DENTAL REGISTRA?ION AND HISTORY
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Please read, initial the jtems, and sign at the bottom of form.

1. DIAGNOSTIC AND PREVENTIVE
| understand that | am havrng the following work done
X-rays___| Cleaning | | Scaling FIuonde

Sealants | (Initialsi;;_—_J

2. DRUGS, MEDICATIONS AND LOCAL ANESTHETICS

| understand that antlbrotlcs analgesics and other medications
can cause allergic reactions causing redness and swellrng of
tissues, parn itching, vomiting, and/or anaphylactrc shock
(severe aIIerglc reaction). | also understand there are risks of
local anesthesia that may affect my body such as dlzzmess

nausea, vomrtmg, accelerated/slow heart rate, or varlous types

of allergic reactlons It may also cause injury to nerves that can
resultiin paln tingling, or‘ numbness that may persrst for
several weeks months, or rarely, be permanent. | have
informed my dentist of my complete medical history, including
any recent surgeries, changes in my medical hlstory, and any -
known aIIergles (Inrtlals‘ ) i

3. CHANGES IN TREATMENT PLAN

| understand that during treatment it may be necessary to
change and/or add procedures because of conditions found
while worklng on the teeth that were not discovered during
examlnatlon Upon my consent 1 give my permission to the
Dentist to make any/all changes and additions as necessary

(Initials )‘

4. REMOVAL OF TEETH

Alternatrves to removal have been explained to me (root canal
therapy, crowns, and pe‘nodontal surgery, etc.) and | authorize
the Dentist to remove the following teeth
| understand removing teeth does not always remove all the
infection, if rpresent andr it may be necessary to have further
treatment. I understand the risks involved in having teeth
removed, some of whrch are parn swelling, spread of infection,
dry socket, loss of feellng in my teeth, lips, tongue and
surroundmg tissue (Paresthesra) that can last for an indefinite
period of time (days or months) or fractured jaw. | understand |

may need further treatm‘

ent by a specialist or even
hosprtahzatron if compllcatlons arise during or foIIowrng
treatment, the cost of whrch is-my responsibility. |

(Inltlals____)

5. CROWNS (CAPS) AND BRIDGES
| understand that sometlmes it is not possible to match the

color of natural teeth exactly with artificial teeth. | further
understand that | may be wearing temporary crowns which

may come off easily and that | must be careful to ensure that
they are kept on until the permanent crowns-are dellvered |

realize the f nal opportunity to make changes in my new crown,
bridge, or cap (mcludrng: shape, fit, size and color)will be
before cementation. Once cemented, | understand that any
changes inshape, fit, sr‘ze or color will incur an additional

charge. Additionally, | understand that porcelain fused to metal

(PFM) crowns run the risk of fracturing the outer Iayer of

porcelain and exposing the metal. | have been informed that no

DENTAL TREATMENT CONSENT FORM

Patient Name:

guarantee can be made towards this type of crown and | would
be responsible for any repair due to porcelain fracture.

(Initials ' )

6. DENTURES, COMPLETE OR PARTIAL
| realize that full or partial dentures are artificial, constructed of

_ plastic; metal, and/or porcelain. The problems of wearing these
- appliances have been explained to me, including looseness,
- soreness, and possible breakage. | realize the final opportunity

to make changes in my new dentures (including shape, fit,

- size, placement, and color) will be the “teeth in wax” try-in visit.
- lunderstand that most dentures require relining approximately
~_three to twelve months after initial placement. The cost for this
- procedure is not included in the initial denture fee.

~(Initials )

7. ENDODONTIC TREATMENT (ROOT CANAL)

| realize there is no guarantee that root canal treatment will
save my tooth, and that complications can occur from the
treatment. | understand that root canals can fail and may

. require additional treatment or | may end up having the tooth

extracted. | also understand that occasionally additional
surgical procedures may be necessary foIIowmg root canal

treatment (apicoectomy). (Initials )

8. PERIODONTAL LOSS (TISSUE & BONE)
| understand that | have a serious condition, causing gum and
bone infection that can lead to the loss of my teeth. Alternative

. treatment plans have been explained to me, including gum

surgery, replacements and/or extractions. | understand that

; undertaking any dental procedures may have a future adverse
¥ effect on my:periodontal condition. (Initials )

9. FILLINGS

| understand that | may experience hot and cold sensitivity,

pain or discomfort following routine restorative procedures and

that this is usually temporary and should settle without further
treatment. If in the event that my condition does not get any
better, | understand that | may need further dental treatment,
the most common being root canal therapy, resulting in

additional costs. (Initials )

10. DENTURES ,

| understand the wearing of dentures is difficult. Sore spots
altered speech and difficulty in eating are common problems.
Immediate dentures (placement of dentures 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. |
- understand that it is my responsibility to return for delivery of
 the dentures. | understand that failure to keep my delivery

appointment may result in poorly fixed dentures. If a remake is

- required due to my delays of more than 30 days there will be

~-additional charges. (Initials ‘ )

Date

Signature of Patient or Legal Guardian




~ PATIENT - DOCTOR AGREEMENTS

We would like to take a moment to welcome you to our office and to assure you that you will be receiving the
very best care available for your condition. The purpose of this agreement is to allow us to more completely
serve you and for you to get needed treatment on time. It is our experience that those patients who follow
through with these agreements get the best results.

