DENTAL REGISTRATION AND HISTORY

PATIENT INFORMATION

Date .
SS/HIC/Patient ID #

Patient Name

DENTAL INSURANCE

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Last Name
Group #
First Name Middle Initial Is patient covered by additional insurance? []Yes [ No
Address Subscriber's Name
E-mail Birthdate SS#
City Relationship to Patient
State. Zip Insurance Co. )
Sex (1M [JF Age Group #
Birthdate_- ASSIGNMENT AND RELEASE
. . . . | certify that I, and/or my dependent(s), have insurance coverage with
[ Married [J Widowed [ Single ] Minor
and assign directly to
[[] Separated [ Divorced [ Partnered for years Name of Insurance Company(ies)
Patient Employer/School Dr. all insurance benefits, if
. any, otherwise payable to me for services rendered. | understand that | am
Occupation financially responsible for all charges whether or not paid by insurance. | authorize
the use of my signature on all insurance submissions.
Employer/School Address
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 purpose of obtaining payment for services and determining insurance
Employer/School Phone ( ) benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.
Spouse’s Name
Birthdate Signature of Patient, Parent, Guardian or Personal Representative
SS#
, Please print name of Patient, Parent, Guardian or Personal Representative
Spouse’s Employer
Whom may we thank for referring you? Date Relationship to Patient
PHONE NUMBERS
Phone ( ) Work ( ) Ext Cell ( )

Relationship

Spouse’s Work ( ) Best time and place to reach you .

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

Home Phone ( )

Work Phone ( )

DENTAL HISTORY

Reason for today’s visit

have had any of the following:
Bad breath

Bleeding gums

Blisters on lips or mouth

[OYes [ONo Jaw pain or tiredness
[OYes [INo Lip or cheek biting

Burning sensation on tongue
Chew on one side of mouth
Cigarette, pipe, or cigar smoking []Yes [JNo Orthodontic treatment [dYes [INo

Gums swollen or tender

[1Yes [INo Loose teeth or broken fillings

[JYes [JNo Mouth breathing [dYes [INo
[dYes [JNo Mouth pain, brushing [OYes [1No

Former Dentist Clicking or popping jaw [JYes []No Pain around ear [JYes [JNo
City/State Dry mouth [JYes [JNo Periodontal treatment [OYes [No
Date of last dental visit Fingernail b'iting [OYes [1No Sens?tfv?ty to cold DYes [ONo

Food collection between the teeth [JYes []No Sensitivity to heat [dYes [No
Date of last dental X-rays Foreign objects [JYes []No Sensitivity to sweets OYes [No
Place a mark on “yes” or “no” to indicate if you Grinding teeth [OYes [JNo Sensitivity when biting [OYes [ No

[OYes [INo Sores or growths in your mouth []Yes []No

LIYes LINo oy often do you floss?
[JYes []No

[JYes [(JNo How often do you brush?
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HEALTH HISTORY

Physician’s Name Date of last visit
Have you ever used a bisphosphonate medication? Common brand names are Fosamax, Actonel, Atelvia, Didronel, Boniva. []Yes [ No

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin (brand
names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). []Yes [ No

Place a mark on “yes” or “no” to indicate if you have had any of the following:

AIDS/HIV [JYes [No Epilepsy [dYes [1No Respiratory Disease [dYes [No
Anemia [OYes [1No Fainting or dizziness [OYes [1No Rheumatic Fever [OYes [1No
Arthritis, Rheumatism [OYes [No Glaucoma [dYes [No Scarlet Fever [Yes [INo
Artificial Heart Valves [JYes []No . Headaches [dYes [INo Shortness of Breath [dYes [INo
Artificial Joints [dYes [1No Heart Murmur [JYes [No Sinus Trouble [JYes [JNo
Asthma [Yes [INo Heart Problems [OYes [No Skin Rash [OYes [JNo
Back Problems [dYes [INo Hepatitis Type [JYes [JNo Special Diet [JYes []1No
Bleeding abnormally, with [JYes [No Herpes [JYes [JNo Stroke [dYes [INo

