We are pleased you have selected us to provide dental care for you and your family

Welcome

Patient’s Name __

Patient Information

Last

Address

First

Middle

Home Phone # ( )

Work Phone # ( )

Cell Phone # ( )

Social Security #

Birth Date / / ] Age

Parent / Guardian if patient is a minor

Drivers License #

E-Mait

Sex {1 Male [ Female

Relationship to Patient

If patient is a full-time student, fill in school name

School Address_

Phone# ( )

Emergency Contact

Phone# ()

Whom may we thank for referring you to our office?

Responsible Party Information

Relationship to Patient

Name

Last First Middle
Address
Home Phone # ( ) Cell Phone # ( ) Fax # ( )
Social Security # Birth Date / E-Mail
Employer Occupation No. Years Employed
Employer Address Work Phone # ( )
Insurance Company Phone # ( )
Insurance Company Address Group #
Spouses Name ‘Relationship to Patient
Social Security # Birth Date / / Cell Phone # ( )
Employer Occupation Work Phone # ( )
Insurance Company Phone # ( )
Insurance Company Address Group #

Dental Information

What is your main interest in your visit to our office?
Are you having pain or discomfort at this time? If yes, please specify
Former Dentist City

Date of last dental visit

Date of last x-rays

Have you had problems with any of the following?
U Bleeding Gums
O Grinding or Clenching Teeth

0 Periodontal Disease

O Sensitivity to Temperature

0 Sensitivity to Pressure

O Sensitivity to Sweets

How do you feel about the appearance of your teeth?

- Have you ever experienced an adverse reaction during or in conjunction with a dental appointment?

Do you have any fear of dental work?




Medical History

Name Date
1. Physician’s Name Phone #
Address
2. Are you currently under physician’s care? If yes, for what reason? Yes No
3. Have you been hospitalized in the last 2 years? If yes, for what reason? Yes No
4. Have you ever taken Fen-Phen / Redux? Yes No
5. Are you sensitive or allergic to dental anesthetic or Latex? If yes, please specify: Yes No
6. Please list your current medications: 7. Please list your drug allergies:
8. Do you have or have ever had any of the following?
High Blood Pressure Yes No Allergies or Hives Yes No Hepatitis Yes No
Angina Pectoris Yes No Sinus Problems Yes No Venereal Diseasc __Yes No
Stroke Yes No Asthma_ Yes No AlD.S.or HLV. Positive  Yes No
Heart Disease Yes No Emphysema Yes No Blood Transfusion Yes No
Heart Attack Yes No Tuberculosis Yes No Hemophilia__ Yes No
Heart Surgery Yes No Diabetes Yes No Anemia Yes No
Heart Pacemaker Yes No Thyroid Problems Yes No Sickle Cell Disease Yes No
Artificial Heart Valve Yes No Kidney Disease Yes No Bruise Easily Yes No
Mitral Valve Prolapse Yes No Ulcers Yes No Liver Disease Yes No
Heart Murmur Yes No Cancer or Tumor Yes No Yellow Jaundice Yes No
Rheumatic Fever Yes No Radiation or Chemotherapy __ Yes No Cold Sores or Fever Blisters ~~ Yes No
Artificial inifxts Yes No Epilepsy or Seizures Yes No Cortisone Medication Yes No
Arthritisier Rieumatism Yes No Fainting or Dizzy Spells Yes No Drug Addiction Yes No
Osteoporosis Yes No Nervousness Yes No Cigarettes Yes No
Yes No

9. Do you have or have you had any disease, condition or problem not listed?

If yes, please list:

10.WOMEN ONLY: Are you pregnant?__Yes No/ What Month? _ / Nursing?__ Yes No/ Are you taking birth control pills? __ Yes No

1 understand the above information is accurate to the best of my knowledge and is necessary to provide me with dental care in a safe and efficient manner. I will inform

the doctor of any change in my medical status.

1 authorize the doctor to perform recommended treatment mutually agreed upon by me and to use the appropriate medication and therapy indicated by such treatment.

1 authorize my insurance company to pay the dentist all benefits otherwise payable to me for services rendered. I authorize the use of my social security number and my

signature on my dental insurance claims.

1 understand payment is due in full at time of treatment unless prior arrangements have been approved.

Patient Signature Date

Medical History Updates

Date Please note any changes since you last filled out this form Patient Signature Doctor Review




Laguna Spa Dentistry
25596 Alicia Parkway
Laguna Hills, CA 92653

949-951-7645

ACKNOWLEDGEMENT OF RECEIPT OF DENTAL MATERIALS FACT SHEET

| acknowledge that | have received from Laguna Spa Dentistry, the Dental Materials Fact Sheet that was
updated on April 25", 2018

Patient Name

Signature of Patient, Parent, or Guardian / Date




Laguna Spa Dentistry

Release of Medical Information:

| authorize the release of medical/dental information to my dental office, Laguna Spa Dentistry, to consultants if
needed, and to process insurance claims, prescriptions, or to complete ant other medical or dental operations as
necessary.

