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New Patient Information and Consent

What is the reason for your visit today?

Patient Information

Name (First, Middle, Last) Date of Birth Age Social Security # Birth Gender
LOm [JF
Mailing Address Apt # City, State ZIP
Email Address Primary Phone ] Home
Oen | oavioiee Cves Cvo
Emergency Contact
Contact Name Phone Number Relationship to Patient

Guarantor/Responsible Party (person responsible for payment)

Legal Name of Responsible Party (First, Middle, Last)

Social Security #

Email Address (if different from the patient email above)

Date of Birth

Insurance (please present your ID and insurance card to the receptionist)

PRIMARY Insurance Company Name Policy Number/Member ID Group Number
Insured Name Insured Date of Birth Patient Relationship to Insured
] self [] Spouse ] Dependent

Insurance Company Address (usually on back of insurance card)

Phone

SECONDARY Insurance Company Name Policy Number/Member ID Group Number
Insured Name Insured Date of Birth Patient Relationship to Insured
] self [] Spouse ] Dependent

Insurance Company Address (usually on back of insurance card)

Phone

Patient Consent for Treatment

The undersigned hereby authorizes the Doctor to order x-ray, models, photos, or any other diagnostic deemed appropriate to make a thorough diagnosis of the patient's dental needs. 2. Ialso

authorize the Doctor to perform all recommended treatment mutually agreed upon by me and to use the appropriate medication and therapy indicated for such treatment I understand that using

anesthetic agents embodies a certain risk. Furthermore, I authorize and consent that the Doctor chooses and employs such assistance as deemed fit to provide recommended treatment. 3. I

understand that all responsibility for payment for dental services provided in this office for myself, or my dependents is due and payable when services are rendered. Please be advised that if any

balance(either outstanding to insurance or to patient) is not received within 90 days of services rendered, a 1.5% FINANCE CHARGE or (18% APR) will be added to the account balance. 4. If you

carry dental insurance, understand that this office will prepare and submit dental claims on your behalf. However, this office does not assume that your insurance will pay our charges in full.

Please be advised that dental insurance is a contract between you and your dental carrier and is ultimately our responsibility. In this even your carrier pays less than the estimated amount or

denies any services, you are responsible for any unpaid balance.my medication/prescription history when using an electronic system to process prescriptions for my medical treatment.

X

Patient or Authorized Person’s Signature

Date



ADA American Dental Association®

America’s leading advocate for oral health Today’s Date:

Patient Dental & Medical Ith History Information

To our patients: Please know that we may ask follow-up questions to make sure we have all of the information we need in order to treat you.

PATIENT INFORMATION

Last Name: First Name: Middle Name:

,Home Phone: Cell Phone: s Work Phone:

Email Address:

Mailing Address; City: State: Zip:

Date of Birth: / / Gender:

Ocjcupation:

Emergency Contact: Name: Relationship: Phone:

If you are completing this form for another person, what is your name and relationship to that person? Name: Relationship:

If executing this form as the patient’s personal representative, | represent and warrant that | have full legal right and authority to consent to the performance of any procedure(s) on this
patient. If for any reason | no longer have such legal right and authority, | will immediately notify the practice in writing.

DENTAL HISTORY & SYMPTOMS -

What is the reason for your visit today?

Are you currently experiencing any dental pain or discomfort? [IYes CINo  If yes, where?

When was your last dental exam? / / What was done at that appointment?

When was the last time you had dental x-rays taken?

Please mark an “X" in the box ONLY if this applies to you.

IS R AT BN O TIOUERT sumniaiomstmiminess e s s e s s w e b i O | Have you ever had a serious injury to your head or mouth? ..........cooveiiivinin O

D55 TERUFTES B, BIEE O EWAIIENT o ¢ s i o S i et 2 0 | Ifyes, please describe what happened and when it happened:

Do your gums bleed when you brush or floss your teeth? .............cooviivien, O

i S s T et it ik ol - Have you ever had problems with dental treatment in the past?.................... I
you ever had periodontal (gum) treatments like scaling and root planing?........ If yes, please describe what happened:

Do you have, or have you ever had, any sores or growths in your mouth? ........... O

Doryou.cench orgrind your tEeth2.. . covsweue s nssmisssmmmn ssmis s msis s O | Have you ever had a reaction to, or problem with, dental anesthesia?............... O

D SR e I ULt ismta oases  E ROASB O | If yes, please describe what happened:

Boyol have caraches Or NECKPAINST wusesiuie vhis o i ieie e il se e s O

Does dental treatment make YOU NBIVOUS? . ... .. .ovvenetree e e e annnnss [ | Are you unhappy with your Smile?. .............ooeeiiiiiiiii =

