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About You
Patient Name: Today's Date: / /
First Mi. Last

Birth Date: / / Age: S.S.N: Drivers License# Male or Female
(please circle)

Mailing Address:

City State Zip Code

Home#:( ) Work#:( ) Cell#:( )

E-mail Address: Referred By:

Employer: How Long: Occupation:

Status: - Minor - Single - Married - Divorced - Separated - Widowed (please circle one)

Spouse’s Name: Birth Date: / / Age: S.S.N:

Work #: ( ) Cell#:( ) E-mail Address:

Account Information
Person ultimately responsible for account

Name: Relation: Telephone #:

Billing Address:

City State Zip Code
Payment Method: -Cash - Check - Credit Card (please circle)
Insurance Information
Primary Dental Insurance Name: Telephone #
Group #: Insured’s |D#: Insured’s Employer:
Insured’s Name: Date of Birth: / / Relation:
Secondary Dental Insurance Name: Telephone #
Group #: Insured’s ID#: Insured’s Employer:
Insured’s Name: Date of Birth: / / Relation:
In Event of Emergency
Whom should we contact? Relation:
Home #:( ) Work #:{ ) Cell#:( )
Who is your medical Doctor? Office #: ( )

- We invite you to discuss with us any questions regarding our services, the best dental services are based on a friendly, mutual
understanding between provider and patient.

« Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been made with
the business manager. If account is not paid within 90 days of the date of services and no financial arrangements have been made,
you will be responsible for legal fees, collection agency fees, interest charges and any other expenses incurred in collecting your
account. - We bill insurance as a courtesy, but the patient is responsible for all services rendered.

« | authorize the staff to perform any necessary services needed during diagnosis and treatment. | also authorize the provider to
release any information required to process insurance claims. + | understand the above information and guarantee this form was
completed correctly to the best of my knowledge and understand it is my responsibility to inform this office of any changes to the
information | have provided. - There will be a $50 charge for all appointments cancelled without 48 hours’ notice.

Patient or Legal Guardian’s Signature Date



CONFIDENTIAL HEALTH HISTORY

Patient Name: Date of Birth:

I. CIRCLE APPROPRIATE ANSWER (Leave blank if you do not understand the question)
| 3 Yes/No Is your general health good?

IfNO, explain:
2. Yes/No Has there been a change in your health within the last year?
If YES, explain:
3. Yes/No Have you gone to the hospital or emergency room or had a serious illness in the last three years?
If YES, explain:
4, Yes/No  Are you being treated by a physician now? If YES, explain:

Date of last medical exam? Reason for exam:
5. Yes/No  Have you had problems with prior dental treatment?

If YES. explain:

Date of last dental exam: Name of last treating dentist:

6. Yes/No  Are you in pain now?
If YES, explain:

II. HAVE YOU EXPERIENCED ANY OF THE FOLLOWING? (Please circle Yes or No for each)

Yes/No  Chest pain (angina) Yes/No  Blood in stools Yes/No  Frequent vomiting
Yes/No  Fainting spells Yes/No  Diarrhea or constipation Yes/No  Jaundice

Yes/No  Recent significant weight loss Yes/No  Frequent urination Yes/No  Dry mouth

Yes/No  Fever Yes/No  Difficulty urinating Yes/No  Excessive thirst
Yes/No  Night sweats Yes/No  Ringing in ears Yes/No  Difficulty swallowing
Yes/No  Persistent cough Yes/No  Headaches Yes/No  Swollen ankles
Yes/No  Coughing up blood Yes/No  Dizziness Yes/No  Joint pain or stiffness
Yes/No  Bleeding problems Yes/No  Blurred vision Yes/No  Shortness of breath
Yes/No  Blood in urine Yes/No  Bruise easily Yes/No  Sinus problems

ITI. HAVE YOU HAD OR DO YOU HAVE ANY OF THE FOLLOWING? (Please circle Yes or No for each)

Yes/No  Heart disease Yes/No  AIDS/HIV Yes/No  Psychiatric care
Yes/No  Family history of heart disease Yes/No  Surgeries Yes/No  Osteoporosis
Yes/No  Heart attack Yes /No  Hospitalization Yes/No  Thyroid disease
Yes/No  Artificial joint Yes/No  Diabetes Yes/No  Asthma