extractions or surgery High Blood Pressure [OYes [INo Swollen Feet or Ankles [IYes [INo
Blood Disease LlYes [INo Jaundice [JYes [INo Swollen Neck Glands OYes [INo
Cancer [IYes [JNo Jaw Pain [OYes [1No Thyroid Problems [OYes [INo
Chemical Dependency LlYes [1No Kidney Disease [OYes [No Tonsillitis [dYes [INo
Chemotherapy [Yes [1No Liver Disease Yes [No Tuberculosis [JYes [JNo
Circulatory Problems [Yes [JNo Low Blood Pressure [OYes [1No Tumor or growth on head or [JYes [No
Congenital Heart Lesions [dYes [No Mitral Valve Prolapse [Yes [JNo neck
Cortisone Treatments [OYes [1No Nervous Problems [JYes [1No Ulcer [OYes [JNo
Cough, persistent or bloody [JYes []No Pacemaker [ClYes [JNo Venereal Disease [OYes []No
Diabetes [dYes [1No Psychiatric Care CYes [JNo Weight Loss, unexplained [OYes [INo
Emphysema [Yes [1No Radiation Treatment [OYes [JNo
Do you wear contact lenses? [JYes []No
Women:

Are you pregnant? []Yes [ No Due date Are you nursing? [JYes [ No

Taking birth control pills? [JYes [JNo

MEDICATIONS ALLERGIES
List any medications you are currently taking and the correlating [ Aspirin [] Local Anesthetic
diagnosis:
[] Barbiturates (Sleeping pills) [ Penicillin
[ Codeine [] Sulfa
Pharmacy Name L] lodine L] Other
Phone ( ) [] Latex
AN

A

UPDATES (To be filled in at future appointments)

Has there been any change in your health since your last dental appointment? []Yes [] No

For what conditions?

Are you taking any new medications? If so, what?
Patient’s Signature Date
Doctor’s Signature Date
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Has there been any change in your health since your last dental appointment? [JYes [] No

For what conditions?

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

Patient’s Signature Date

Doctor’s Signature Date
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Jscar Marin,

Written Financial Policy

7ank you for choosing West Covina Smiles. Our primary mission is to deliver. fﬁe best and most.
ymprehensive dental care available An important part of the mission is making the cost of optimal care as
1Sy and manageable for our patients as possible by offering several payment options.

iyment Options:

Ju can choose from:

- Cash, Check, Mastercard, American Express ar Discover Card

We offer a 5% courtesy accounting adjustment to patients who pay for their treatment wit

] 6ash,
Check or credit card prior to the beginning of the treatment.

- Convenient Monthly Payment Plans? from CareCredit and Chase Health-advance up to 18 months
interest free.

o Allow you to pay over time

o Noannual fees or pre-payment penaities )
‘ase note:

car Marin, DDS INC requires payment pror to

the completion of you.r' treatment. If you choose to
continue care hefore treatment is complete, your re

fund will be determined upan review of your case.

Nest Covina Smiles, we

do work by appointment reservations, a 25%
al treatment appointment.

deposit is required to secure your

patients with dental insurance we are happy to work witi

your carrier to maximize your benefit and directly
them for reimbursement for your treatment.2

:ar Marin, DDS INC charges $ B5for returned checks.

i have any questions, please do not hesftate to ask. We are here to

help you get the dentistry you want
eed.

ent, Parent or Guardian Signature Date

:nt Name (Please Pring T

2Ct o credit aporoyaf

zver, if we do not receive Payinent from your insurance carricr within 30 days, you will e respo
1ent fees 2nd collection of

nsible for payment of your
your banefiis dirzctly from ysur insurance carrier.



Padent Narme __ Birthdate

e
.
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. DENTAL TREATMENT CONSENT FORM

Please read and initial the items checked below. Then read and si¢n the section at the bottorm of form.