MISSING OR CHANGING APPOINTMENTMENTS
The doctor will set up }a specific course of treatment for you. A certain amount of time is reserved for you pre
your request based on your treatment length. rThus in order to get the results we both desire and be respectful
of the dentai needs of other patients, we request notice of at least 24 hours in advance for cancellation of
appomtments If you qo not reach the receptionist you may leave a detailed message on the voice mail. If
appropriate notice is not given, it will be consrdered as a “no-show”. After certain number of “no-show” n
further appomtment can be made and you would be considered as a “walk-in only patient’, who can onIy be
seen by the doctor based on the availability of that day. We take our patient care very seriously and will work
hard to achleve your treatment goals. SCHEDULE YOUR LIFE AROUND YOUR HEALTH, NOT YOUR
HEALTH AROUND YOUR LIFE. g ‘

| ¢

\ ' H

PAﬂENTPAYMEMT ‘
We will expect you to ihonor the financial agreement you make wrth our office. Payments / co- payments are
due at the time the service is provided. Upon your final visit your account must be paid in full or a current

written flnanC|aI agreement must be made n advance of your departure. We accept cash and all major credit
cards. We also offer CARE CREDIT as an optlon If the current arrangement becomes inconvenient for you,

please see our front desk assistant so that other arrangements can be made in advance.

REFUNDiS FOR UNFINISHED TREATMENT
Please understand that if a patient decides to discontinue treatment after it has been started a full refund will
not be given. Individual circumstances may be discussed with the dentist.

COMMUNICATION: , | o ,
Please communicate to us any upsetting matters. We are here to serve you. Your criticism will help us to help
you as well as others. S . S et

Thank you, we appreciate your cooperation!

I, » ‘ understand the above policy and agree to abide by it.

Signature V , Date




ACKl“lOWLEDGEMENTtOF NOTICE OF PRIVACY PRACTICES
CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

\
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
rnformatlon to carry Ol.%lt treatment, payment a ,trvrtres and healthcare operations.

Notice of E’rivacy Prac%tices: You have the rigtt to read our Notice of anacy Practices before you decide
whether to sign this Consent. Our Notice provides a description of our treatment, payment activities, and
healthcare operatrons‘ of the uses and disclosures we may make of your protected health information, and of
other |mportant matters about your protected | health information. You may obtain a copy of our Notice of
Privacy Practices, including any revision of our Notice, at any time by contacting this office. We encourage

you to read it carefully‘ and completely before srgnlng this Consent

We reserve the right t‘o change our privacy practlces as descrlbed in-‘out Notice of Privacy Practices. If we
change our privacy practrces we will issue a revised Notice of Privacy Practices, which will contain the
changes. Those chan‘ges may apply to any of your protected health information that we malntarn

Right to Revoke You ‘wrll have the right to revoke this Consent at any time by giving us written notice of your
revocatron Please understand that revocation of this Consent will not affect any action we took in reliance on
this Consent before we received your revocatlon and that we may decline to treat you or to continue treating
you if you revoke this Consent :

SIGNATURE

I have had full opportunity to read and consrder the contents of this Consent form and your Notice of anacy
Practices. | understand that by signing this Consent form, | am giving my consent to your use and disclosure
of my protected health information to carry ou_t treatment, payment activities and health care operations.

Patient Name

Patient / Responsible Party Signature k Date

If this Consent is srgncd by a personal representatlve on behalf of the patient, complete the following:

Personal Representatrve s Name:

Relationshrp to Patrent
YOU ARE ENTITLED\ TOA COPY OF THIS CONSENT AFTER YOU SIGN IT. (Include completed Consent
in the patlent’s chart) ‘

| ?(srop)

FOR OFFICIAL USE ONLY

i
2
REVOCA‘II‘ION OF CONSEN ‘
| revoke my Consent for your use and drsclosure of my protected health mformatlon for treatment,
payment activities, and healthcare operati bns.k o i

| understahd that revqcation of my Consent wiII not affect any action you took in reliance on my Consent
before you received this written Notice of Revocation. | also understand that you may decline to treat or to
continue to treat me after | have revoked my Consent. | understand that should | choose to continue my
treatment, | will be responsrb|e for billing my own insurance and all payments due to Professional Family -
Dental will be paid in fuII at the time of service, unless other arrangements have been made prior to treatment.
\
t

Patient / Responsible Party Signature | Date




