
Perssn filesponsihle For Acceuni

Nome: Relotion:

DL#: SS #:

Who is responsible for moking oppointments?

Wk#:( I Ext-Hm#:( I

'ie!r s.is l*hva;f Your Child

Child's Birthdote: 

-/ -/ -
Child's Home #: ( )

Child's Home Address:

lnsuronce Co. Phone #: ( I

Group # (Plon, locol, or Policy #):

Policy Owner's Bidhdote: 

-/ 
/ 
-SS 

#:

Policy Owner's Employer:

Orthodonfic Coveroge? nYes ! No

Secondory Dentol Insurqnce

Insurorice Co. Phone #: I I

Group # (Plqn, Locol, or Policy #):

Poficy Orne/s Birthdote: 
-J 

-/-SS 
#:

Policy Orvne/s Employer:

Orthodontic Coveroge? nYes ! No

".,sfiiu [s Aecsrnpqnying The Child Todoy?

Nome: Relqtion:

Do you hove legol custody of this child? n Yes D No

Whom moy we Thonk'for referring you?

Other fomi} members seen by us:

Previous / Present Dentist:
lPlmse €ircle)

Lost Vi3it Dote:

n Single Widowed
Porentt Mqritol Sbfus: ! tvtonied Divorced n seporoted

n snp Mother n Guordion

Bidhdote: _l _l_
Wk#:( ) ExI-Hm#:( l

Employer:

wk#i{- .l Exr-Hm#:l I

Employer:



Htrs the child ever hod ony of the

following medicol problerns?

Y N AbnormolBleeding Y N Hondicops/Disobilities

Y N Allergies to ony Drugs Y N Heoring lmpoirment

Y N Any Hospitol Stoys Y N Heort Murmur

{ l* Any Operotions Y N HemoPhilio

Y N Asihmo

Y N:Concer

Y N Hepotitis

Y N HIV+/AIDS

Pleose discuss ony serious medicol problems thot fie

Y N Congenitol Heort Defect Y N Kidney / Liver Problems

Y N Convulsions/Epilepsy Y N Rheumotic/ScorletFever

Why did you bring the child to fhe

Hos the child ever hod o serious / difficult problem qssociqted

with previous dentol work?

ls the child's wqter fluoridoted?

ls the child toking fluoridoted supplements? flYes n No

Hqs the child ever hod ony poin / tenderness in his / her

ls the child currently under the core of o physicion?n Yes n No

Pleqse describe the child's current physicol heqlth:
| 

-F 

.

L-l Good L-l l'oir L-l Poor

nYes n No

lYes nNo

. io,, ioint (TMJ / TMD)? DYes ! No

Does the child brush his / her teeth doily? D Yes n No

Floss his / her teeth doily? !Yes !No

Does fhe child hove ony of fhe

following hqbits?

Y N Lip Sucking / Biting

Y N NoilBiting

Y N Nursing Bottle Hobits

Y N Thumb / Finger Sucking

Our office is commiiled to meeting or exceeding
rhe srondir/s of infection tontrol mondoted by

OSHA, the €DC ond rhe ADA.

Pleose list oll drugs thot fte child is cunenily tuking:

Pleose list nll drugs/mqieriols thot the child is ottergic io:

I understond thot the informotion thol I hove given stotus. I oulhorize the dentl stoff to perform the necessoq;r

is lorrect to the best of my knowledge,.thot it will be held in deniol services my child moy need.

the stricfest of confidence ond il is my responsibility

to inform this office of ony chonges in my child's medicol Signoture of porent or guordion

lverbolly reviewed the medicol / dentol informotion obove ( Medicql Histoly Updote

with the porenl f guordion & potient nomed herein. l. Dofe: Signoture:



.PAKNELIAN FAMILY DENTISTRY

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

itOrne

-.OC r€ SS

Telephone E'mail

Social Security #

SECTION B: TO THE PATIENT - PLEASE READ {HE FOLLOWING STATEMENTS CAREFULLY

Purpose oi Consent: By srgnrng this {orm, you will consen( to our use and disclosure ol your protected heallh rnlor

nlalion to carry out treatment, payrnent activities, and healthcare operations

Notice ol Privacy Practices: You have the right Io read our Notice of Privacy Practices be{ore you deode whether
lc srgn thrs Consent Our Notice provides a description oi our treatment, payment activities and healthcare oper-
ations, of the uses and disclosures we may make oi your protected health information, and ol other importanl mat
ters about your protected health information A copy ol our Notice accompanies this Consent We encourage ycu to
read it carelully and completely before signing this Consent

We reserve the right lo change our privacy practices as described in our Notice ol Privacy Practices. l1 we change
cLrr privacy practices, we will issue a revised Notice ol Privacy Practices, which will contain ils 6i131no< Tnnca

changes may apply to any ol your protected health iniormation lhat we maintain

You may obtain a copy of our Notice o1 Privacy Practices, including any'revisions oi our Notice, at any time by contactrng:

,]crrt.tt r Pt:i:.rrrt

(eoe) 987-41 13 ,",. (909) 987-3673

Right to Revoke: You will have the righl 1o revoke thrs Consent at any time by giving us written notice 01 youl
revocation submitted to the Contact Person listed above Please understand lhat revocation oJ this Consent will no1

a(1ect anv aclron we took in reliance on this Consent before we received your revocation and that we maydeclrne to
treat you or to continue treating you il you revoke this Consent,

SIGNATURE

, have had tull opportunily to read and consider the
contents o{ this Consent form and your Notice o{ Privacy Practices I understand that, by signing this Consent
1orm, I am giving my consent to your use and drsclosure of my protected health inlormation to carry out treatment,
cayment activitres and health care operations.

Date

ii ilrrs Consent is srgned by a personal representative on behal{ of the patient, complete the folloiving

Personal'Representative's Name:

Rt:lalronSh p to Patient:

_ Yg!aRE ET{TLTIED T94 COPY OF THrS CONSENT AFTER yOU StcN tT,
REVOCATION OF CONSENT

i revoke nry Consent lor your use and disclobwq ol my protected health in{ormation for treatment, payment
3ctiyrlies, and healthcare operations.

I undersland that revocation of my Consent will not aflect any actlon you took in reliance on my Consent belore you
r?cer!ecj thrs written Notice ol Revdcation, I also undersl.and that you mai decline to treat or to continue Io treal me
aitei t nave revoked my Coirsent,

tv'
f ri-ri :ilU' i Date:



CARNELIAN FAMILY DENTISTRY

(NAME OF PRACTTCE)

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowledgement* t'{:

t, have received a copy of this
office's Notice of Privacv Practices

Please Print Name

Sig nature

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:

n Individual refused to sign

D Communicaiions bairiiers prohibited obtaining the acknowledgement

! An emergency situation prevented us from obtaining acknowledgement

! Other (Please Specify)

. : @ 2OO2 Aherican Dental Association
' Alt Rights Reserved

' Reproodciion and use oflhis torm by denlists and lhelr staff is permitted. Any olher use, duplication or distribulion of this form by any other party requires the prior
wriilen approval ol the American Dental Asscialion.
This Form is educational o-nbr, does nol consillule legal advice, and covers only lsderal, nol state, law (August 14, 2002).



INFORMED CONSENT
Name

Charl Number

1.

2.

WORKTO BE DONE ;"
I understand that I am having he blloring work done: Fiilings g,
l.V. Sedation Cl, Rmt Ganals O, OtrerO.

