Patient Name:

PRE-APPOINTMENT IN-OFFICE

Date:

Date:

Do you/they have fever or have you/they felt hot or feverish recently

Yes [] No [OYes ] No

(14-21 days)? U =

Are you/they having shortness of breath or other difficulties breathing? [Tyes I No ClYes [I No

Do you/they have a cough? [(Yes ] No Clyes [ No
i i i h

Any c?ther flu-like symptoms, such as gastrointestinal upset, headache Cives [ No [JYes [ No

or fatigue?

Have you/they experienced recent loss of taste or smell? CJYes [J No [JYes [ No

Are you/they in contact with any confirmed COVID-19 positive

patients?Patients who are well but who have a sick family membsr at MYes 1 No Clyes [1 No

frome with COVID-18 should consider postponing elective freatment.

Is your/their age over 607 [IYes [ No [Yes [ No

. . ki .

Qo you/they have hee_zrt d[seaset, [ung disease, kidney disease, [Yes [ No [Tyes [ No

diabetes or any auto-immune disorders?

Have you/they traveled in the past 14 days? [(IYes ] No [O¥es [1No

Positive responses to any of these would likely indicate a deeper discussion with the dentist before

proceeding with elective dental treatment.

» For testing, see the list of State and Territerial Health Department Websitas for your specific area’s information.




18377 Beach Blvd CONFIDENTIAL

g} - Suite 106 Huntington Beach,
Huntington Beach Microscopic CA 92648

Endodontics & Microsurgery  Phone : 7148478600 and 7148478664

Date:

PATIENT INFORMATION Have you or a family member been a.preﬂous patient in our office? Yes [] No [}

Name: __ Female ] M™ale [}
First ML LAST

Date of Birth: Social Security Number: Driver's Licerse &:

Acdress: City: State: Zip:

Heme Phome: work: Cell:

Employer: Employers Address:

Name of Spousa: Spouse’s Social Security £:

Name of Schoao! {iF student): Phone = State: Zig:

Ir case of Emergency, notify: : Phone = Relationship:

Who referred you to odr office?: i Patient’s Generat Dentist:

DENTAL EINSURANCE INFORMATION

Primary:

Insurance Company! Group #; Union/Local #;
Name of Irsured: Relaticnship: Emplayear;

Date of Birt: Social Security Number:

Secondary:

Insurance Company: Group #; Unionflecs #:
mame of Insured: Relaticnship: Employer:

Date of Birth: Social Security Number:

FINANCIAL INFORMATION

' O

2

e £

y o3, 1

All accounts are due and payzble at dme service is renderad, If you recelve a statement from us, the balance is due in full.
This office does not have a monthily billing system. We only bill once after receiving payment from your insurance
company,

By signing this fcrm, veu authorize your insurance company to releass payment to . You are 2iso allowing our office to
receive, send and reguast payment and or such collaction activities on yvour behalf.

By signing this form you also understand that you are liable for any remazining balances that your insurance company does not pay
for whatever reascn.

To ensure vou and other patients of cur office of uninterrupted treatment, it is necessary for all patients to accept and adhere to our
definite policizs regarding appointments and fees.

Once an gpooirtment s mads, please remember this time is reserved for you: at least 48-business hour advance notice is
required to avoid cancellation charges and fees. [Surgery cases require 72-business hour notice)

If under 18, name of Finandially Responsible Party: Relztionship:
Date of Birth: Social Sacurity Number: Driver's Licsnse =
Acgress: City: State: Zia:

I cansent and agree to the above financial agreement and if applicable, authorize my insurance caompany t¢ pay
& insurance benefits cthenwise payable to me for services rendered. I authorize the use of this signature on  afl insuranice
submissions,

