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WELCOME

Patient Information

Date

SS/HIC/Patient ID #

Patient Name

Last Name

Firsi Neme

Address

Middle Initial

E-mail

City

State

Zip

Sex [JM [JF Birthdate

] Married ] Widowed
(] Separated  [] Divorced
Patient Employer/School

[ Single
[] Parinered for

Occupation

Dental Insurance
Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? [JYes [JNc

Subscriber's Name

Birthdate SS#

Relationship to Patient

Insurance Co.

Group #

ASSIGNMENT AND RELEASE
| certify that I, and/or my dependent(s). have insurance coverage with

and assign directly to

Name of Insurance Company/(ies)

Dr. all insurance benefits,

Employer/School Address

Employer/School Phone (__ )

Spouse's Name

Birthdate

SS#

Spouse’s Employer

Whom may we thank for referring you?

it any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. |
authorize the use of my signature on all insurance submissions.

The above-named dentist may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpese of obtaining payment for services and determining insurance
benefits or the benefits payable for reiated services. This consent will end when
my current treatment plan is compieted or one year from the date signed below.

" Signature of Patient, Parent, Guardian or Personal Representative
Please print name of Patient, Parent, Guardian or Personal Representative

Date " Relationship to Patient -

Phone ( )

Phone N
)

Spouse's Work ( }

umbers

Ext Alt.Phone (

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name

Phone (

Relationship

Work Phone (

Reascn for today's visit

Former Dentist

Dental History

Chew on one side of mouth

Cigarstte, pipe, or cigar
smoking
Clicking or popping jaw

City/State

Dry mouth

Date of last dental visit

Date of last dental X-rays __

Place a mark on “yes" or "no" to indicate if

you have had any of the following:

Bad breath [ Yes
Bleeding gums CYes
Blisters on lips or mouth [ Yes
Burning sensation on tongue [ Yes

Fingernail biting
Food coliection between
the teeth

Foreign objects
Grinding teeth
Gums swolien or tender
Jaw pain or tiredness
Lip or cheek biting

[ No
O No
I No
O No

Loose teeth or broken fillings [ Yes

[JYes [JJNo Mouth breathing
Mouth pain, brushing
Orthodontic treatment
Pain around ear
Periodontal treatment
Sensitivity to cold
Sensitivity to heat
Sensitivity to sweets
Sensitivity when biting
Sores or growths in your
mouth

JYes
[ Yes
[Yes
[Yes

[ No
O No
O No
O No

[ Yes
CYes
OYes
Yes
[ Yes
[Yes

JNo
I Ne
O No
I No
O No
I No
[ No

How often do you floss?
How often do you brush?




.,
.I

Health History
S Date of last visit

Have you ever used a bisphosphonate medication? Common brand names are Fosamax, Actonel, Atelvia, Didronel. Boniva. COYes [1No

Have you ever taken any of the greup of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin
(brand names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). [JYes [INo

Physician's Name

Place a mark on “yes" or “no" ic indicate it you have had any of the following:
AIDS/HIV [1Yes [[JNo Epilepsy [JYes [INo Respiratory Disease [JYes [1No

Anemia [ClYes [JNo Fainting or dizziness [(Yes [INo Rheumatic Fever [ClYes [1No
Arthritis, Rheumatism [JYes _|No Glaucoma [IYes [JNo Scarlet Fever [JYes [INo
Artificial Heart Valves [[JY¥es [INe¢ Headaches [JYes [ No Shortness of Breath ClYes [No
Artificial Joints [CTYes [INo Heart Murmur [lYes [[JNo Sinus Trouble [OYes [ No
Asthma [JYes [/No Heart Problems i [JYes []No Skin Rash [Yes []No
Back Problems * [IYes [[INo Hepatitis Type _ : [ClYes [INo Special Diet [JYes []No
Bleeding abnormally, with Herpes [JYes [JNo Stroke [IYes [JNo