DRUGS AND MEDICA:IIONS

Bridge. O, Crownr O, Extactions O, lmpacted teeth rEmowd O,

- triiE

Flelationshio

I undersadd that antibiotics and anatgesics and other medications c.rn erus€ allergb reactions causing redness and swelling ol tissues. pain.itdring. riomlring, andor anapharaaic shodr (sanerc ailergic rertion). 
-.fi,G3. CHANGES INTREATMENT PLAN

found while working on he te€h hat
tire pmcsd.lres. lgirrc my p€rmisdm

4. 
ment wih he dtanges. _6itr

-Albrnatiws b removal have been explained b me (root canal herapy, ct(Mns and perirdonal surgery, etc.) and I authorize ho o€ntist b romovehe lollowing
remow all tr
sorne of whbtr a s of
can bst br an i rsd
hospitallzatlon il

5. ANESTHESTA 
_.iiE

esthetig sorne olwtridr aro;uPs€t sbmadr. dzhess, vomiting. sone arm. inflamed wssels o, lhe are.
anes( miscanhge. dslodging or dripping eeh and jan bone.

6. --tiffi
I understand lhat sometimes h is not possiue to maldr the color of natrral teeth eracdy wilr artificial te€h. I further understand that I may bewearing temporary ctowns, whk*r may come off easily and hat I must be carelul to ensure thal [trey are kept on until fre pqrm:rnent cft,wns iu€deliwred. -.t_.o_

7. OENTURES. COMPLETE OR PAFTIAL
I malize tlal full or partial denbrres ara artificial. constsucted of plastiq metal, and/or poreahh. Ttre probbms of urcaring lhesa appliances hanebeen explained to me inciuding looseness. sor€ness, and possible breakage, and relining du€ tr tissu€ ctrange.

8. ENDOOONTTCTREATMENT(ROOTCANAL) rnrEE

I realize lhere is no ouaranlee trat root canal trsatsnent will savo my tootr and that cornpl'r.:ation can occur fiom the heatsnent and hat occasiona.llymetal obiecls are cemented to he tooh or extended hrough he root which does not necossarily alhct tre success ol he beagnenl 

-
9.

10. FILLINGS
I haw been advised by heoentist tr-alltre silver arnalgam resroration is an acceptable procedure accordng b ADA guidelines an4 as suctr, is atsEattn€nt used by
has been explained to me.

I hereby request ard autrorize tre Dentists and theh Stafl o pedorm dental work upon me lor the purpose of attemptirq to improw my +pearanoe,furrtion and tre healtrr of.my mo'th, tseth. bono and tissue, as erprainod abov€.
The etlect and nairre of he proceeding to be perbrmed, and he risks irnolrred, as well as he possiUe alternari,o meh64, of tr€a6'nent haw been

_ fully explained to m€.

I also authorize he operating Dentist and AssistanB to perbrm any other procedrre wtrictr they may deem necassary ordesiraHe in anefipting toimproro he condition srial€d on he diagnostic Esatsnent brm, or lreat unh€althy c r.nbreseen conditbns hal rnay be encountered d'ring heoperadon.

I know hat he praaice of oentislry and surgery is not an €r&l scjencs and trat therebre regrtaue practition€rs cannot prop€,6y guaranb€ results-I ac*nowledg€ trat rrc gr'aranb€ or as8u|?nca has been made by anyon€ r€gadng he EgaEnont which t trana requesbd and authorized.
I also understand hat h is my responsilility to inbrm tre Dentist it I am having any prodems d.rring he lol6rhg bE atr,nent so as lo allo,v him o helpminimize and proUems.

Altarnatiw and possible rertims haw L---+-:-
scaning. -.r*.t*. possible delormid h"monhade andor bleeding'

ness of itctrirq ol ne tngue, lip, teeur, 
rhg.and atte slrgery' rumb'

I CERTIFY THAT I HAVE BEEN ANO FULLY UNOERSTAND THE ABOVE CONSENTTO OENTAL TREAruENT ANO THATTHE EXPT.ANAIIONSTHEFEIN REFERRED TO WERE I/AOE. ANYTHING I DIO NOT UNOERSTANO I.IAS BEEN O(PLAINED TO ME.

Signature

Doaor WiHess

0ao


