: .Wg.-_ would like to
- welcome you and your
hild to our office. Our

al
~ child’s visit pleasant and
ducational. Qur practice is

Telt Us About Yeur Child
Today's Date:

3 Child’s Name:

W
.. Nickname: 1Male []Female

- Child’s Birthdate: Child’s Age:
¥ Sdisol: Grade:

:, Child’s Home #: { ) SS #:
Child’s Home Address:

APT /COMDO #

Filg

wWhe is Accompanying The Child Today?

Name: Relation:

Do you have legal custody of this child? (0Yes 0O No

Whom may we Thank for referring you?

" Other family members seen by us:

Previous / Present Dentist:
{Please Circle)

> Last Visit Date:

g [ Single [] Widowed
Parent’s Marital Status: [ Married [ | Divorced [ Separated

mother’s information: [ Step Mother [ Guardian
Name: - Birthdate: / /

Wk #: { ) Ext: _ Hm#{
Employer:
SS #: DL #:

Father’s Inf-ormution:_ [] Step Father [ Guardian

Name: Birthdate: /[
> Wk () ‘Ext:___Hm#:( )

" Employer: -
;. SS #:

. Employer:

"I. Name:

Wk #: ( ) Ext:

» Group # (Plan, Local, or Policy #}:

r Insurance Co. Name:

b> Relationship to Patient:

Policy Owner’s Employer:
> Orthodonfic Coverage?  [JYes

based on preventive
care. We strive
teach good oral
- that will epable’
child to have a be
smile that lasts a lifetime.

Person Responsible For Accouni

& Name: Relation:

> Billing Address:

N
<ty STATE

Wk (- Ext:  Hm#:(__ ) "

DL #: SS #:

Who is responsible for making appointments?

___IHm#:( J :

Primary Dental insurance

Insurance Co. Name:
*
Insurance Co. Address:

Insurance Co. Phone #: | )

Policy Owner's Name:

Relationship to Patient:

Policy Owner’s Birthdate: : SS #:

Policy Owner’s Employer:

Orthodontic Coverage? [Yes [INo

Secondary Dental Insurance

Insurance Co. Address:

Insurance Co. Phone #: | )

Group # (Plan, Local, or Policy #):

Policy Owner’s Name:

Policy Owner’s Birthdate:

CONTINUED ON BACK.




Why did you bring the child to the Has the child ever had any of the

dentist today? -' following medical problems?
N Abnormal Bleeding N Hondicaps / Disabilities

N Allergies to any Drugs Hearing Impairment

Y

f:: y i s : Y
% Has the child ever had a serious / difficult problem associated N Any Hospital Stays Y
Y

Y

Y

Heart Murmur
with previous dental work? OYes ONo
. Is the child’s water fluoridated? OYes ONo

% s the child taking fluoridated supplements? [Yes [INo

Hemophilia

N
N
N- Any Operations N
; N Hepatitis
N
N
N

N Asthma

N~ Cancer

N Congenital Heart Defect Y
N Convulsions / Epilepsy Y N Rheumatic / Scarlet Fever
N Diabetes Y N Tuberculosis (TB)

HIV+ / AIDS

. Kidney / Liver Problems
Has the child ever had any pain / tenderness in his / her

jaw joint (TMJ / TMD)? OYes UONo

< < <X <X <X <X < <

> Does the child brush his / her feeth daily? OYes [INo Please discuss any serious medical problems that the
Floss his / her teeth daily? OYes ONo X child has had:
Child’s Physician: : ¥,
Phone #: Date of Last Visit:

> Is the child currently under the care of a physician?(] Yes (1No

Please describe the child’s current physical health: 5 Does the child have any of the
O0Good TJFair [JPoor following habits?

Lip Sucking / Biting
Nail Biting

Nursing Bottle Habits
Thumb / Finger Sucking

Please list all drugs that the child is currently taking:

Please list all drugs/materials that the child is allergic to: Our offic e is committed fo meeting or exceeding

fhe standtmds of mfecﬂon control mandated by
" OSHA, the CDC and the ADA.

| understand that the information that | have given status. | authorize the dental staff to perform the necessary §
is correct to the best of my knowledge, that it will be held in dental services my child may need.

the strictest of confidence and it is my responsibility

to inform this office of any changes in my child’s medical Signature of parent or guardian

The Parent or Guardian who accompanies the child is responsible for payment
at time of service unless prior arrangements have been approved.