Signature of Financially Responsible Party Date




‘Thess questions are for your benefit and assur that treabmers o take into consideration your past and present health state.
Some guestions may seem unrelated 1o your dental condition, but they are all asseciated with proper oral heatth care.,
Please answer each question. Check the appropriate box and/or cirde Yes or Mo where applicable. Example: Are you aive? ...ovveee...... No
MEDICAL MISTORY S )
t. Are you in good health?, .. Rt O RSO R e e ek e Rr e e et e n a1 b et st s e ns et ses e Yes No
2. Date oflast physical examination
3. Are you now under the care of a physidan? ,............. P 1 e bt e as e ere s ettt mora e - Yes No
if so, what is the condition being reated?
4. Have you ever had any serious liness or IO ettt s et es s oo reere et eee s s oot e ee e Yes No
* If 50, what finess or operation?
S. Have you aver basn hospRaliZed™? oo e bt er b e hae U s s ek b b poeb R RS btk mtem et st semar s am s s o smnem s e Yes No
If so, what was the probleny?
6. Aeyoutakingany [ medications, [Jdrugs or [Jherbs? e e h e b anens ot et st ecner e vea s v bt .Yes No
i so, what? What dosage?
7. Areyou using any recreational drugs {marfuana, cccaing, efc)? [ Yes O No ¥ so, what?
8. Have you ever been pre medicated with anlibiotics for your dental treatment? ..., Frr e s et s g or e e baemen rea s eee et tems e nnerearirans Yes No
9. Are you sensitive or afiergic to any drugs or materials? [ Periciling [T Tetracydline; {2} Sulfa Drugs; [} Aspirin; 3 Cedeine; [ Latex; [ Oth Yes No
if Other, what drugs? -
10. Do you have or have vou had any of the following: (Please circle ‘¥ for Yes or "B’ for No - answer alf conditiong):
YN Anemic  |Y W Gaucoma  |Y N SleepAonea (Y M Angira Pecteris  |¥ B Palnin Jow Joinls  J¥. W Psychiatrie Treaiment Y Other
Y ¥ Hemes  |¥Y M Tonsiliis Y K Snoning Y H Menisd Dsorder  |Y B Artilicial Progihesis [V B Hepatifis or.Jaundice
¥ N Stroke Y M Hemophfa IV N Heart Mummur {Y idOisease 1Y N Sickde Cell Disease |V Gificulty Swallowing - —
Y N Ukcers YN CodSores YW liverOsease 1Y M Fainting Spels Y M Cortisone Medicine . Y. H.Congenital Heart Lesions
Y M Diaboles |Y B Emphysema |Y 8 Blood Disease  |Y N Rheumatic Fever [Y M Allargies to Metals V-8 Csteoporosls
Y N Arthrivis Y H Rheumatism {¥ ¥ HeatAimants (Y M Tuberculogis {TB) [Y § Brosishe Bleeding  |Y- B X-Ray or Cobalt Treatment
Y ¥ Asthma Y H ChickenPox {Y B Heart Attack Y N BloodTranshusion [V M -Mitrsl Valve Profapse 1Y B- Radlation Treatment of any kind
YN Cancer Y M BruseEasly [Y N Cesebral P Y © LowBlood Sugar Y N HighBlood Pressure (Y K Venereal Dissass (Syphilis, Gonorrhea)
T Selwres 1Y N Head Injuries Y N DrugAddicion |¥ B Joint Replacement |¥ K Low Bloed Pressure  |Y B Acquired Immune Deficlency Syndrome: (A10S)
¥ N HayFever 1Y M Hear Falkre (Y R Kiuney Disease {Y M Nervous Disordess {Y ¥ IV Related Complex. |¥ B M (Temporomandibutar Joint} Disorder
Y N Headaches [V M Scarlet Fover |¥ H Chemoin: ¥ 8 Tumors or Growihs |¥ B Respiratory Disease
Y N implant{s) 1¥ 8 SirusTrousle |¥ 8 Stomach Ukcers |¥ B N%erg_ies orifves Y H Ep]lapsyors‘e{mres s
11. De vou have any diseass, condition or problem not isted that You think We SHOUILT KDWY BOUL? ce.o.evesssereeeesssesesonorsreesmsmssssemeeressoes s oo Yes Ne
If g0, what? :
12. Do yeu vrear a cardiac pacermaker, or have YOU had hEart SUIGENY? ...ovcrreeeeeorvo oo . Mo
13. Doyou smeke? lyes, how much?______ [ Cigareties [ Cigars (7 Packs per day .......... " No
14. Have you ever taken the drugs () Fen-Phen, (3 Redux, [ Fosarnax (Bisphosphorate), {J Zometa, [ Actonel, Y Boniva, ) Aredia, [ Diet Drugs? No
15. (Wornen) Are you pragnant? i sc how many months?__ Yes MNo
16. (Women) Do you have any problemns associated with your menstrual pefiod? Yes No
: 17. (Women) Do you take any birth centrol medication or hormones? .......... Yes No
| DENTAL HISTORY
[ 1. Have you ever had alocal anesthstic (Novocaing, ete.)?....comvennnane rtarrrerinnies . Yes No
© 2. Have you ever had any unfavorable reacticn from 2 local anesthelic? ..oz, .. Yes No
. 3. Have you had any serious trouble associated with any previous dental ireatment? Yes No
' IFso, explain? . ..
4, How long sinte yeur fast ful mouth X-Rays? Weeks Monthe_______ Years
5. How long since your last dental treatment? Weeks Months Years
6. Ooes dental treatment make you nervous? [ Slighty [ Moderately O Extremely?... oo b s ae st ra et ess e s se e acrrn Yes Mo
7. Would you desire to be pre-sedated? ...
" @) pate - Signature
B © uPDATE — Since your fast visit

