients with dental insurance we are happy to work with your carrier to maximize your benefit and directly
bill them for reimbursement for your treatment.?

A fee of $75 (or max allowed by insurance) Is charged for patients who miss or cancel more than 1 time in
a calendar year without 24-hour notice.

Fountain Valley Dental Esthetics charges $25 for returned checks.

If you have any guestions, please do not hesitate to ask. We are here to help you get the dentistry you want
or need.

Patient, Parent or Guardian Signature Date

Patient Name (Please Print)

piecl i oradd approval

zver if wa do net receive gayment from your insurance carrier within 90 days, yuu will oe resaansizle for payment of your
wzatimant tees and collection of your benefits directly from your insurance carried.



Authorization to Release Medical Information

I authorize this facility to speak to the following family members or my personal
representatives regarding: (check one)

O All medical information, including but not limited to records pertaining to
examinations, treatments, consultations, billing records, x-rays and reports,
history, laboratory findings, admissions and discharge reports, treatment records,
Diagnosis and prognosis records, nurses and doctors notes

00 Only the following types of information:

Medical Information shall only be released to the following persons:

£ : Relationship
2. : - Relationship
3. ' Relationship

This authorization form shall remain valid (check one)
O Until revoked in writing
7 Until ;20

I understand that I may terminate this medical release form. I must notify this facility in writing
regarding termination and effective date. I know that I am entitled to receive a copy of this

agreement.

Name Date

Signature




HIPAA Privacy Rule of Patient Authorization Agreement

Authorization for the Disclosure of Protected Health Information for Treatment, Payment, or
Healthcare Operations (§164.508(a))

, (patient’s name) understand that as part of my healthcare, this facility

originates and maintains health records describing my health history, symptoms, examination and
test results, diagnosis, treatment and any plans for future care or treatment. | understand that this
information serves as:

a basls for planning my care and treatment

a means of communication among the health professionals who may contribute to my
healthcare; '

a source of information for applying my diagnosis and surgical information to my bill;

a means by which a third-party payer can verify that services billed were actually provided;

a tool for routine healthcare operations such as assessing quality and reviewing the competence
of healthcare professionals

| have been provided with a copy of the Notice of Privacy Practices that provides a maore complete
description of information uses and disclosures.

| understand that as part of my care and treatment it may be necessary to provide my Protected Health
Information to another covered entity. | have the right to review this facility’s notice prior to signing this
authorization. | authorize the disclosure of my Protected Health information as specified below for the
purposes and the parties designated by me.

Consent to the Use and Disclosure of Protected Health Information for Treatment, Payment, or
Healthcare Operations (5164.506(a))

| understand that:

Signature of Patlent or Legal Representative Witness
Printed Name of Patient or Legal Representatives Witness

Date

I have the right to review this facility’s Notice of Information practices prior to signing this
consent;

This facility, reserves the right to change the notice and practices and that prior to
implementation will mall a copy of any devised notice to the address I've provided if requested;
| have the right to request restrictions as to how my protected health information may be used
or disclosed to carry out treatment, payment, or healthcare operations and that this facility is
not required by law to agree to the restrictions requested.

I may revoke this consent in writing at any time, except to the extent that this facility, has
already take action in rellance thereon.

It is this facility’s procedure to share Protected Health Information with labs, x-rays, consulting
physicians, and hospitals. We will call the pharmacy of your choice regarding your prescriptions.
We will only exchange minimum necessary Protected Health Information for each transaction.

i