@Lf!ﬁ IISE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONI.Y

52 I verbally reviewed the medical / dental information above " ¢ Medical History Update

= (‘_’

X with the parent / guardian & patient named herein. 1. Date: Signature:

Initials: ' Comments:

» Doctor’s Comments:

Signature:




REVOCATION OF CONSENT

LARNELIAN FAMILY DENTISTRY
<

CONSENT FOR USE AND DISCLOSURE
~ OF HEALTH INFORMATION

éECTlON A: PATIENT GIVING CONSENT

tlame o s e =
~0aress e

Telephone —— E-mail: S — S
Palient # . Social Security #

SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health infor
mation to carry oul treatment, payrnent activities, and heallhcare operations

Notice of Privacy Practices: You have the right lo read our Notice of Privacy Praclices before you decide whether
lc sign this Consent Qur Notice provides a description of our treatment, payment activities, and healthcare oper-
ations, of the uses and disclosures we may make of your protected health information, and of other important mat
ters about your protected health information. A copy of our Notice accompanies this Consent We encourage you to
read il carefully and completely before signing this Consent

We reserve the right lo change our privacy practices as described in our Notice of Privacy Practices. If we change
our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes Those
changes may apply to any of your protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any'revisions of our Notice, at any time by contacling:

Ciosuecr Presan

(909) 987-4113

(909) 987-3673

Telzphone Fax.

n/a

v 8626 Carnelian Street, Alta Loma, CA. 81701

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of yousr
revocation submitted to the Contact Person listed above. Please understand that revocation of this Consent will not
affect anv action we took in reliance on this Consent before we received your revocation, and that we may decline to
treal you or to conlinue treating you if you revoke this Consent.

SIGNATURE

, have had full opportunity to read and consider the
poments of this Consent form and your Notice of Privacy Practlces I 'understand that, by signing this Consent
form, | am giving my consent to your use and disclosure of my protected health information to carry out treatment,
cayment actlivities and health care operations.

Signature Date

i ihis Consent is signed by a personal representative on behalf of the patient, complete the following

Personal Representative's Name:

Relauonship to Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER  YOU SIGN IT.

i revoke my Consent for your use and disclasure of my protected health information for treatment, payment
aclivities, and healthcare operations.

t undersland thal revocation of my Consent will not affect any action you took in reliance on my Consent before you

receved Lhis wrilten Nolice of Revocation. | also undersland thal you may decline to treat or to continue to treat me
aller | nave revoked my CoRsent,

Alure Dale:

Yok

+ 0%




CARNELIAN FAMILY DENTISTRY

{NAME OF PRACTICE}

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowledgement*

[, L ; , have received a copy of this
office's Notice of Privacy Practices,

. Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

O Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement

O
O Anemergency situation prevented us from obtaining acknowledgement
O

Other (Please Specify)

© 2002 American Dental Association
- All Rights Reserved

Reprodtction and use of this form by dentists and Lhelr staff is permitted. Any other use, duplication or distribution of this form by any other party requires the prior
writlen approval of the American Dental Associalion.

This Form is educational only, does not constitule legal advice, and covers only federal, not state, law (August 14, 2002).

o



INFORMED CONSENT

Name Chart Number

1. WORKTO BE DONE 2

| understand that | am having the following work done: Filings O, Bridge O, Crowns Q, Extractions Q, Impacted testh removed (Q,
V. Sedation Q, Root CanalsQ, CtherQ. :

2. DRUGS AND MEDICATIONS

| understand that antibiotics and analgasics and other medications can cause allergic reactions causing redness and swelling ot tissues, pain,
itching, vomiting, and/or anaphatactic shock (severe allergic reaction).
3. CHANGES INTREATMENT PLAN
| undarstand that during treatment it may be necessary to change or add procedures becauss of conditions found while working on the teeth that
wers not discovered during examination, the most common being root canal therapy following routine restorative procedures. | give my permission
" to the Dentist to make any/all changes and additions as necassary, after having been informed and in agreement with the changes.