1. WORK TO BE DONE

l'understand that | am having the following work done: Fillings__ ___Bridges_______ Crowns_______ Exiractions ____

General Anesthesia Root Canals Other (( ﬁ%d:" 3 Wm

(inttials_

Impacted teeth removed

<

2. DRUGS AND MEDICATIONS

| understand that antibiotics and analgesics and other medications can cause allergic reacticns causing redness and swelling of tissues. pain. 1.1 .
vomiting, and/or anaphylactic shock (severe allergic reaction).

{Initiale _

3. CHANGES IN TREATMENT PLAN )

I understand that during treatment it may be necessary to change or add procedures bscause of conditions found while working on the teett s
were not discovered during examination, the most common being root canal therapy following rcutine restorative procedures. | give my permission: .«
Dentist to make any/all changes and additions as necessary.

(Initials

4. REMOVAL OF TEETH

Alternatives to removal have been explained to me (root canal therapy, crowns, and periodontal surgery, etc.) and | authorize the Dentist 1 12, .«
the following teeth and any others necessary for reasors in paragraph #3. | understand removing teeth d :
always remove all the infection, if present, and it may be necessary to have further treatmers. | understand the risks involved in having teeth re
some of which are pain, swelling, spread of infection, dry socket, loss of feeling in my teeth, lips, tongue and surrounding tissue (Paresthesia) 1
last for an indefinite periad of time (days or months) or fractured jaw. | understand | may need further treatment by a specialist or even nospitalizz
complications arise during or following treatment, the cost of which is my responsibility.

(Initials ___
5. CROWN, BRIDGES AND CAPS i

I understand that sometimes it is not possible to match the color of natural teeth exactly w.th artificial teeth. | further understand that | May be voca
temporary crowns, which may come off easily and that | must be careful to ensure that they are kept on until the permanent crowns are deliverec § r-aii
the final opportunity to make changes in my new crown, bridge, or cap (including shape, fit, s:ze, and color) will be before cementation.

(Initials__ ___

€. DENTURES, COMPLETE OB PARTIAL
I realize that full or partial dentures are artificial, constructed of plastic, metal, and/or porcziain. The problems of wearing these appliances havs : «
explained to me, including looseness, soreness, and possible breakage. | realize the final Ofporiunity to make changes in my new dentures (inci

shape, fit, size, placemert, and color) will be the “teeth in wax” try-in visit. | understand that most dentures require relining approxirnately three i t..2i -
months after initial placernent. The cost for this procedure is not included in the initial denture fee.

) (Initials__
7. ENDODONTIC TREATMENT (ROOT CANAL)

I realize there is no guarantee that root canal treatment will save my tooth, and that complications can occur from the treatment, and that occasiona:

melal objects are cemenied in the tooth or extend through the root, which does not necesszrily affect the success of the treatment, | undersia e -
occasionally additional surgical procedures may be necessary following root canal treatment (apicoectomy).

(Initials____

8. PERIODONTAL LOSS (TISSUE & BONE)

I'understand that | have a serious condition, causing gum and bone infection or loss and tnat it can lead to the loss of my teeth. Aliernative e

plans have been explained to me, including gum surgery, replacements and/or extractions. | understand that undertaking any dental procedures mzv 1 -
a future adverse effect on my periodontal condition.

(Initials _____

I 'understand that dentistry is not an exact science and that, therefore, reputable pracitioners cannot guarantee results. | acknowledge s
guarantee or assurance has been made to me by anyone regarding the dental treatment tha: § have requested and authorized for my self or m. 1+
child. | have had full opportunity to discuss and ask questions regarding the dental treatment, and all questions have been answered to rmy satisfaci

" Signanze of Patient, Parent, Guardan or Porsoial Regresentative "7 Date

Please print narne of Patient, Parert, Guardian or Personal Representative

" Refationshig ©’
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Patlent Ackuowledguent ot
Receipt of Dental Yaterials Fact Sheet