@:
| 1. Have you seen a medical dotor? w.....e..oronnnenenn,
2. Have you had a change in your medication?
3. Have you had a changs in your medica! condition or bad surgery?.....

i Please note changes In health since jast vislt. I no

Yes No
changes, please write “Nono”

Date —— e Signature

@ UPDATE — Since your last visit @:
1. Have you seen a medical doctar? .................
2. Have you had a change in your madicalion? ... covcenennee.
3. Have you had a change in your medical condition or had swgen}ﬂ ‘e
Please note changes in health since last visit, If no changes, please

erene. Y88 NO
..Yes No
v Y88 NO
write “None”

Lay

b

" Date ‘ Signature .

. HEALTH QUESTIONNAIRE MUST BE G  UPDATED!

CONSENT FOR TREATMENT: | hereby grant authority to the dentist(s) in charge of the care of the: patient ‘whose name appears on-this Health History form,
to administer such anesthetics, analgesics; sedatives, nitrous. oxide sedation and Intravenous- sedation;-and to perform such opérations as may be deemed necessary
or advisable in the dlagnosis and treatment of this patient. have been informed of all possible complications o trie-procedures, anesthetics and/or drugs:

All services are rendered and accepted under the terms snti condi nted on the reverse hersof: .~
be signed by the patient, or by the nearest relative in the case of amiriof or when he patient Is physically or mentally incompetent.

- Relationship to Patient

Authorization must
Signed:




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

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

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 to a physician or other healthcare
provider providing treatment to you, or to family and friends you approve.

Payment: We may use and disclose your health information to obtain payment for services we
provide to you.

Healthcare Operations: We may use and disclose your health information in connection with
our healthcare operations. Healthcare operations include quality assessment and improvement
activities, reviewing the competence or qualifications of healthcare professionals, evaluating
practitioner and provider performance, conducting training programs, accreditation, certification,
licensing or credentialing activities,

Your Authorization: In addition to our use of your health information for treatment, payment or
heaithcare operations, you may give us written authorization to use your health information or to
disclose it to anyone for any purpose. You also have the right to request restrictions.on
disclosure of PHI (Personal Health Information), or alternative means of communication to
ensure privacy.

Marketing Health-Related Services: We will not use your health information for marketing
communications without your written authorization.

Required by Law:. We may use or disclose your health information when we are required to do
s0 by law or national security activities.

Abuse or Neglect: We may disclose your health information to appropriate authorities when
we suspect abuse or neglect.

Appointment Reminders: We may use or disclose your health information to provide you with
appointment reminders (such as voicemail messages, postcards, or letters).

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information with limited
exceptions. If you request copies, we will charge you a reasonable fee to locate and copy your
information, and postage if you want the copies mailed to you.

Amendment: You have the right to request that we amend your health information.



QUESTIONS AND COMPLAINTS

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

If you are concemed that we may have violated your privacy rights, or you disagree with a
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 focations, you may complain to us
using the contact information listed at the end of this Notice. You also may submit a written
complaint to the U.S. Department 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 heaith information. We will not retaliate in any way if
you choose to file a complaint with us with the U.S. Department of Health and Human Services.