-—i_nl—lﬂ

Intla

ngial
4. REMOVAL OF TEETH o _
-Alternatives to removal have been explained to me (root canal therapy, crowns and periodantal surgery, etc.) and | authorize the Dentist to remove
the following teeth and any others necassary for reasons in paragraph #3. | understand removing teeth does not always

remove ail the infection, if present, and it may ba necassary lo have further treatment. | understand the risks involved in having teeth removed,

soma of which are pain, swelling, spread of infection, dry socket, loss of feeling in my teeth, lips, tongue and surrounding tissue (Parasthasia) that

can last for an indefinite period of time (days or months) or fractured Jaw. | undarstand | may need further treatment by a spedialist or even

hospitalizatlon it complications arise during or following treatment. —a
5. ANESTHESIA

| realize the risks involved in receiving an anesthetic, some of which are: upset stomach, dizziness, vomiting, sore arm, inflamed vessels of the are,
adverse reactions to drugs causing cardiac arrest, miscarriage, dislodging or chipping teeth and jaw bone. X

' AR
6. CROWNS, BRIDGES AND CAPS

| understand that sometimes It is not possible to match the calor of natural teeth exactly with artificial teeth. | further understand that | may be

wearing temporary crowns, which may came off easily and that | must be careful to ensure that they are kept on until the permanent crawns are
delivered.

7. DENTURES - COMPLETE OR PARTIAL

| realize that full or partizl dentures are artificial, constructed of plastic, metal, and/or poreetain. The problems of wearing these appliances have
been explained to me inciuding looseness, soreness, and possible breakage, and relining due o tissue change.

inglak
8. ENDODONTIC TREATMENT (ROOT CANAL)

| realize theve is ng gquarantes that root canal treatment will save my toath and that complication can occur from the treatment and that accasionally
metal objects are cemented to the tooth or extended through the root which does not necessarily affect the success of the treatment.

T Tnaian
9. PERIODONTAL LOSS (TISSUE AND BONE)

| understand that | have a serious condition causing gum and bone inflammation or loss and that it can lead to the loss of my teeth and other
. complications, The alternative treatment plans have been explained to me induding, gum surgery, replacements and/or extractions. | understand
* that although thesa treatments have a high degree of success, it cannot be guarantsed. Occasionally, reated teeth may require extraction.
10. FILLINGS )

I have been advised by tha Dentist that the silver amalgam restoration is an acceptabla procedure according to ADA guidslines and, as such, is a

reatmant used by — e = o » Dental Group. The advantages and disadvantages of alternate malarials
has been explained to me.

i i

Inniak

Inkiak

1 heraby request and authorize the Dentists and their Staff to perform dantal work upon ma for the purpose of atteampting to improve my appearance,
function and the health of. my mouth, teeth, bone and tissue, as explained above.

The effect and nature of the proceeding to be performed, and the risks involved, as well as the possible alternative methdds of treatment have been
_ fully explained to me. ’

| also authorize the operating Dentist and Assistants to perform any other procadure which they may deem necassary or desirable in attempling to
improve the condition staled on the diagnostic treatment fkom, or treat unhealthy or unforeseen conditions that may be encountered during the
operation. ,

I know that the practice of Dantistry and surgary is not an exact science and that tharsiore reputable practitioners cannot property guarantes resuits.
| acknowledge that no guarantes or assurance has been made by anyone regarding the treatment which | have requested and authorized,

1 also understand that it is my responsibility to inform the Dentistil | am having any problems during the following treatment so as to allow him to help
minimize and problems, '

Innan
Alternative and possible reactions have bean explained o me clearty and in detail. Complications, such as infection, hemarrhage and/or bleeding,

scarring, contraction, possible deformities, prolonged healing time over the estimals, reaction to any drugs balore, during and alter surgery, numb-
ness o ilching of the langue, lip, teeth, tissues (Parasthasia), fractured jaw, etc., have been clearly explained ta ma.
| CERTIFY THAT | HAVE BEEN AND FULLY UNDERSTAND THE ABOVE CONSENT TO DENTAL TREATMENT AND THAT THE EXPLANATIONS
THEREIN REFERRED TO WERE MABE. ANYTHING | DID NOT UNDERSTAND HAS BEEN EXPLAINED TO ME.

Signature Relationship Data
Doctor

Witness Dats—