Yes/No  Stomach problems or ulcers Yes/No  Family history of diabetes Yes/No  Hepatitis

Yes/No  Heart defects Yes/No  Tumors or cancer Yes/No  Sexual transmitted disease
Yes/No  Heart murmurs Yes/No  Chemotherapy Yes/No  Herpes

Yes/No  Rheumatic fever Yes/No  Radiation Yes/No  Canker or cold sores
Yes/No  Skin disease Yes/No  Arthritis, rheumatism Yes/No  Anemia

Yes/No  Hardening of arteries Yes/No  Emphysema or other lung disease  Yes/No  Liver disease
Yes/No  High blood pressure Yes/No  Kidney or bladder disease Yes/No  Eyve disease
Yes/No  Seizures Yes/No  Stroke Yes/No  Transplants
Yes/No  Cosmetic surgery Yes/No  Eating disorders Yes/No  Tuberculosis

IV. ARE YOU ALLERGIC TO OR HAVE YOU HAD A REACTION TO ANY OF THE FOLLOWING? (Please circle Yes or No for each)

Yes/No  Aspirin Yes/No  Valium Yes/No  Tetracycline
Yes/No  Darvon Yes/No  Demerol Yes/No  Vicodin
Yes/No Codeine Yes/No  Penicillin Yes/No  Percodan
Yes/No Latex Yes/No  Food Yes/No  Nitrous oxide
Yes/No  Local anesthetic Yes/No  Erythromycin Yes/No  Metal

(Novocain or Xylocaine)

Others:




V. ARE YOU TAKING OR HAVE YOU TAKEN ANY OF THE FOLLOWING IN THE LAST THREE MONTHS?
(Please circle Yes or No for each)

Yes/No  Recreational drugs Yes/No  Tobacco in any form Yes/No  Antibiotics
Yes/No  Over-the-counter medicines Yes/No  Alcohol Yes/No  Supplements
Yes/No  Weight loss medications Yes/No  Bisphosphonate (Fosamax) Yes/No  Aspirin

Please list all prescription medications:

VI. WOMEN ONLY (Please circle Yes or No for each)
Yes/No Are you or could you be pregnant? If YES, what month?
Yes / No Are you nursing?
Yes/No Are you taking birth control pills?

VII. ALL PATIENTS (Please circle Yes or No for each)
Yes/No Do you have or have you had any other diseases or medical problems NOT listed on this form?

If YES, please explain:

Yes/No  Have vou ever been pre-medicated for dental treatment? If YES, why:
Yes/No  Have vou ever taken Fen-Phen? If YES, when:

Yes/No s there any issue or condition that you would like to discuss with the dentist in private?

The practice of dentistry involves treating the whole person. If the dentist determines that there may be a potentially medically-compromised
situation, medical consultation may be needed prior to commencement of dental treatment.

[ authorize the dentist to contact my physician.

Patient’s Signature: Date:

Physician’s Name: Phone Number:

I certify that I have read and understand this form. To the best of my knowledge, I have answered every question completely
and accurately. I will inform my dentist of any change in my health and/or medication. Further, I will not hold my dentist, or
any other member of his/her staff, responsible for any errors or omissions that I may have made in the completion of this
form.

Signature of Patient (Parent or Guardian) Date Signature of Dentist Date
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MEDICAL UPDATES
I have reviewed my Health History and confirm that it accurately states past and present conditions.

DENTIST
DATE PATIENT SIGNATURE CHANGES TO HEALTH HISTORY INITIALS

(AS 6/2009)



Watermark Medical ARES Questionnaire
PRINT IN CAPITAL LETTERS — STAY WITHIN THE BOX

Tally ARES
Risk Points

Neck Size
+2 Male >16.5
+2 Female>15.0

First Name Middle Initial Last Name
Pounds Years Gender
Weight Age MaleO  FemaleQ
Feet Inches Inches
Height Neck Size
Month Day Year Optional
Date of Birth ID Number

Score

COMPLETELY FILL IN ONE CIRCLE FOR EACH QUESTION — ANSWER ALL QUESTIONS

Have you been diagnosed or treated for any of the following conditions?