) i If yes, why? Please mark all that apply:
Have you ever experienced any of these sleep-related breathing disorders? ......... O

[0 The color of your teeth [J The shape of your teeth [J The position of your teeth

O Mouth breathing O Snoring [ Trouble breathing during sleep T Okhar Flesse dageribe:

MEDICATIONS & OTHER PRODUCTS/SUBSTANCES

Please use an “X” to mark your answers to the following questions. Yes No ?
Are you taking any blood thinners (such as Coumadin, Warfarin, rivaroxaban (Xarelto®), dabigatran (Pradaxa®), clopidogrel (Plavix®), heparin or aspirin)? . ... ......... 65 ] |

If yes, what medication are you taking?

Areyou takingany medication:to treat 0steoPorosis or PAGEtSIAISBASET . v vcin v smmommm s ws diia sty wh ek ey ais s 58 Ll e el s ke e e 5 i et w0 I e |
Some commonly-prescribed drugs include alendronate (Fosamax®), risedronate (Actonel®), |bandronate (Boniva®), zolendrenate (Reclast®), and denosumab (Prolia®).

If yes, what medication are you taking?

Are you taking, or scheduled to take, an IV medication to treat bone pain, hypercalcemia or skeletal complications resulting from Paget's disease,
multiple myeloma or MELaStatICCANCETT . o cx e ta o sre sin s imoisioims sim s essmns 1s sie o idseie sits S0 Ao a8 i &8 Sra Bibreseelae sin LiareieieieCs are e e eimiae B §imece e se 5 1
Some commeonly-prescribed drugs include denosumab (Xgeva®), pamidronate (Aredia®) or zolendronate (Zometa®).

If yes, what medication are you taking? How many years have you been taking it?
Araiyaivtalking Normonal co pIACIMAREET. o .. o coms v ion saibunes op et B W0 EEELTES SE BRATATE B U SRR TR SRR i RS e i s 0 o |
Do you use any form of tobacco or nicotine products (cigarettes, cigars, snuff, chew, bidis)? . . ... .. . e | O |
DByl Usa vaping PrOAUCES? . i v s ve o sidaiie 46 o e o S5 snmin vh 30 FRemvill BE SR Ve S8 SR Dne TRl BE vE e BE TR paeie 3 i SreweEa o i
How many alcoholic beverages do you have per week?
Do you use controlled substances (drugs), including marijuana, for either medicinal or recreational reasons? .. .............. ... 0 T R 1
I yes, what substances? If yes, h_pw oftenis your use? [ODaily [ Several times per week [0 Weekly [ Occasionally

Was the substance prescribed by adoctor? [Yes O No If yes, for what reason(s)?

Do you take any other prescriptions and/or over-the-counter medicine(s), vitamins, herbs and/or supplements? . ... ... ... .. ... ... ................. Oogaa
If yes, please list them here and include information about how much and how often you use each one.

WOMEN ONLY: Are you:

Tk DI COMEORDMIST.. . . oo mosuiorn i o s s o 58 7 1 T SR e, Ao AR B o B s S A R o e

Pregnant? If yes, number of weeks:

Nursing? If yes, number of weeks:

© 2021 American Dental Association
Form §50021 To reorder call 800.947.4746 or go to ADAcatalog.org.



ALLERGIES Please use an “X” to mark your answers to the following questions.