A Privacy/Contact Officer has been designated for this office. Please ask our front desk
personnel and they will direct you to the Privacy/Contact Officer.

PATIENT ACKNOWLEDGEMENT OF
RECEIPT OF NOTICE OF PRIVACY PRACTICES
AND CONSENT FOR NECESSARY USE OF
PERSONAL HEALTH INFORMATION

Print Patient's Name Date

I, , have received
(Signature of Patient or Parent or Legal Guardian)

a copy of this office’s NOTICE OF PRIVACY PRACTICES as required by federal law.

I, , consent to the use and disclosure of
(Signature of Patient or Parent or Legal Guardian)

miy personal health information by your office during Treatment, Billing/Payment and Healthcare

Cperations as outlined in the Notice of Privacy Practices.

BNi125 Rev (11/07) ©2007 BND Service, Inc.



DENTAL SERVICES AGREEMENT CHART #

~

subject to this agreement may be intervened or joined.

costs, including reasonable attorneys’ fees.

parties.

understand that no other Doctor or corporate entity, other than the treating Doctor, is responsible for my treatment.

at the current prevailing rates, or to cooperate with Doctor in obtaining payment from third party payors.

Doctor has made no other representations or statements, oral or written, to induce Patient to execute this agreement.

the extent required, shall be modified to preserve their validity. This agreement shall be governed by California law.

ATTORNEY ON ANY QUESTIONS YOU MAY HAVE.

("Doctor”), and the undersigned patient (“Patient”) have agreed as follows:
ARTICLE 1. IT IS UNDERSTOOD THAT ANY DISPUTE A3 TO DENTAL MALPRACTICE, THAT IS AS TO WHETHER ANY DENTAL
SERVICES RENDERED UNDER THIS CONTRACT WERE UNNECESSARY OR UNAUTHORIZED WERE IMPROPERLY, NEGLIGENTLY OR

PROCEEDINGS, BOTH PARTIES TO THIS CONTRACT BY ENTERING INTO IT, ARE GIVING UP THEIR CONSTITUTIONAL RIGHT TO

ARTICLE 2. In the event of any claim, demand, controversy or dispute the essential nature of which involves personal injury, malpractice or
any tort, by Patient, his dependents, whether or not frinors, heirs at law or personal representatives against Doctor or any of Doctor’s officers,
directors, shareholders, agents, representatives, employees, successors in interests, assigns or associates agreeing in writing 1o be bound by
the arbitration provisions of this agreement (Affiliates™). THE SOLE METHOD FOR RESOLVING SUCH DISPUTE SHALL BE BINDING
ARBITRATION ADMINISTERED BY THE AMERICAN ARBITRATION ASSOCIATION in accordance with Commercial Arbitration Rules of the

American Arbitration Association. Not withstanding the foregoing, two additional Arbitrators who are Dentists may be added by the parties by
agreement in writing to create an arbitration panel of three. Itis agreed that all parties relevant to a full and complete setlement of any dispute

ARTICLE 3. The prevailing party in any arbitration pursuant to this agreement shalf be awarded all costs, Including reasonable attorneys’ fees
and the Arbitrators’ fees, in prosecuting or defending that claim in arbitration, but not to exceed $5,000 in amount. Furthermare, if any action is
undertaken o set aside or otherwise attack the binding arbitration award, the losing party in the court action shall bear all the prevailing party’s

ARTICLE 4. Any party initiating arbitration under this agreement shall file with his petition a bond or cash surety in an amount equal to Five
Hundred Dollars ($500) which shall provide security for attorneys’ fees and costs in the event that the moving party shall not prevail.