Co-morbidities
+1 for each Yes

High blood pressure  Yes O No (O  Stroke YesO No O fespoace

Heart disease Yes O No (O Depression Yes(O No O Score

Diabetes Yes ) No (O Sleep apnea YesO No O

Lung disease Yes O No O Nasal oxygen use Yes O No O

Insomnia Yes O No (O Restless leg syndrome Yes O No O E:y“:;iﬁf:'f‘-‘o’r‘

Narcolepsy Yes O No O Morning Headaches Yes O No O btk

Sleeping Medication Yes O No O Pain Medication e.g., vicodin, oxycontin Yes O No O

Epworth Sleepiness Scale: How likely are you to doze off or fall asleep in the following situations, in

contrast to just feeling tired? This refers to your usual way of life in recent times. Even if you have not done || EPworth Score
; : TOTAL the

some of these things recently, try to work out how they would have affected you. Use the following scale to ChiEs o al

mark the most appropriate box for each situation. (M.W._ Johns, Sleep 1991) 8 questions,

0 = would never doze 1 = slight chance of dozing 0 1 2 3 If 11 or less

2 = moderate chance of dozing 3 = high chance of dozing Score =0

Sitting and reading O O O O If 513;:; n;ozre

Watching TV O O O O

Sitting, inactive, in a public place (theater, meeting, etc) O O O O —

As a passenger in a car for an hour without a break O O O O

Lying down to rest in the afternoon when circumstances permit O O O O

Sitting and talking to someone O O O O

Sitting quietly after lunch without alcohol ' O O O

in a car, while stopped for a few minutes in traffic O O @) O ";Saig"of&:l;rf;f

Frequency 0-1times/week 1-2times/iweek 3-4times/iweek 5-7 times/week

On average in the past month, how often have you snored or been told that you snored?

Never O Rarely (O +1 Sometimes () +2 Frequently (O+3  Almost always O +4
Do you wake up choking or gasping?
Never O Rarely (O +1  Sometimes O+  Frequently O+ Almost always (O +4

Have you been told that you stop breathing in your sleep or wake up choking or gasping?
Never O Rarely (O +1  Sometimes O+  Frequently (O+3 Almost always() +4

Do you have problems keeping your legs still at night or need to move them to feel comfortable?
Never O Rarely (O Sometimes O Frequently (O Almost always O

three responses

Signature Area Code Phone Number Total all 6 boxes from above

If point total = 4 or 5 (low risk), 6 to 10
{high) and 11 or more (very high risk)

Point Total

© 2009 Watermark Medical




Image Release

I hereby give my consent for Dr. to take photographs, slides and/or
videotape of (patient’s name). I also grant permission to
reproduce, print and/or publish these images, in print or electronically, for use in articles, lectures, or
advertisements.

I understand that some of these images may be used by laboratories for fabrication of crowns, veneers,
bridges, or dentures and these images will become part of my dental record.

I do not expect compensation, financial or otherwise, for the use of these images.

I expressly authorize and grant a license to Dr. his/her business, organization, employees, or
agents for any use of the above-stated images and expressly release and discharge Dr.
his/her business, organization, employees, or agents from any and all potential claims for the use of the
above-stated images.

Please initial:

I consent to the use of my photographs, slides, and/or videotape for articles, lectures, marketing,
advertising, and laboratory use.

I consent to the use of my photographs, slides, and/or videotape ONLY for laboratory use.

I DO NOT consent to the use of my photographs, slides, and/or videotape.

| understand that the information disclosed under this authorization may be subject to disclosure and no
longer protected by the federal privacy regulations. I understand that I may refuse to sign this authorization
and that my refusal to sign will not affect my ability to obtain treatment, payment, enrollment, or eligibility
for benefits. Finally, I understand that I may revoke this authorization in writing at any time by sending a
letter to my dental care provider stating my revocation and the effective date, except to the extent that action
has been taken in reliance on this authorization.

