(This information is necessary for our files and will be considered CONFIDENTIAL) Date

i SRR _PATIENT INFORMATION

patient's Name Age Patient’s Birthday O male |
‘ i First Initial [ Female |
If patient is a minor, give name of parent or legal guardian Relationship
Residence Address - _ . For how long? 7 o
Street City State  Zipcode [ own [] Rent
Patientis: [] Married [J Single [] Divorced [ Separated [] Widowed [J Minor Email Address
Driver's License No. Social Security No. Res. Phone
 Employed by For how long? ' Cell Phone )
Employer Address Occupation
Street City State Zipcode Bus. Phone
Spouse's Name Driver's License No. Soc. Sec. No. —
 Employed by For how long? ' Occupation ;
Employer Address 7 Bus. Phone !
Street City State Zipcode |
| Name of nearest relative not living with you _ Relationship ) _ |
Complete Address ) Res. Phone . .
Street City State Zipcode
Name of Physician - - Telephone _ o
Physician's Address - - [J 1have no physician
Street City State Zipcode
Former Dentist - - - _ Telephone - I
Dentist's Address _ - ) Do you wish to speak to the j
Street City State  Zipcode doctor privately? |
Why are you changing dentists? [ Yes [J No ‘
Purpose of appointment?
Is this office visit for Emergency Dental Care? [] Yes [] No If yes, please explain {
Whom may we thank for referring you? - o _ o ‘ .
FINANCIAL INFORMATION
'Person responsible for this account S  Relationship ~ Telephone ]
Address N - " o Cell Phone - .
Street City State  Zipcode ’
PREFERENCE OF PAYMENT: [] Cash on day of treatment [ creditCard  No. Exp. Date
Name of Insurance Company (primary insurance)
Insured's Name Birthdate Relationship Soc. Sec. No.
| Name of Group Dental Plan Group No Plan No [
| Name of Insurance Company (secondary insurance) !
Insured's Name Birthdate Relationship Soc. Sec. No. |
' Name of Group Dental Plan o Group No Plan No '

T S R b S R O D R e |

As a condition of treatment by this office, I understand financial arrangements must be made in advance, The practice depends upon reimbursement from the patients for the costs
incurred in their care and financial responsibility on the part of each patient must be determined before treatment.

All emergency dental services, or any dental service performed without pror financial arrangements, must be paid for in cash at the time services are performed.

[ understand that dental services furnished to me are charged directly to me and that | am personally responsible for payment of all dental services. If I carry insurance, 1 understand
that this office will help prepare my insurance forms to assist in making collections from insurance companies and will credit such collections to my account. However, this dental
office cannot render services on the assumption that charges will be paid by an insurance company.

Assignment of Insurance: | hereby authorize my insurance company to pay directly to my dentist benefits accruing to me under my pohcy. |
A service charge of 11/2% per month (18% per annum) (but in no event more than the maximum rate permissible under state law) will be charged on the unpaid principal balance |
on all accounts not paid within 60 days of treatment date.

- T understand that the fee estimate listed for this dental case can only be extended for a period of six months from the date of the patient’s examination. In consideration of the
professional services rendered to me, or at my request, by the Doctor and/or his staff, I agree to pay, therefore, the reasonable value of said services to said Doctor, or his assignee,
at the time said services are rendered, or within five (5) days of billing if credit shall be extended. I further agree that the reasonable value of said services shall be billed unless
ohjected to by me, in writing, within the tme for payment thereof. Additionally, I agree that a waiver for any breach of any term or condibon hereunder shall not constitute a waiver
of any further term or condition, 1 further agree that in the event that either this office or I institute any legal proceedings with respect to amounts owed by me for services |

renderad, the prevailing party in such proceedings shall be entitled to recover all costs incurred including reasonable attorney’s and/or collection fees.

I grant my permission to you, or your assigns, to telephone me at home or at my work to discuss matters related to this form,

1 have read the above conditions of treatment and agree to their content: Signed Date




HEALTH QUESTIONNAIRE

These questions are for your benefit and assure that treatment will take into consideration your past and present heatlh status,

Some questions may seem unrelated to your dental condition but they are all associated with proper oral health care.

Please answer each guestion, checking Yes or No.
MEDICAL HISTORY
1. Are you in good health?..

2. Date of last physical examination?

3. Are you now under the care of a physician?,

If so, what is the condition being treated?
4, Have you ever had any serious iliness or operation?.

If so, what iliness or operation?
5. Have you ever been hospitalized?

If 50, what was the problem?

OO0 0 0O Oa
O 00O 0O O3

6. Are you taking any [] medication ] orugs ] nerbs
If so, what?

7. Are you using any recreational drugs (marijuana, cocaine, etc.)? D Yes D No
B. Have you ever been premedicated with antibiotics for your dental treatment?

If so, what?

9. Are you sensitive or allergic to any drugs or materials? [_]Penicillin [_] Tetracycline DSulfa Drugs [_JAspirin [ Codeine DLatex [CJothernn.n.