extractions or surgery LlYes [No  Wigh Blood Pressure [JYes TINo Swollen Feet or Ankles [CYes [JNo
Blood Disease ClYes CONe  jaundice [JYes [INo Swollen Neck Glands - [JYes []No
Cancer ClYes TINo  jaw Pain [IYes FINo Thyroid Problems ClYes [INo
Chemical Dependency L1Yes LINo  Kigney Disease [JYes [INo Tonsilitis ClYes [INo
Chemotherapy [IYes [No | jyer Disease [JYes [INe Tuberculosis ClYes [JNo
Circulatory Problems [IYes [INo | ow Blood Pressure [Yes [INo* Tumor or growth on head '
Congenital Heart Lesions [COYes INe  pitral Valve Prolapse JYes [INo or neck [lYes []No
Cortisone Treatments ClYes [INe  Nervous Problems TlYes [JNo Ulecer [JYes []No
Cough, persistent or bioody ] Yes [INo  pacemaker [Yes []No Venereal Diseass CIYes [INo
Diabetes ClYes [ONe  psychiatric Care [lYes [INe Weight Loss. unexplained [(1Yes [JNo
Emphysema LlYes [INe  Rmagiation Treatment [COYes [JNo

Do you wear contact lenses? [dYes

] No

Women:
Are you pregnant? [CYes "[ONo Due date Are you nursing? [JYes [JNo
Taking birth contro! pills? [TYes [INo

Medications Allergies

List any medications you are currently taking and the correlating
diagnosis: ] Aspirin [] Local Anesthetic

[] Barbiturates (Steeping pills) [ Penicillin

S |15 il [J Sulfa

[] lodine [] Other
o ] Latex

Pharmacy Name

Phone ( )

U P dates (To be filled in at future appointments)
Has there been any change in your health since your last dental appointment? [JYes [ No

For what conditions?

It so. what?

Are you taking any new medications?

Patient's Signature

Date

Doctor's Signature Date___

L e R N N N N N R N R R R R R R T T

Has there been any change in your heaith since your last dental appointment? [JYes [JNo

For what conditions?

Are you taking any new medicaticns? If so, what?

Patient's Signature
Doctor's Signature

=



Dentist;

1.

2.

INFORMATIONAL PURPOSES ONLY
GENERAL DENTISTRY INFORMED CONSENT

Patient:

WORK TO BE DONE: 1 understand that I am having the following work done: Fillings ( ), Bridges ( ), Crowns ( ), X-rays (),

Extractions ( ), Impacted teeth removed ( ), Root Canals ( ), Dentures ( ), Other . (Initials i) _
DRUGS AND MEDICATION: I understand that antibiotics, analgesics and other medications can cause allergic reactions causing
redness and swelling of tissue, pain, itching, vomiting, and/or anaphylactic shock. (Initials ___ )

CHANGES IN TREATMENT PLAN: I understand that during treatment it may be necessary to change or add procedures because
of conditions found while working on the teeth that were not discovered during examination. For example, root canal therapy
following routine restorative procedures. 1 give my permission to my dentist to make any/all changes and additions as necessary.
(Initials ) -

REMOVAL OF TEETH: Alternatives to removal have been explained to me (root canal therapy, crowns, periodontal surgery, ?tc-)
And [ authorize the dentist to remove the following teeth: and any others necessary for reasons in
paragraph #3. T understand removing teeth does not always remove all the infection, if present, and it may be necessary tolw_.re
further treatment, I understand the risks involved in having teeth removed, some of which are pain, swelling, spread of infection, dry
socket, loss of feeling in my teeth, lips tongue and surrounding tissue (Paresthesia) that can last for an indefinite period of time or
fractured jaw. 1 understand I may need further treatment by a specialist if complications arise during or following treatment, the cost
for which is my responsibility. (Initials )
CROWNS, BRIDGES, AND CAPS: I understand that sometimes it is not possible to match the color of natural teeth exactly with
artificial tecth. I further understand that I may be wearing temporary crowns, which may come off easily and that I must be careful to
ensure that they are kept on until the permanent crowns are delivered. I realize the final opportunity to make changes in my news
crown bridge, or cap (including shape, fit, and color) will be before cementation. It is also my responsibility to return for permanent
cementation within 21 days from tooth preparation. Excessive delays may allow for tooth movement. This may necessitate a remake
of the crown, bridge, or cap. 1 understand that there will be additional charges for remakes due to my delaying permanent
cementation. (Initials )