Signature: Date: / /

Financial Policy:

IF YOU HAVE DENTAL/MEDICAL INSURANCE:

We will file claims to your dental/medical insurance company for the services that are provided by our office. In order for the
claims to process correctly, please ensure that the information that is provided to our office on the patient information form is
accurate and current. If there is a change in insurance information please let us know immediately. We will submit to secondary
insurance as long as we are given the correct information and we are notified that you would like this service done.
Deductibles, Co-Payments, and Coinsurance:

Co-payments are constant and due at the time the service is rendered. Coinsurance and deductibles vary for each
insurance policy and we can only approximate the percentage covered by each plan.

Payment is required for all services at the time they are rendered for all applicable co-payments, co-insurance and deductibles.
All services preformed have separate fees in addition to office visit fees. Patients are responsible to check our participation
with their plan as well as eligibility with their dental plan before their visit. The patient is responsible for charges not covered
by their insurance company. If you must cancel an appointment, please do so at least 24 hours before your scheduled time. A
charge of $50.00 may be applied to patients who miss their appointment or do not notify the office

PAYMENT METHODS AND OTHER INFORMATION

- We accept cash, check and VISA or MasterCard..

- Accounts that are past due will be turned over to our collection agency..

- Accounts that have statements returned with no forwarding address will be charged a $10 collection fee and turned over to our
collection agency.

- Non-payment of a past due balance with our office will result in a monthly interest charge of 1.5% (18% annually).

- Al late cancellations and no-shows will be billed $50 automatically. (We require 24-hour notice in advance to avoid charges.)
We are committed to providing you with the best possible care and we are willing to discuss our professional fees at

any time. Your clear understanding of our Financial Policy isimportant to our relationship. Please ask if you have any questions
about our fees, Financial Policy, or your financial responsibility.

| acknowledge that | have read and agree to the above Financial Policy.

Print patient Name:

Signature of Patient: Date:
Print Parent/Guardian Name:
Parent/Guardian Signature: Date:

Privacy Practices (HIPPA)
Notice of Privacy Practices
e A copy of this notice is available to you. Please ask the receptionist if you would like one. By signing below,
| acknowledge that | have been offered a copy of our Notice of Privacy Practices.
Contact Information
e By signing below | authorize Laguna Spa Dentistry to leave a detailed message in reference to any items
that assists the practice in carrying out healthcare operations. If you do not wish to be contacted at a
specific location, please indicate below:
Home Phone: Do not contact me here Work Phone: Do not contact me here
Mobile Phone: Do not contact me here Email: Do not contact me here
Please list any persons whom your protected health information can be disclosed (e.g. spouse, parent, etc)

Name Relationship

Name Relationship

Signature Date / /




Laguna Spa Dentistry

Notice of Privacy Practices

This notice describes how your health information may be used and disclosed and how you can access this information. Please
read and review all of the following carefully.

At Laguna Spa Dentistry, we have always kept your health information secure and confidential. Now, a new law requires us
to continue in maintaining your privacy, and to provide you with this notice and the following terms under which the law

applies.

* We may use or disclose your health information to those involved in your treatment. An example of such would be a
review of your file by a specialist whom we may involve in your care.

* We may use. of disclose your health information for payment services. An example of this would be our sending a
report of your progress to your insurance company.

* We may use or disclose your health information for our normal healthcare operations. An example of this would be if
one of our staff enters your information into our computer system.

* We may use your medical information with our business associates, such as billing service. We have a written contract
with each business associate that requires them to honor and protect your privacy.

* We may use your information to contact you. An example of this would be a confirmation call for an upcoming
appointment, a reminder postcard or letter for an overdue appointment, or a message left on an answering machine
or with a family member in regards to an appointment.

* We may use or disclose your health information in an emergency, to a family member or another person responsible
for your care.

*  We may release some, or all, of your healthcare information when required by law.

» If this practice is sold, your information becomes property of the new owner.

We will not use or disclose your health information under any other conditions than the described circumstances above
without prior written authorization. If you do not wish your health information to be used or disclosed under the above
conditions you may request so in writing, and our office will inform you on whether that request may be fulfilled or not. You
have the right to know about any uses or disclosers of your health information under any besides the above uses. As we need
to contact you from time to time, we will use whatever address or phone number you prefer. You have the right to transfer
copies of your health information to another practice. We will mail the copies for you.

You have a right to see and receive copy of your health information, with a few exceptions. If you wish to exercise the right to

copies of your files please give my office a written request regarding the specific information you would like to receive. We
may charge you a $30.00 duplicating fee for the copies.

You have the right to request an amendment or change to your health information. Please give us a request for any changes in
writing. If you would like to include this statement in your file, please request it in writing. We may or may not make the
changes you request, but we will be happy to include this statement in your file. If we do agree to amend or change
information in your records we will not remove or alter earlier documents, but will add the new information to your
preexisting information.

You have the right to receive a copy of this notice. If we change any of the details of this notice, we will inform you of the
changes in writing. If you wish to file a complaint, please do so with the Health and Human Services. Complaints maybe
addressed to: Health and Human Services

200 Independence Avenue S.W.

Room 509 F

Washington DC 20201.

You will not be retaliated against for filing a complaint. However, before filing a complaint please contact at (949) 951-7645,
for more information or assistance regarding your health information.

This notice is in effect as of April, 14™ 2003.
25596 Alicia Parkway

Laguna Hills, CA 92653
(949) 951-7645
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