If Other, what drugs?

0o
0o

10. Do you have or have you had any of the following: (Please check the corresbonding box either 'YES' or "No' - answer for all conditions):

YES NO YES NO YES NO YES NO YES NO
[ 3 AIDS [ 7 Glaucoma [J [ Liver Disease [ [ Rheumatic Fever [ [ Mitral Valve Prolapse
1 [ Anemia 3 1 Tonsilitis ] [ Blood Disease [] [ Tuberculosis (T.B.) [ 1 High Blood Pressure
= CJ Herpes ] ] Hemophilia ~ [J [ Heart Ailments [J [_] Blood Transfusion [_] ] HIV Related Complex
=1 1 Stroke 1 [ ColdSores  [1 ] HeartAttack =[] ] Joint Replacement [—] ] Respiratory Disease
1 ] Ulcers [ ] Emphysema [J [ Cerebral Palsy [ [C_] Nervous Disorders [_J] ] Epilepsy or Seizures
[ ] Diabetes [ ] Rheumatism [ [ Drug Addiction [—J ] Tumors or Growths [_J [ Psychiatric Treatment
[ ] Arthritis ] ] Chicken Pox [ ] [ Kidney Disease [] ] Allergies or Hives [ ] Hepatitis or Jaundice
1 CJ Asthma [ ] Bruise Easily [J [ Chemotherapy [] ] PaininJaw Joints [ ] Difficulty Swallowing
CJ 1 Cancer  [1 ] Head Injuries [] C_J Stomach Ulcers [ [ Artificial Prosthesis [—] ] Congenital Heart Lesions
1 ] Seizures [] [ Heart Failure [ C—] Angina Pectoris ] ] Sickle Cell Disease [_] ] X-Ray or Cobalt Treatment
] 1 Hay Fever [ [ Scarlet Fever [ ] Mental Disorder [ ] Cortisone Medicne [—] [_] Radiation Treatment of any kind
1 3 Implent (s) 1 [ Sinus Trouble [—J ] Thyroid Disease ] (] Allergies to Metals [—] ] Venereal Disease (Syphilis, Gonorrhea)
[J [ Headaches [ [ Heart Murmur [ [ Falntrng Spells [] ] Excessive Bleeding [ ] TMJ (Temporomandibular Joint) Disorder
11. Do you have any other disease(s), condition(s) or problem(s) not listed?. D

If so, what?
12. Do you wear a cardiac pacemaker, or have you had heart surgery? a O
13. Do you smoke? if yes, how much? [ coarettes [ cers [] Packs per day O 0O
14, Have you ever taken the drugs [ ] Fen-Phen [] Redux  [] diet drugs?. O O
15, (Women) Are you pregnant? If so, how many months? i O |
16. (Women) Do you have any problems associated with your menstrual period? ] (|
17. (Women) Do you take any birth control medication or hormones?. [: D
DENTAL HISTORY YES NO
1. Have you ever had a local anesthetic (Novocaine, etc.)? O O
2. Have you ever had any unfavorable reaction to local anesthetic?.. ] H
3. Have you had any serious trouble associated with any previous dental treatment?.......coeiesessneasressssssasssesssssasseans I:

If yes, please explain
4., How long since your last full mouth X-Rays?  Weeks Months Years
5. How long since your last dental treatment?  Weeks Months Years
6. Does dental treatment make you nervous? D Slightly D Moderately D Extremely? I:l D
7. Would you desire to be pre-sedated?... D [:l
(A) signature Date REVIEWED BY DO NOT WRITE IN THIS SPOT

" . A A B

(B) UPDATE - Since your last visit (A) YES NO (R DATE (A ®

1. Have you seen a medical doctor?. D D Date

2. Have you had a change in your medication?. D D B.P.

3. Have you hiad a change in your medical condition or had SUFGEry......ewre. OO (B) PULSE

Please note changes in health since last visit. If no changes, please write "None" Date TEMP

BY

Signature Date

HEALTH QUESTIONNAIRE MUST BE CONTINUALLY UPDATED!

CONSENT FOR TREATMENT: I hereby grant authority to the dentist(s) in charge of the care of the patient whose name appears on this Heatthy History form, to administer such
anesthetics, analgesics, sedatives, nitrous oxide sedation and intravenous sedation; and to perform such operations as may be deemed necessary or advisable in the diagnosis and

treatment of this patient. I have been informs of all possible complications of the procedures, anesthetics and / or drugs.
All services are rendered under the terms and conditions.

Authorization must be signed by the patient, or by the nearest relative in the case of a minor or when the patient is physically or mentally incompetent.

Signature Date



HIPAA Privacy Rule of Patient Authorization Agreement

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

I, , (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. I understand that this information serves as:

e abasis for planning my care and treatment;

+ ameans of communication among the health professionals who may contribute to my health care;
« asource of information for applying my diagnosis and surgical information to my bill;

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

= atool for routine health care operations such as assessing quality and reviewing the competence of
health care professionals
I have been provided with a copy of the Nofice of Privacy Practices that provides a more complete description of
information uses and disclosures.