, acknowledge [ have

- patfent name

OSCAR MARIN DDS a copy of the

received from
dentist or dental office name

Dental Materials Fact Sheet dated October 2001,

Fatient Signature ~ Date

SAMPLE

| The [ailawing documant Is tha Denlal Board of California’s Dental Matadals Fact Shest. The
Départment of Cansumar Affalrs has no posilian with respact fo the language of this Dental Matadal
Fact Sheal; and I3 lInkaga ta the OCA wgb slta does nat constitute an endorsemant of the cantant af

{his dacumang

The ﬁental Board of California

Dental Matertals Fact Sheet
Adoapled by lhe Board.an Oclahar 17, 2001

—rv
e

As required by Chapter 801, Statutes of 1992, tha Oantal Board of Califomia has prsperad this fact sheat ta
summacza nformation an tha mast frequantly used rastorativa dentai materals. infarmation on this fact
shaat Is Inlandad la encourags discusslon between iha patiant and danllst regaraing Ihs selection of dental
materlals bast suiled for the patlsnt’s daalal neads. It Is nat Intended ta bs a complete guida ta dantal

matlarials sclarce.

The most fraquently used malarlals In restarativa dentisiry ara amalgam, camposita asin, glasa lanomer
|| CEmen, FasiioToraT CamTan; goreatahTfesramiu); porcelatry (\rsed-toTstat); qoit aoys {notitey andlcket-
ar cobalt-chrame (base-melal} alloys. Each matadal has Its own advantages and disadyantagas, benafita
and dsks. Thasa and othar relavant factors ara compared In 1hs atached matiix iltlad “Campartsans of ,
Rasloralya Oantal Matedfals,” A Glassary of Terms* Is-also attachad ta assist lhe readar In undarslanding tha

larms used,

Tha slalements mada ara supportad by ralavant, cradible dantal raseacch pubilsnsd malnly batwaan 1393 -
2001, In soms cases, whaca contamparary research Is sparse, wa hava Indlcated our tast percapllons basad

upan Infarmation that predatas 1993,

Tha raader should ba.awars that Iha outcoma of danlal reatment or durabillly of 2 rastarallon I3 not salsly 3

funclon of the matarfal from which (ha rastaratlon was mads.
MMa durabillty of any restaralion Is Influencad by tha denlst's technlqua whan plating Ins rasloration, the
ancllary maledals usad In s pracedurs, and tha palfent’s cooperatfon dudng tha procsdurs. Following
rasteratlon of ha taath, the longsvity of tharasloration will ba strangly Influancad oy Ins gatlant's compllancs

wilh deatal hyglans and kama cars, thele diat apd chawlag habis.

}




HIPAA Privacy Rule Receipt of Notice of Privacy
Pmm@eg |
Written Acknowledgement Form

(ﬁ)sca’r Maria D.D.S

Acknowledgenent of receipt of Information Practices Notfes (§164.520 (a))

f (Patﬂent’s name) understand that as a part of
my health « care, Oscar Mann D.D. ‘% originates and maintains health records describing
my heath history, symptoms, examination and test results, diagnosis, treatment and any
plans for future care or treatmerit. [ ackiowledgs that [ bave been provided with and
understand that Oscar Marin D,D.S, Notice of Priviey Practices provides a complete
description of the uses and dlsclosures of my health information. [ understand that:

[ have the right to review Oscar Marin D.D.S; Notics of Privacy Practices prior to

“signing thig acknowledgement;
That Oscar Marin D.D.S, reserves the right o cﬁmnge tieiz Notice of Privacy

Practices prior to implementation of this will mail a copy of any revised natice to
address I've provided if requested.

Q

"Signature of individual or Legal Representative Witii€S coeooeoorcooscossscsisonsionane
<

LEXRRY 0acogson

Printed Name of [ndividual or Legal Representative Wim'?cfas vaastssTevnseoaseton g

P .
[)dte. vepaco sceacu 20800000003000Q0000000000080¢00ag0

......