ENDODONTIC TREATMENT (ROOT CANAL): 1 realize there is no guarantee that root canal therapy will save my tooth, and
that complications can occur from the treatment, and that occasionally root canal filling material may extend through the tooth which
does not necessarily effect the success of the treatment. I understand that endodontic files are very fine instruments and stresses from
their manufacture can cause them to separate during use. I understand that occasionally additional surgical procedures may be
necessary following root canal treatment (apicoectomy). I understand that the tooth may be lost in spite of all efforts to save it.
(Initial

PERIODONTAL LOSS (TISSUE AND BONE): | understand that I have a serious condition, cansing gum and bone inflamation or
loss and that it can lead to the loss of my teeth. Alternative treatment plans have been explained to me, inchiding gum surgery,
replacements and/or extractions. I understand that undertaking any den:al procedure may have a fitture adverse effect on my
periodontal condition. (Initials )
FILLINGS: I understand that care must be exercising in chewing on fillings especially during the first 24 hours to avoid breakage. 1
understand that a more exteusive filling than originally diagnosed may be required due to additional decay. I understand that
significant sensitivity is a common after effect of a newly placed filling. (Initials )
DENTURES: I understand the wearing of dentures is difficult. Sore spots, altered speech, and difficulty in eating are some common
problems. Immediate dentures (placement of denture immediately after extractions) may be painful. Immediate dentures may require
considerable adjusting and several relines. A permanent reline will be needed later. This is not included in the denture fee. I _
understand that it is my responsibility to return for delivery of the dentures. I understand that failure to keep my delivery appointment
may result in poorly fitted dentures. If a remake is required due to my delays of 30 days, there will be additional charges.

(Initials )

I'understand that dentistry is not an exact science and that therefore, reputable practitioners cannot properly guarantee results. I

acknowledge that no guarantee or assurance has been made by anyone regarding the dental treatment which I have requested arid
authorized.

I'hereby authorize any of the doctors or dental auxiliaries to proceed with and perform the dental restorations and treatments as explained
to me. Iunderstand that this is only an estimate and subject to modification depending on unforseen or undiagnosable circumstances that
may arise during the course of treatment. I understand that regardless of amy dental insurance coverage I may have, I am responsible for
payment of the dental fees. 1 agree to pay any attorney’s fees, or court costs, that may be incurred to satisfy this obligation.

Signature of Patient Date:

Signature of Dentist . Date:




NOTICE TO INSURANCE PATIENTS

I AM PERSONALLY RESPONSIBLE FOR MY BALANCE IF ANY OF THE FOLLOWING
OCCURS:

A. The treatment goes over my annual maximum insurance allowance.
B. My insurance company denies any treatment.
C. Iam not eligible fox insurance benefits.
D. Iprevent or delay payment by not complymg with requests for insurance forms or
signatures.
E. I do not complete my treatment and it results in non-payment by the insurance
company.
F. Additional lab costs are incurred due to missing appointments.
G. Ireceived my insurance check and do not immediately send it to your office.

I hereby authorize payment directly to the dentist and/or dental group (listed below) of the group
dental insurance benefits otherwise payable to me. I understand that I am financially responsible
for any charges not covered by this authorization. I hereby accept the recommended treatment
plan and authorize release of any information related to this claim. :

-

I have read and understand my obhgatxons with regard to the aoceptance of my dental insurance
as payment.

Signed: Date:




Workers' Compensation Purposes
We may disclose your health information as required or permitted by State or Federal workers'
compensation laws.

judicial and Administrative Proceedings

We may disclose your health information in an administrative or judicial proceeding in response
10 a subpoena or a request to produce documents. We will disclose your health information in
these circumstances only if the requesting party first provides written documentation that the
privacy of your health information will be protected.

incidental Uses and Disclosures

We may use or disclose your health information in a manner which is incidental to the uses and
disclosures described in this Notice.

Y Health Oversight Activities
% We may disclose your health information to a government agency
@ responsible for overseeing the health care system or health-related
N government benefit program,

g3 To Avert A Serious Threat To Health or Safety
We may use or disclose your health information to reduce a risk
of serious and imminent harm to another person or to the public.

To The U.S. Department of Health and Human Services (HHS)

We may disclose your health information to HHS, the government agency responsible for
overseeing compliance with federal privacy law and regulations requlating the privacy and
security of health information.

-

For Research

We may use or disclose your health information for research, subject to conditions, “Research”
means systemi investigation designed to contribute to generalized knowledge.