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

Privacy Rule of Patient Consent Agreement

Consent to the Use and Disclosure of Protected Health Information
for Treatment, Payment, or Healthcare Operations (§164.506(a))

I understand that:

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

e this facility, reserves the right to change the notice and practices and that prior to
implementation will mail a copy of any revised notice to the address I’ve provided if
requested;

. I 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 taken action in reliance thereon.

Signature of Patient or Legal Representative WItNEss ..........cocoiiruiuiiiiiiiiiiiiieinenrreinerenennrann

Printed Name of Patient or Legal Representative WItIeSsS ........vvvueieieenrineennensereinrineaeaseannns

© Safety Compliance Services 2005. All Rights Reserved.




PHYSICIAN-PATIENT ARBITRATION AGREEMENT

Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as
to whether any medical services rendered under this contract were unnecessary or unauthorized or
were improperly, negligently, or incompletely rendered, will be determined by submission to arbitration
as provided by California State law, and not by a lawsuit or resort to court process except as California
law provides for judicial review or arbitration proceedings. Both parties to this contract, by entering into
it, are giving up their constitutional right to have any such dispute decided in a court of law before a
jury, and instead are accepting the use of arbitration.

Article 2: All claims must be Arbitrated: It is the intention of the parties that this agreement bind all
parties whose claims may arise out of or relate to treatment or service provided by the physician
including any spouse or heirs of the patient and any children, whether born or unborn, at the time of the
occurrence giving rise to ant claim. In the case of any pregnant mother, the term “patent” herein shall
mean both mother and the mother’s expected child or children.

All claims for monetary damages exceeding the jurisdiction limit of the small claims court against the
physician , and the physicians partners, association, corporation or partnership, and the employees,
agents and estates of any of them, must be arbitrated including, without limitation, claims for loss of
consortium, wrongful death, emotional distress or punitive damages. Filling of ant action in any court by
the physician to collect any fee from the patient shall not waive the right to compel arbitration of any
malpractice claim.

Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing
to all parties. Each party shall select an arbitrator (party arbitrator) within thirty days and a third
arbitrator (neutral arbitrator) shall be selected by the arbitrator appointed by the parties within thirty
days of a demand for a neutral arbitrator by either party. Each party to the arbitration shall pay such
party’s pro rata share of the expenses and fees of the neutral arbitrator, together with other expenses
of the arbitration incurred or approved by the neutral arbitrator, not including counsel fees or witness
fees, or other expenses incurred by a party for such parties own benefit. The parties agree that the
arbitrator have the immunity of a judicial officer from civil liability when acting in the capacity of
arbitrator under this contract. This immunity shall supplement, not supplant, any other applicable
statutory or common law.

Either party shall have the absolute right to arbitrate separately the issues of liability and damages upon
written request to the neutral arbitrators.

The parties consent to the intervention and joinder in this arbitration of any person or entity which
would otherwise be a proper additional party in a court action, and upon such intervention and joinder
any existing court action against such additional person or entity shall be stayed pending arbitration.

The parties agree that provisions of California law applicable to health care providers shall apply to
disputes within this arbitration agreement, including, but not limited to, Code of Civil Procedures

Sections 340.5 and 667. and Civil Code Sections 3333.1 and 3333.2. Any party may bring before the
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arbitrators a motion for summary judgment or summary adjunction in accordance with the Code of Civil
Procedure. Discovery shall be conducted pursuant to Code of Civil Procedure section 1283.05, however
depositions may be taken without prior approval of the neutral arbitrator.

Article 4: General Provisions: All claims based upon the same incident, transaction or related
circumstances shall be arbitrated in one proceeding. A claim shall be waived and forever barred if (1)
on the date notice thereof, is received, the claim, if asserted in a civil action, would be barred by the
California Statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance
with the procedures prescribed herein with reasonable diligence. With respect to any matter not
herein expressly provided for, the arbitrators shall be governed by the California Code of Civil Procedure
provisions relating to arbitration.

Article 5: Revocation: This agreement may be revoked by written notice delivered to the physician
within 30 days of signature. It is the intent of this agreement to apply to all medical services rendered
any time for any condition.

Article 6: Retroactive Effect: If patients intends this agreement to cover services rendered before the
date it is Effective as of the date of first medical services.

Patient’s or Guardian’s initials

If any provision of this arbitration agreement is held invalid or unenforceable, the remaining provisions
shall remain in full force and shall not be affected by the invalidity of any other provision.

| understand that | have the right to receive a copy of this arbitration agreement. By my signature
below, | acknowledge that | have received a cop.

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF
MEDICAL MALPRACTICE DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING
UP YOUR RIGHT TO A JURY OR COURT TRIAL SEE ARTICLE 1 OF THIS CONTRACT.

Name of Patient or Legal Guardian Relationship to Patient

Signature of Patient or Legal Guardian Date

Office Representative
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