I release and discharge Dr. his/her business, organization, employees or agents from any
and all claims or actions [ have or may have relating to such use and publication.

Patient’s or Legal Guardian’s/Representative’s Signature Date

Dentist’s Signature Date

PLACE A COPY IN THE PATIENT’S CHART.
[AS 11/2012]
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Patient Acknowledgement of Dental Materials Fact Sheet

Patient Name:

(Please Print)

By signing this form, you acknowledge receiving from Claremont Dental Institute a copy
(upon request) of the Dental Materials Fact Sheet dated October 2001.

If you have any questions about the Dental Materials Fact Sheet, please contact the office at:
(909) 625 4101.

Date:

Patient or Legal Guardian Signature



ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy
Practices or to document our good faith effort to obtain that acknowledgement.

**You May Refuse to Sign This Acknowledgement**

| have received a copy of this

office’s Notice of Privacy Practices.

Print Name:

Sign:
Date:

Authorization to Release Information

Purpose: This form is used to obtain authorization to release information regarding you covered

under the Privacy Act to people other than yourself. |,

authorize the following person(s) to have access to information covered under the Privacy

Practice regarding myself.

{Please Print Name} Relationship

{Please Print Name} Relationship

{Please Print Name} Relationship

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

D Communications barriers prohibited obtaining the acknowledgement

D An emergency situation prevented us from obtaining acknowledgement

D Other (Please Specify)

© 2002 American Dental Association
All Rights Reserved
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NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY
We are required by applicable federal end state law to maintain the privacy of your heelth irformation. We are also

required to give you this Notice about our privacy practices. our lepal duties. and your righfs concerning your heallh
information. We must follow the privacy practices that are described in this Nolice while it is in effect. This Notice

takes effect QL!_Q}_@QLE}and will cemain in effect until we replage il.

We reserve the right fo change cur privacy praclices and the‘terms of this Notice at any time, previded such
changes are permitled by applicable law. We reserve the right {0 make the changes in cur privacy practices and the
new ferms of our Notice effective for ali health information that we maintain, incluging health information we creai-
ed or received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Notice and make the new Nolice available upon request.

You may request a copy of our Notice at any lime. For more information about our privacy praclices. or for addition
al copies of this Notice, please conlact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment. payment, and healthcare operations. For example

Treatment: We may use or disclose your health information {o a physician or other healthcare provider pro-

viding trealment to you.
Payment: We may use and disclose your health information te oblain payment for services we provide 10 you.

Healthcare Operations: We may use and disclose your health information in connection with gur heallhcare oper-
ations. Heelthcare operations include quality assessment and impravement aclivities, reviewing the competence o
qualifications of healthcare professionals, evaluating practitioner and provider performance. conducting training
programs. accreditation. cerlification, licersing or credentialing aclivities.

Yeour Authorization: In addiion to our use of your health information for treaimeni. payment or healihcare opera-
tions, you may give us written authorization to use your health information or to disclose it to anyone for any pur-
pose. If you give us an authorization, you may revoke it in writing at any time. Your revocation wili not alfect any use
or disclosures permitted by your authorization while it was in eftect. Unless you give us a written authorization, we
cannot use or disclose your health information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your healih information to you, as described in the Patient
Rights section of this Notice. We may disclose your hezith information to a family member, friend or other person
{o the extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that

we may do so.

Persons Involved In Care: We may use ¢r disclose healih information te notify. or assist in the notification of
{including identifying or locating) & family member, your personal representative or ancther person responsible for
your care, of your location, your general condition, or death, 1f you are present, then prier to use or disclosure of your
health information, we will provide you with an opportunity to object to such uses or disclosures. in the event of your
incapacity or emergency circumstances, we will disclose health information based on a determination using our
professional judgment disclosing only health information that 1s directly relevant to the person’s involvement in your
healthcare. We will also use our professional judgment and our experience with common practice to make reason-
aple inferences of your best interest in allowing a person to pick up filled prescriptions. medical supplies, »x-rays, or

other similar forms of health information.

Markeling Health-Related Services: We will not use your health information for marketing communications
withcut your wriiten zuthorization.