Are you allergic to or have you had an allergic reaction to: Yes No ? Yes No ?
T s R S O B ARSIt 00 O Sulfadrugs such as sulfamethoxazole-trimethoprim (Septra, Bactrim),
Barbiturates, sedatives or sleeping pills. ........c..ooiiiiiiiiiiins O O erythromycin-sulfisoxazole, sulfasala-zine (Azulfidine), erythromycin-
Codeine or other Narcotics .. ..voovreeeieeeiianiiireeeanennns O O  sulfisoxazole (Eryzole, Pediazole) glyburide (Diabeta, Glynase PresTabs),
Hay fever/seasorial dllergies ... ... oviuivis cvvsnmvemmmmmsses 0 [0 dapsone, sumatriptan (Imitrex), celecoxib (Celebrex), hydrochlorothiazide
o [ e o O 0O (Microzide) and furosemide (Lasix). ....ovuivviviisiinereeiiieriaroes |
LateX (fibbel) s smimsmsmmrmmannsaasns s s T T a—— B ET B
Local anestheties. ..........ooiiiiinn T A T & & . . el ; )
e oo Please describe any “Yes” answers and include information about your experience.
Panicillimorother antibiotics. ... «ive in esee e g s s B E
MEDICAL & SURGICAL HISTORY
Date of last physical exam: / / What is your normal blood pressure (systolic, diastolic)?
Doctor’s Name; Phone:
Please use an “X"” to mark your answers to the following questions. Yes No ?
Aoy ot DRVSTEaT MBRITIL . o s i 00 s eS0T 0 -4 S MO A AR e s it SR R e B 8g
Are you currently being seen or treated by @ PRYSICIEN? ... ... v vu e u et e [ B =
Has a physician or previous dentist recommended that you take antibiotics before having dental R R IR vyt v 0 A T S S T e v |
Have you had a serious iliness, operation or been hospitalized in the Past 5 Years?.........ooiieurio i [ T
Have you had any type (either total or partial) of joint replacement surgery (such as for a hip, knee, shoulder, elbow, finger, 6£€)? ux. ccssavimisaae i v [ |
Have you had a heart valve replacement 0r Reart SUPGEIY? .. ....... .o i iii ittt ittt s et a oo
Have you had an organ or bone marrow/stem €ell EranSPIANT? .. ... ... iii ittt e Oooao
Have you traveled internationally within the [35t 30 G8YS. - ... v ittt ittt et e g s 1
Have you had a fever (100.4°F or above) in the 135t 72 ROUIS? . ... ou s s e e et ettt s bt sttt s e A
If you answered yes to any of the above, please explain:
MEDICAL HISTORY SPECIFIC Please use an “X” to mark your answers to the following questions.
Do you have, or have you been diagnosed with, any of the following conditions?
Yes No ? Yes No ? Yes No ?
Heart (Cardiac) Health A v e o RS R RS = el E Digestive Health
Pacemaker/implanted defibrillator ........... L O i Type: Gastrointestinal disease .........coooiinint aooao
Artificial (prosthetic) heartvalve ............ I s | Date of diagnosis: G.E. reflux/persistent heartburn (GERD). ... .. ooao
Previous infective endocarditis .............. I [ e R Chemotherapy: o118 T 1] e R O oo
Congenita'i heart diseqse (CHD) ..ovvvv O 0 o Radiation treatment: - - Eye (Vision) Health
Unrepalred, cyanotic C.HD ................ O00 GBlood (Circulatory) Health LT N T [ = (|
Repaired (completely) in last 6 months ... 00 O O anemia. e o o
Repaired CHD with residual defects ....... B O B asu i usions oo s s i EN e Othe_r_ .
R O OSEIRIDEIS . s s A S ) If yes, date: AFEHIEES .o 0o
Coronary artery disease O O Hemophilia. ... ooooiinoonsienaeeon, 1 QR R~ s o 2§
Congestive heart failure OO highor low blood pressure. ................. 2l oo el ==,
Damaged heart valves .........c..ccoovvinnn. 1 i i ; Eating dlsprder_ .................... S
Heart attack b o Brain (Neurological)/Mental Health FreUentInfectiong « cosre e somanm s e 2 &=
Heart murmur/rhythm disorder ............. OO0 AW ..o 5 i Y Type_of mfeqmn: : :
RHBUIALE HEart dISBESE. v obersivmss vames O 0O O Depression.....ooiveorres comrrnssane s O O O  Hepatitis, jaundice or liver disease ........... 0.0 .0
T OO0 EPilepsy.....ooooveiiiiiiiinns | i ol 3 Immune deficiency. .......ooooinnnn s A ]
] ) Mental health disorders . ................... Oodad Kidney problems. .............. I
Breathing (Respiratory) Health Neurological disorders. ..................... 0O OO  Malngbetien:. ...cesmssskes s El
Asthma (COPD) 21 O O post-traumatic stress disorder .............. O O O  OSteOporosiS. ...eveeeeeeeseees i v i
Bronchitis. . ..o O O fraumatic brain injury or concussion. ... O O O  Rheumatoid arthritis 5 e |
Emphysema. ..o oo KR e Disgats Sexually transmitted infection (ST .......... mhm ]
Sinus trouble. ... oo AIDS or HIV Infecti g oo Thyroidproblems. . ... e
T B SIS G s sesesmmomrssmsmsessnsave s ssmssppsessesmess 0o oF; MEBERON, cirlgsuRtaRRae dhals
o i | = i |
Do you have any disease, condition, or problem that's not listed here? If so, please explain.
MEDICAL SYMPTOMS/GENERAL Please use an “X" to mark your answers to the following questions.
In the past 30 days, have you: Yes No ? Yes No ? Yes No ?
had pain or tightness in the chest?........... O O O | foundit hard to catch your breath? .......... 0 O O | experienced vomiting, diarrhea, chills,
coughed up blood or had a cough that had a high fever (greater than 101.5°F) for night sweats or bleeding?................... 2 [
lasted longer than 3 weeks? ................ o O 2 O O Wl 1 = o e O P ..[0 O O | had migraines or severe headaches? .........0 O O
been exposed to anyone with tuberculosis?... 0 O [ | noticed a change in your vision? ............. 2 i i |
had a rapid or irreqular heart beat? .......... 0 O O | fainted fornoreason?...................... = L E

NOTE: It's important for both the doctor and patient to talk honestly about the patient’s health before dental treatment starts.
| have answered the above questions completely, accurately and to the best of my ability.

Signature of Patient/Legal Guardian: Date:
FOR COMPLETION BY DENTIST

Comments:

Office Use Only: [0 Medical Alert [0 Premedication [ Allergies O Anesthesia

Reviewed by: Date:

© 2021 American Dental Association
Form S50021 To reorder call 800.947.4746 or go to ADAcatalog.org.



HIPAA Authorization and Acknowledgement
HIPAA AUTHORIZATION TO RELEASE PROTECTED INFORMATION.

Patient First Name: Patient Last Name:

I authorize the following person(s) to have access to my personal information covered under the HIPAA Privacy Act. I
understand that information disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may
no longer be protected by HIPAA Privacy regulations.

NAME: RELATIONSHIP:

NAME: RELATIONSHIP:

I understand that | may revoke this authorization at any time, and that my revocation is not effective unless it is in writing
and received by the dental practice's Privacy Official at Laguna Beach Dental Excellence 330 Park Ave. Suite #10 Laguna
Beach, CA 92651

If I revoke this authorization, my revocation will not affect any actions taken by the dental practice before receiving my written revocation.

Patient Signature: Date:

HIPAA ACKNOWLEDGEMENT

*You may refuse to sign this acknowledgement *

| have reviewed a copy of this office’s Notice of Privacy Practices or have requested a written copy.

Patient Name: Patient Signature: Date:

* For Office use Only *

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

o Individual refused to sign o Emergency prohibited obtaining the acknowledgement o Communication barriers o Other (please specify)




Office Policy Form

Our Office Policies:

Tooth Colored Restorations

Your dental insurance carrier may not cover posterior restorations(tooth colored restorative material on back teeth)under the
basic benefits as stated on your policy. Your dental carrier may pay based on the benefit of an amalgam or silver filling or crown.
Since silver fillings or crowns are not a regular alternative in this office, when you have a tooth-colored filling placed, patient co-
payment may be higher than estimated. Since the fees for this type of restoration are somewhere higher, patients should be
aware of potential additional out of pocket expense.

Insurance

We understand the value of insurance benefits and will assist you in obtaining your maximum benefit. We will estimate your
deductible and your co-payment and process your insurance claim for you. Your estimated portion is due at the time of
treatment and may be paid by any of the following options list below. Our estimates are not a guarantee of payment by your
insurance company as soon as our services are rendered. Regardless of the insurance payment, the patient is financially
responsinble for the full amount due. Your co-payment is due at the time of your appointment.

Payment Options

1. Cash- this includes personal checks or money orders. 2. Major Credit Cards- Mastercard, Visa, Discover, and American
Express. 3. We would be happy to work with you to plan the most appropriate course for your budget financing your treatment
allows you to start dental care immediately and spread the payments over a time period appropriate for you.

Appointments

Please remember that your appointment has been reserved especially for you. If you find that you must change your
appointment, we require a minimum of 24 hours' notice to avoid a broken appointment fee of $50. Failure to sign a service
contract does not negate the patient's financial responsibility for any services that have already been rendered, as submission
to treatment implies consent.

I have read and understand the above statements

Patient/Guardian Signature Date

I have received a copy of this office's Notice of Privacy Practices.

Patient/Guardian Signature Date

I have received a copy of Dental Materials Fact Sheets as required by law

Parent/Guardian Signature Date




Digital Communication Consent Form

Digital Communication Consent

Unencrypted email and text messages is not a secure form of communication. There is some risk that any individually identifiable
health information and other sensitive or confidential information that may be contained in such email or text message may be
misdirected, disclosed to or intercepted by unauthorized third parties. However, you may consent to receive

email and/or text message from us regarding your treatment. We will use the minimum necessary amount of protected health
information in any communication.

Cell Number: Email Address:
o I consent to receiving appointment and/or treatment information
via email and/or text message. I understand I can withdraw my
consent at any time.
Signature of Patient/Responsible Party Date

I do not consent to receiving any information via email. I
understand I can change my mind and provide consent later.
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