ARTICLE 5. This agreement shall govern all future services rendered to Patient by Doctor and Doctor’s Affiliates and Associates. Execution of
this agreement is a precondition to the furnishing of services by Doctor, but this agreemert may be rescinded by written notice by either party
within thirty days of signature. After those thirty days, this agreement ray be changed or revoked only by a written revocation signed by both

ARTICLE 6. [ understand that each Dactor is an indivigual practitioner and is individually responsible for the dental care rendered to me. | also
ARTICLE 7. Doctor hereby agrees to render dental care and service to Patient. Patient agrees to pay Doctor promptly upon rendering of a hill
ARTICLE 8. Except for the fact that Doctor has indicated protessional services will not be rendered to Patient unless this agreement is executed,

ARTICLE 9. In the event that any provision of this agreement shall be void or unenforceable for any reason whatsoever, then such provision
shall be stricken and of no force and effect. The remaining provisions of this agreement, however, shall continue in full force and effect, and to

THIS IS A BINDING LEGAL DOCUMENT WHICH MAY HAVE AN IMPORTANT EFFECT OF YOUR LEGAL RIGHTS. CONSULT YOUR

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE DECIDED BY
NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE ARTICLE 1 OF THIS CONTRACT.

(FATIENT'S SIGNATURE)

(PATIENT'S AGENT OR REPRESENTATIVE)

(RELATIONSHIP TG PATIENT)

(POGTOR)
DATE OF SIGNING

\.

AMIPy

BN 103 Rev. 01/07

©2007 BND Services, Inc.



CALCIFICATION
WHAT IS CALCIFICATION?

Calcification is a process by which the root canal becomes very constricted or clased off over a period of time. This constriction””
makes it very difficult to pass the small files to the ends of the roots lt is a condition with which your tooth presem‘s and it makes root-canal
treatment much-more difficult. -

The presence of calcification is detected on the dental radiograph {X- ray picture}. The root canal may be visible in one part of the root, usually
closer to the dental pulp (nerve) chamber, but it may become difficult to see or virtually invisible as the end of the root is approached.

The definition of “calcification” for dental insurance Is, “treatment of root canal cbstruction non -surgical access: the formation of a
pathway to achieve an apical seal without surglcal intervention because ofa non-| negotuahle root canal blocked by foreign bodies or calcification
of 50% or more of roat.”

HOW DOES CALCIFICATION FORM?

‘When the dental pulp is irritated or becomes inflamed due to the presence of deep decay, deep fillings, gum disease, cracks in the
tooth, night grind'ing or other reasons, the nerve reacts by growing protective tooth structure around the circurmference of the root canal
{channel in the center of the root that contains the nerves and blood vessels.)

The process of calcification isnot dependent upon the persun s’age butis caused bythe amount of trauma that the tooth has -
undergone during its szetlme :

WHY IS CALCIFICATION IMPORTANT?

For endodontic (root canal) treatment to be successful, the root canal has to be cleaned and sealed, using extra techniques as close as possible
to the énd of the root. When the root canal is calaﬁed it is much more difficult to find the opening to the canal inside the tooth; it is harder to
guide the cleanmg :nstruments 1o the énd ofthe root, arid the procedure takes Ionger

When the root canalis severely calcified, there is only-a 50% chance, or less that it will be possible to do the root canal treatment/
whether ar not the root canals are hegotiable can only be determined by attemptmg to do the root canal treatment. Huwever itis better to try
to save your tooth, if possible, than to lose:t St

WHY IS THERE AN EXTRA CHARGE WHEN MY TOOTH IS CALCIFIED?

3

When the root canal is calcified, more instruments than usual are often required for the treatment. Additional medication and
expensive devicEs are often needed to locate and clean the root canal as thoroughly as possible.

Insurance fees are calculated for the amount of time that 3 "normal” root canal treatmerit should take. When the root canal is
calcified, additional time, instruments, medication, and expertise are required for successful treatment. It is reasonable to expect that there
should be adequate compensation for these “additions.”

THE BOTTOM LINE , i

Calcification is a conditior with which your tooth presents, and it must be deait with so that proper treatment may be provided.

The additional time, instruments, medications, and devices that are required for your root canal treatment.

Ifthe calcified root canal cannot be instrumented to the proper length, then the fee for “calcification” is not charged.

if your tooth cannot be treated successfully; whether due to caicification, or other reasons, then your tooth may have to be extracted.

! have read the above discussion of “Calcification.” My questions have been answered.

PRINTED NAME OF PATIENT {PT) SIGNATURE OF PT (Parent or Guardian if under18) , DATE