In Connection With Your Death Or Organ Donation

We may disclose your health information to a coroner for identification purposes, to a funeral
director for funeral purposes, or to an organ procurement organization to facilitate
transplantation of one of your organs.

If applicable State law does not permit the disclosure described above, we will comply with the
stricter State law.

Authorization to Use or Disclose Health Information
Other than s stated above or where Federal, State or Local law requires us, we will not disclose

Patient Acknowledgment
Patient Name(s);

Thank you very much for taking time to review how we are carefully using your health
information. If you have any questions we want to hear from you. If not, we would appreciate
very much your acknowledging your receipt of our policy by signing and

returning this card. We ook forward to seeing you again soon!

Patient Signature

Date / / X

For additional information about the matters discussed in this notice,
please contact our Privacy Officer. :

Effective Date:

your kealth information other than with your written authorization. You may revoke that
authorization in writing at any time.

2 PATIENT RIGHTS

*"You have the following rights related to your health information.

2 Restrictions

' You have the right to request restrictions on the use or disclosure of your
health information for treatment, payment, or health care operations in addition to the
restrictions imposed by federal law. Our office is not required to agree to your request, but
we will endeavor to honor reasonable requests. We generally are not required to agree to a
requested restriction. Our office will honor your request that we not disclose your health
information to a health plan for payment or healthcare operation purposes if the health
information relates solely to a health care item or service for which you have paid us
out-oFpocket in ful.

(onfidential Communications
You have the right to request that we commugicate with you by alternative means or at an
alternative location. You may, for example, request that we communicate your health
information only privately with no other family members present or through mailed
communications that are sealed. We will honor your reasonable /
requests for confidential communications.

Inspact and Copy Your Health Information
You have the right to read, review, and copy your health \
information, including your complete chart, x-rays and billing records.
If you would like a copy of your health information, please let us know. We may need to charge
you a reasonable, cost-based fee to duplicate and assemble your copy. If there will be a charge,
we will first contact you to determine whether you wish to modify or withdraw your request.

Amend Your Health Information

You have the right to ask us to update or modify your records if you believe your health
information records are incorrect or incomplete. We will be happy to accommodate you as
long as our office maintains this information. In order to standardize our process, please
provice us with your request in writing and describe the information to be changed and your
reason for the change.

Your request may be denied if the health information record in question was not created by
our office, is not part of our records or if the records containing your health information are
determined to be accurate and complete. If we deny your request, we will provide you with a
written explanation of the denial.

Acccunting of Disclosures of Your Health Information

You have the right to ask us for a description of how and where your health information was
disclosed. Our documentation procedures will enable us to provide information on health
information disclosures that we are required to disclose to you. Please let us know in writing
the time period for which you are interested. Thank you for limiting your request to no more
than six years at a time. We will provide the first accounting during any 12-month period
without charge. We may charge a reasonable, cost-based fee for each additional accounting
during the same 12-month period. If there will be a charge, the Privacy Official will first contact
you tc: determine whether you wish to modify or withdraw your request.

Request a Paper Copy of this Notice
You have the right to obtain a copy of this Notice of Privacy Practices directly from our office
at any time. Stop by or give us a call and we will mail or email a copy to you.

We arz required by law to maintain the privacy of your health information and to provide to
you or" your personal representative with this Notice of our Privacy Practices. We are required
to practice the policies and procedures described in this notice but we do reserve the right to
change the terms of our Notice. If we change our privacy practices we will be sure all of our
patierits receive a copy of the revised Notice. You have the right to express complaints to us or
to the Secretary of Health and Human Services if you believe your privacy rights have been
compromised. We encourage you to express any concerns you may have regarding the privacy
of your information. We will not retaliate against you for submitting a complaint. Please let us
know of your concerns or complaints in writing by submitting your complaint to our Privacy
Officer.
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WAYNE S. CHIU, D.D.S. -

HIGHLAND FAMILY DENTISTRY
3606 Highland Avenue

n® o
Highland, CA 92346
% H 909-425-2500
L I w ~W.yourdentslsmile.com

-

Dear Patienjcs:

We are using e-mail and text messaging to confirm our dental
appointments with our patients. |

Please confirm your e-mail address and cell phone number to
be used to remind you of your upcoming dental appointments.

Name:

E-mail address:

Cell Phone:

Date:




