Name of policy haolder

Stadium Dental & Orthodontics
We Would Like to Get to Know You Better

Full Nare Home Phone: { ) Work Phone: ()
Address City State Zip
Adult - Child Male - Female Datc of birth Age Social Sceurity#

Driver's License# Marital Status Spouse’s Name

Occupation Employer Work Hours

Contact in casc of an emergency Phone ()

When was your last dental appointment ?

How did you hear about us ?

Person responsible for your dental investment

Why did you lcave your last dentist ?

We Want to Take Care of Your Concerns and Needs First...

What are your present dental problems?

Do you avoid brushing any part of your mouth?.........coveeenerincniniinenncinns ()Yes ()No
Do your gums bleed when Brushing?.........cooveevererseirriserissssssssserssesersresinns ()Yes ()No
Are your tecth sensitive to sweet, hot/cold, or biting pressure?..........cccco...... ()Yes ()No
I want to know about longer lasting solutions that may cost more................ ()Yes ()No
Axe you dissatisfied with your teeth and their appearance?..........coocvcvncene, ()Yes ()No
Does dental treatment Make YOU NEIVOUS.....c.eeeeriversienisinseimssisssssesesssesersens ()Yes ()No

{ YNo ( ) Slightly ( ) Moderately () Very
I think my dental health is...

( ) Excellent ( ) Good ( ) Fair ( ) Poor

Qther concerns/needs of mine are

For Insurance Purposes...

Policy holder social Security #

Policy holder’s date of birth Employer
Insurance Company’s phone Group #
Do you have Medi-Cal? ()Yes ()No

Name of ins. co.

Ins. Co. Address

Medi-Cal ID #

Are you covered by another plan? If so please complete the following...

Name of policy holder

Policy holder Social Securitys#

Policy holder’s date of birth Employer

Name of ihsurance Co.

Insurance Company’s Phone

Group #

Name of Ins. co.




HEALTH QUESTIONNATRE

Patient Name
Sex Age Height Weight
Date Occupation
Marital Status
Directions

Please circle the appropriate answer to the questions and fill in the
blanks wherc indicated. Answer all questions and blanks completely.
Answers to the following questions are for our tecords and will be

considered confidential.

1. Are you in good health..,. ..o Yes Wo
A. Hag there been any clhiange in youtr
general health. ... Yes No
2. My last physical cxamination was on
3 Arc you now under care of a physician.....co i Yes No
A. If so, what is the condition being treated
4. The name and address of my physician is
5. Have you had any serious 1liness or operation.................. Yes No
A. Ts 50, what was the illness or operation:
6. Have you been hospitalized or had serious iliness
within the 1ast (5 ) YEars......cvr et .. Yes No
A. Do you have a persistent cough or
€ough up blood. ... Yes No
B. Low Blood Prossure.......ccineicennenes R Yes: No
C. Venercal DISCASE ..o icicsisisecessssss s s Yes No
D.Aids of HIVico i Yes No
E. Other '
7. Have you had abnormal bleeding associated with
previous extractions, SUrgery, or fFauma. ., Yes No
A. Do you bruise casily....oiiiiincie e Yes No
B. Have you ever requives 2 blood transfusion................. Yes No
If 50, explain the circumstances
8. Do you have any blood disorder such as anemia............... Yes No
9. Have you had surgety or X-ray treatment fot a tumaor,
growth or other condition of
your Motth OF TPS. .o Yes No
10. Are you taking any drug of medication,........comvmnianne. Yes No
If so, what
11, Are you taking any of the following:
A. Antibiotics o Sulfa drigs.......o.cceneercinissieinnin, Yes No
B. Anticoaguiants (blood thinners)......ccrein Yes No
C. Medicine for high blood pressure
D. Cortisone (Steroids)......ovcvimimmmenirniirrirs s
E. Tranquilizers........ccoeinnnvcniinnncrnnns
FASPI. e e
G. Insulin, Tolbutamide (Orinasc) or similar drug............. Yes No
H. Digitalis or drugs for heatt trouble.........ccovvierecicnnns Yes No
L NITOBIYCETIT v ettt s Yes No
J. Fen-phen (now, of i1 the past)... o ine e, Yes No
K. Oral contraceptives. ..o eemssnserirvesse e Yes No

If s0, what ato you using

L. Other

12. Do you have hoart murmur/mitral valve prolapse... Yes No
13, Do you have any implants and/or prosthesis
(i.e. knee joints, elbow pins, €1C.)....cvvervvereciieniinne Yes No

Tf s0. explain

14. Do you drink any alcoholic beverages............ . Yes No
13, DO YOU SIROKE...cuevererrevrer e se e s sessrn st evreae e Yes No
If so, how much
16. Do you have or have had any of the following
discases or problems:
A. Rheumatic fever or rheumatic heart disease........... Yes No
B. Congemtal heart lesions... . Yes No

C. Cardiovascular disease (hcaﬂ troub]c hcart ammk cotonaty

occlusion, high blood pressure, arferiosclerosis, stroke)..... Yes No
1. Do you have pain in the chest upon exertion ....... Yes No
2. Are you ever short of breath after
Il EXETCISE. .. evvvveereerereeeee s irrssrserssserensiersrens Yes No
3. Do you get short of breath when you lie down or
do you require extra pillows when you sleep........ Yes No
Dl ALLBITY. ottt se e e anes Yes No
E. Asthma or hay fever........ovvemiennincicesvecennns. Y28 No
F. Hives or skifl rash....cccmiiniiicnecesmnisrniscesescnaenes Yes No
G. Fainting spells or SEI7UIES... .o e Yes No
HoTHADBIES. . vcoveevvievermeerrrn oo cres Yes No
1. Do you have to urine (pass water) rmoore than
SIX HTNES B AV, ivevussrirsirernsivsrssnereseresssssesess e eiorin Yes No
2. Are vou thirsty much of the time............cveeeen, Yes No
3. Does your mouth frequently become dry.............. Yes No
1. Hepatitis, jaundice or liver disease........o.ccveovenn Yes No
J. Arthritis. . - . Yes No
K. Inﬂammatory rhcumat1 sm (pamful w.rollcn |0mt§)... Yes No
L. Stomach UlCers......oiiinnninniiecccis e seseseeeasens Yes No
M. Kidney Trouble...oeisr s Yes No
N. Tuberculogis.......ococeeniiiininicvcnis e . Yez No
17. Are you allergic or have reacted adversely to
A Local anesthetic...o e s Yes No
B. Penicillin or other antibiotic...oevceiicnnininnnns Yes No
C. Barbiturates, sedatives, or sleeping pills.....cccoecc Yes No
D. Sulfa drugs......cococmmncnnenririeeneees e rcnnrbnneesneens Yes No
E. ASPIIN. .o e e Yes No
FLI00I0C. o cvcerenenrsres et s Yes No
G LAtEE. oot et s Yes No
. Other
18. Have you had any serious trouble associated with
previous dental freatiient.. ... cecniecnen s sssssssnsenens Yes No
Tf s0, Explam
19. Are you pregnant or could you be....ccooviieceina Yes No

If s0, when are you due?
I certify to the best of my knowledge that the above information
is correct and that if there are any changes in the above, I agree
to notify my dentist before my next visit,

Patient/Guardian Date
Doctor Date
Updates;
Doctor’s
i Patient/Guardian Itutials Date
) Doctor’s
Patient/Guardian Initials Date
. ] Doctor’s
| Patient/Guardian Initials Dare




Patient Acknowledgment of receipt of Dental Materials Fact Sheet

I , acknowledge that I have received from

paticnt namo dentizt or dental off'ca name

"

a copy of the Dental Materials Fact Sheet dated October 2001.

Patient Signature Date

The following document is the Dental Board of California’s Dental Materials Fact Sheet. The Department of
Consumer Affairs has no position with respect to the language of this Dental Material Fact Sheet; and its linkage
to the DCA web site does not constitute an endorsement of the conient of this document,

-

SAMPLE

_ The foflowing document is the Dental Boord of California’s Dental Merterials Fact Sheer. The Deporiment of Consumer Affais
“has no position with respect to the y’ongucr?e of this Dentol Matertcls Fact Sheer, ard its finkage 12 the DCA Web site doas nol
conslitute an englorsemen! of the contant of this document.

The Dental Board of California
Dental Materials Fact Sheet

Adopted by the Board on October 17, 2001

As required by Chapter 801, Statutes of 1992, the Dental Board of California has prepared this fact sheet to
summarize information on the most frequently used restorative dental materigls. Infarmation on this fact shest is
intended to encourage discussion between the patient and dentist regarding the selection of dental meterials best
suited for the patient’s dental needs. It is not intended to be a complete guide to dental materials science.

The most frequently used materials in restorative denfistry are amalgam, composite resin, glass ionomer cement,
resin-ionomer cement, porcelain [ceramic), porcelain {fused-io-metal), gold alloys (nobie) and nickel or cabalt-
chrome (base-metal) alloys. Each material has its own advantages and disadvantages, benefits and risks. These and
other relevant foctors are compared in the attached mairix titled “Comparisons of Restorative Dental Materials.” "A
Glossary of Terms” is also attached to assist the reader in understanding the terms used.

The staterments made are supported by relevant, credible dental research published mainly between 1993 -
2001, In some coses, where contemporary regearch is sparse, we have indicated our best perceptions based upon
information that predetes 1993.

The reader should be aware that the outcome of dental treatment or durability of o restoration is not solely @
function of the material from which the restoration wos made.

The durability of any restoration is influenced by the dentist's technique when placing the restoration, the oncil-
lary materials used in the procedure, and the patient’s cooperation during the procedure. Following restoration of the
teeth, the longevity of the restoration will be strongly influenced by the patient’s compliance with dental hygiene and
home cara, their diet ond chewing habits.




Stadium Dental & Orthodontics

11897 Foothill Blvd., Suite A ® Rancho Cucamenga, CA 91730
(909) 476-9678 * www.simplysmiles.com

WARNING ABOUT AMALGAM (silver) FILLING

Amalgam fillings contain a chemical clement known to the state of California to cause
birth defects or other reproductive harm. Please ask us about alternative
marterial if you do not wish to have amalgam fillings in your tecth. For example, you
may have resin composite, porcelain or gold materials as alternatives to amalgam
fillings. There may be increased fees with the use of these other materials.

Having read the above statement, T CONSENT to the use of silver amalgam fillings.

Signature Date

I DO NOT consent to the use of silver amalgam fillings.

Signature Date



Sdiom I)@rﬁcd

{NAME OF PRACTICE;

'CONSENT FOR USE AND DISCLOSURE
"~ OF HEALTH INFORMATION

SECTION A PATIENT GIVING CONSENT

Name:

Address:

Telgphone: E-mail
Salionl 4 ' Socia Security 41

SECTION B TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By ¢:gn:ng th:s form. vou wiil consent to cur use and disclosurs of your pretected kealt nio:
maticn to carry out treetriert, payment activives, and healincare operaons,

Notice of Privacy Practices: You have (g rignl to read our Notce of Privacy Practicas tefore you decice weetqar
w0 gigr this Consent. Our Natice orovices a descriptian of our treatmenl, payment activities, and healthcare oper-
ations, of the uses anc d aclosures we may make of your protected health information, and of othar importan: ma:-
‘ers about your protecied health informatior. A copy of our Notice accompanies this Consant, We encourags you to
~ead it car ﬂ‘us\y and corrpiztely before gign na this Consent,

We reserve the right <o change our privacy praclices as desaribed in our Motice of Privacy Practices. It we change
oLr privacy practices, we will issue a revisec Notice of Privacy Practices, which will contalr e cnanges. "hosa
changes may apply 10 any o° your rotecied health information thal we maintair

You may obtain & copy of our Notica of Privacy Practices, inclucing ary revisicns of our Notice, at ary time by contacting:

Caract Persor: SG I(-:-I’\av’ C m I(—I(-(JL_‘ "Di)g "
Telepmone: GIOCI) 47(9 - %7?) Fax:_(ﬁ)oq) 4 %I~ ale “( 0

zrrail:

e BE Frothill Blyd  Ste#A  R.C. CA.QE320

Right to Revoke: You will have the right to revoke this Consent at any fime by p'vinq us written notice of your
revocation submitted to the Contact Persor listed above, Please undarstand that rovecation of this Consent will not
af‘ect any acllon we took in reliance on this Consent before we received your revocation, ard that we may decline o
treas you o (o continue traating you Il you revoke this Consert.

SIGNATURE

I, . have had fu'l ecppertunity to read and consider {he
contants of this Congert form aAd your Notice of Privacy Practices, | undersiand that, by sinring tHhis Conse=t
form, b am ¢iving my corsert to vo_r use and disciosure of my protecieg hialth Informat on to carry oul treatmant,
paymert activities 2rd healih care ooeations. )

Signature Dale

If this Consent is sigred by a personal reprasentative o1 behalf o the patient, comnplete the following:
‘ i

Personal Representative’'s Namea:

Relationship lo Patien

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
Include comploted Consent in the patient’s chart.




Stadom _Derdra | P

{NAME OFBRACTICE}

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 faderal and state law te malntain the arivacy of your health informat:on. We are a:so
required to give you this Notlce about our privacy practices, our egal duties, and your rights concerning your health
infermatior, We must foliow the privacy practices that are described in this Netice while it is in effect, "his Notice
takes effect 27/ ¢ /@R and wil! -emain in effect until we repiace it.

We reserve the right to change our privacy practices and the terms of this Notlce at any time. grovided such
changes are permitted by applicable law. We raserve the right to make the changes in our privacy practices ana the
new tarms of our Neotlce effective for all health information that we maintain, including health information we craat.
ed or recelved before we made the changes. Before we make a signiicant change in our privacy practices, we will
change this Notice and make the new Nutice availanle upon request.

You may request a copy of our Notice at any time. for more In‘ormation about cur privacy practices, or for addition-
al cooies of this Notice, please contact us using the information listed at the end of this Notics.

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

Treatment: We may use or dis¢lose your Pealth inforrration to a physician or other healthcare provider pre.
viding treatment to you,

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

Healthcare Oparations: We may use and disclose your health information in connection with our healthcare oper-
ations, Healthcare operations include guality assessment and improvement activities, reviawing the compatence or
qualifications of healthcare professionals, evaluating practitioner and provider performance. conducting training
programs, accreditation, certification, licensing or credentiaiing actlvities,

Your Authaorization: in addition to our use of your health infarmation for treatment, payment or healthcare opera-
tlons, 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 authorlzation, yau may revoke it im writing at any time. Your revaeation will not affect any use
or disclosures parmitted by your authorization while it was in effect, Unlass you give us a written authorization, we
cannot use or disclose your health information for any reason except those described in this Natice,

To Your Family and Friends: We must disclose your health information to you, as described in the Patient
Rights section of this Notice. We may disclose your health Information to a famlily member, friend or other person
to the extent necessary to help with your healthcare or with payment for your healthears, but only if you agree that
we may do s0.

Persons Involved (n Care: We may use or disclose health information ta notify, or assist In the notification of
(inciuding identifying or locating) a family member, your parsonal representative or ancther person responsible for
your care, of your locatlon, your general condltion, or death. ) you are present, then prior 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 infdrmation based on a determination using our
professionat udgment disclosing anly health information that 1 directly relebant to the parson's invoivement in your
healthcare, We will also use our professional judgment and our experience with comribr practice to make reason-
able inferences of your best interest In allowing a person to pick up fllled prescriptions. medica! supplles, x-rays, or
other similar forms of health Information,

Marketing Health-Related Services: Wa will not use vour health information for markating communications
without your written authorization, ,

) i
Required by Law: We may usa or dlselose your health information when we are requlired to do so by law.

Abuse or Neglect; We may disclose your health information te appropriate authorities i we reasonably believe thal
you are a possible victim of abuse, neglect, or demestic violance or the possible victim cof other crimes. We may ¢ls.
close your health Information to the extant necessary 1o avert a serious threat to your heaith or safety or the health
ar satety of others.



Stadium Dental & Orthodontics

General Dentistry Informed Consent

Deutisi: Patient:

. WORKTO BE DONE .
! understand that | am having the following work done: Fillings [ ], Crowns { ], Bridges [ ], Extractions[ ], Impacted tecth removed{ }, Root
Canals [ ], Dentwres { ], X-rays[ ], Other (Initials

2. DRUGS AND MEDICATION
I understand that antibiotics, analgesics and other medications can cause allergic reactions causing redness and swelling of tissucs, pain, itching,
vomiting, and/or anaphylactic shock, (Initials )

3. CHANGES INTREATMENT PLAN y

1 upderstand 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, reot canal therapy following routine restorutive procedures, | give my permission to the Dentist o
make any/all changes and additions a8 necessary. (Initials )

4. REMOVAL OF TEETH

Alternatives 1o removal have been explained.to me (root eanal therapy, erowns, and periodontal surgery) and. 1 authorize the Dentist 10 remove the
following teeth and any others necessary for reasons in paragraph #3. [ understand removing teeth does not alweys remove all the infection, 1
present, and it may be necessary 1o have further treatment. 1 understand the risks involved in having teeth removed, so of which are pain, swelhing, spread o
infection, dry socker, loss of feeling in my tecth, lips, tongue, and surrounding tissue (Parasthesia) that can last for an indefinite period of time or [ractured
jaw [ undersiand | may need further treatment by a specialist if complications arise during or following treatment, the cost of which is my responsibilily
{Initials )

5. CROWNS, BRIDGES AND CAPS
| understand that semetimes {t-is not possible to maich the color of natural 1ecth exactly with artificial tecth. | further undersiand that | may be wearinyg
temporary erowns, which may come ofT casily and that | must be careful to ensure that they are kept on until the permanent crowns are delivered. | realive
the final opportunity 10 make changes in my new crown, bridge, or cap (including shape, fit, size, and color) will be belore cementation. It is also my
responsibility ta return for permanent cementation within 20 days from teoth preparation. Excessive delays may allow for tooth movement. This may
necessitate a remake of the erown, bridge, or ¢ap. | understand there will be additional charges for remakes due e my delaying permanent cementation.
(Initials___ )

6. ENDODONTIC TREATMENT (ROQOT CANALY)

| realize there is no guarantee that root canal treaiment will save my tooth, and that camplications can occur from the ireatment, and that oceasionally rou
¢anal filing material may extend through the tooth which does not neeessarily effect the success of the treaiment. | understand that endodontic files and
reamcrs are very fine insiruments and stresses vented in their manufacture can cause them to separate during use. | undersiand that ecessionally additional

surgical procedures may be necessary following root canal reatment (apicoeetomy). [ understand that the tooth may be lost in spite ol all effort o suve 1t
(Initials )

7. PERIODONTAL LOSS (TISSUE AND BONE)
I understand that | have a serigus condition, enusing gum ond bone inflammation or loss and that it can lead ta the loss'of my teeth. Aliernative treumtment

pians have been explained (0'me, intluding gum surgery, replacemenis and/ar extractions, [ understand that undertaking any dental pro¢edures may have
future adverse effect on my periodontal condition, (Initials )

& FILLINGS ' .

| undersiand that care mwust be exercised in ¢htwing on fillings especially during the first 24 hours 1o avoid breakage. | understand that 2 more extensive
filling than originally diagnosedamay be required due 10 additions] decay, | understand that significant sensitivity is a common after effeet of ¢ newly pluced
filling. 1T the sensitivity continues, | understand that a roos canal may'be needed, even though the tooth may not have hurt prior to the filling botff done.

{Inittals )

9. DENTURES

I understand the weaving of denfures is difficult. Sorc spots, aitered speech, snd difficulty in eating arc commen problems. Immediate denture
(placement of denture immediately afler cxtractions) may be painful. Immediote denture may require considerable adjusting and several rlines. A
permanentreline vlll e needed ipter. This is not included in the dentyre feg, (Initials ) 1 understand that it is my responsibitity to return for delivery of

the dentures. [ u..derstand that failure to keep my delivery appointment may result in poorly fitted dentures, 1€ remake is required duc to my delays of
more than 30 days, there will be ndditional charges.

(Initials )

1 understand that dentistry s not an exact sclence and that therefore, reputable practitioners cannot properly puarantee results. [ acknowledge thut
no guarantee or assurance has been made by-anyone regarding the dental treatment, whith | have requested and nuthorized, 1 understand that

regardless of any dental insurance coverage | may have; | am responsible for payment of dental fees. [ agree to pay any atiorney fees, collection
fees, or court casts that may be incurred to satisfy this ebligntlon.

Signaturc of Patient . ) Date

Signature of Doctor Wilness