Required by Law: We may use or disclose your health information when we ere required {o do so by law

Abuse or Neglect: We may disclose your healih information {o appropriate authcrities ii we reasonatly believe that

you are & possible viclim of abuse, neglect. or domestic violence or the possible victim of other crimes. We may dis-
close your health information 1o the extertt recessary to averl 2 serious threal to vour heelth or safety or the health

or safely of others.

601 E. Foothill Blvd. » Claremont, CA 91711« Tel: {909) 625-4101 « Fax: (909} 625-7973 - www.claremontdentalinstitute.com



National Security: We may disclose t¢ military authorities the hezlth informalion of Armed Forces personnel under
cerain circumstances. We may disclase to authorized federal oHicials health information required for lawiful intelli-
gence, counterintelligence. and other nationz! securily aclivities. We may disclose lo correctionel instiiution or law
enforcernent official having lawful cuslody of protected heatth information of inmate or patient under certain circurm-
stances.

Appointment Reminders: We may use or disclose your health information to provide you with appointmeni
reminderss {(such as voicemnail messages, posicards, or letters).

PATIENT RIGHTS
Access: You have the right o look at or get copies of your heelth information, with limiled exceptions. You may

request that we provide copies in 8 format othes than photocopies. We will use the formal you request uniess we
cannot practicably do so. (You must mzake & request in writing 10 cbtain access to your heakh informetion. You may
obtain a form to request access by using the contact information listed at the end of this Notice. We will charge you
a reasonable cost-based fee for expenses such as copies end staff time. Youunay also request access by sending us
a leter to the eddress at the end of this Notice. if you request copies, we vl charge you $0, jor each page,
5 per hour for staff time 1o copy your health information, and postage if you want the copies mailed 10 you.
1 you reguest an ailernative formai, we will charge & cost-based fee for providing your health information in that
format. ! you prefer, we will prepare @ summary er an explanalion of your health information for a fee. Contact us
using the information lisled at the end of 1hus Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right 1o receive a list of instances in which we pr our business associates
disclosed your health information for purposes, other then treatment, payment, healthcare operations and certain
other aclivities, for the last 6 years, bul nol before April 14. 2003, If you request this accounting more than once in a
12-month period, we may charge you a reasonable, cost-based fee for responding to these addit.onal requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
health informalion. We are nol required to epree 1o these additional restrictions, but if we do, we will abide by our
agreement (excep! in an emergency),

Allernative Communication: You heve the right {o request thal we communicate wilh you about your health infor-
mation by aliernative means or to alternative locations, (You must make your request in writing ) Your request must
specify the alternative mieans of location, and provide satistactory explanation how payments will be handled under

the alternative means or location you request.
Amendment: You have the right 1o request that we amend your health information, (Your reques! must be in writing,
and it must explain why the information should be amenged.) We may deny your request under certain circurnstances.
Electronic Notice: If you receive this Notice on our Web site or by electranic mail (e-mail). you are entitied o
receive this Nolice in written form. .

$

QUESTIONS AND COMPLAINTS

i you want more information about our privacy practices or have questions or concerns, please contact us.

if you are concerned hat we mey have violated your privacy fights, of you disagree with & decision we made about
access to your health information or in response to a request you made to-amend or restrict the use or disclosure of
your health information or to have us communicate with you by alternative means or at alternative locations, you
may complain fo us using the contact information listed at the end of this Notice. You alsc may submit a written
complaint 1o the U.S. Depariment of Health and Human Services, We will provide you with the address to file your
complaint with the U.S. Department of Health and Human Services upon request,

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to tile

z complaint with us or with the U.S. Deparment of Health fﬂd Human Services.
Debbiy Moran_ | Do Manater

Contact Officer;
wesrone._09 pASHO tee_90902%-7913
emat_ CAC N aemud—clenh st @ hhmad  com
Address: [aD! E. ]LB{)‘”\L'.H rBl/ud

Llasemod . Ca 4171

© 2007 2000 Amencen Denlal Assac gton. All rghts reserved.
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This Form is educational only, does nol constitule fegel advice and covers only federal, nod #late, law (August 12 2002;.