We attempted to obtain written acknowledgement of receipt of our Nohcc of Pawacy
Practices, buf it could not b obtaified because: :

o Individual refusecﬂ to sugn
o Communication barrier prohibited obtained the acknowledgement.

0 An emergency situation prevented us from obtaining acknowledgement§
o Others (pleasa specify)

................. 020080200d004208000¢80440000000323040800083740060050830060000408-004003000004604000:09<S0040400¢0000440000800a4a00

2092010000800 80000 ¢r00¢§A80000300000040Q00080090006002G20vO 0 CE0880) 000 e gty qagan

)r Osuar Mann rivacy Oﬁlmal Date
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Sleep Disorder Questionnaire

Patient Name: Height: _____
Email: Weight: _________
Gender: - . M F DOB

= OVER 18 MILLION AMERICANS SUFFER FROM SLEEP APNEA

= PEOPLE WITH SLEEP APNEA ARE 3 TIMES MORE LIKELY TO BE INVOLVED IN
MOTOR VEHICLE ACCIDENTS

° 90% OF SLEEP APNEA PATIENTS HAVE NOT BEEN DIAGNOSED

Do you snore? Yes No
Do you have high blood pressure? Yes ’ No
Have you gained weight and find it difficult to lose? Yes No
Do you have unexplained awakenings from sleep? Yes No
Do you awaken from sleep gasping for air or choking? Yes No
Do you notice frequent twitching or jerking of legs while asleep? Yes No
Do you lack energy upon waking in the morning? Yes No
Do you have a headache upon waking in the morning? Yes No
Do you often lay in bed unable to fall asleep? Yes . . No
Do you wake up during the night and are unable to fall back asleep?  Yes No
Do you find it difficult to stay awake during the day? Yes No

*If you have answered YES to any one of the above questions please consult with your dGcter*

Epworth Slzepiness Scale

How likely are you to doze off or fall asleep in the following situations, in contrast to feeling just tired? This
refers to your usual way of life in recent times. Even if you have not done some of these things recently try to
work out how they would have affected you. Use the following scale to choose the most appropriate number
for each situation. -
Please answer with a 0 to 3
0 = Would never doze 1 = Slight chance of dozing
2 = Moderate chance of dozing 3 = High chance of dozing

Sitting and reading

Sitting inactive in a public place

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

Lying down to rest in the afternoon

Sitting and talking to someone

Sitting quietly after lunch without alcohol

In a car, while stopped for a few minutes in traffic

Total Score

**if your Epworth score is 10 or greater please consult with your doctor***

Physician Name:

Phone: Fax:

Sleep Questionnaire Provided By REM Sleep Labs (888) 866-1211



'“Azst Covina

Smiles

No Show Policy Form

Dear Patient/Parent,

Thank you for choosing West Covina Smiles for your dental health care needs. We are
committed to providing the best possible experience for our patients an making every
effort to accommodate schedules when booking follow up appointments. ‘There are times
when demand for our services is greater than our capacity to provide care. To ensure
the highest level of quality and patient satisfaction, please make note of and initial the
following guidelines: :

Please arrive to the clinic 10 minutes before your scheduled
appointment to allow time for the check in and registration process.

Please inform the clinic at least 24 hours in advance if an
appointment must be cancelled or rescheduled.

In case you arrive more than 5 minutes late to your appointment, the
dental team will make every effort to accommodate you as quickly as
possible. However, the planned treatment may be changed and the
wait time in the clinic may be extended. -

If you are unable to come to your appointment, and you do not call to cancel
or reschedule at least 24 hours in advance, your appointment will be
considered a “no show”

Patients who have two or more “no shows” within a six-month period will
have the option to seek care on a walk infemergency basis or discuss the
reasons for the “no shows” with site management. Please note that patient’s
with reserved appointments will have priority to be seen.

| have read and understood the guidelines above relating to West Covina Smiles No
Show Policy.

Signature Date




