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El Paseo Dental Care

Patient Information

Patient Name: Date of Birth:

Preferred: Male: _ Female: Single: _ Married: ____ Child: ____
Parent/Guardian if patient is a child: Patient SS#

Home Address: City: State: Zip:

Home Phone: ; Cell Phone:

Work Phone: Employer:

Email Address: Best time to call:

Whom may we thank for referring you to our office:

Medical History Update

GENERAL HEALTH: [J ExceLLeNT (O Goobp O FaiR O POoR

OY ON  Under a physician's care now?

OY ON  Any hospitalization in the past 5 years? IR RS, Lot L o

OY ON  Any serious ilinesses/surgeries?

OY ON  Usetobaccoin any form?  If Yes, Type:

OY ON  Is pre-medication required before dental visits due to heart condition or artificial joint?

FEMALE PATIENTS:  [JY ON Currently nursing? 0Y ON Currently pregnant? Due Date:

Do you know of any reason why routine dental procedures might pose a risk to you, our staff, or other patients? J Y OON
If yes, please describe:

Is there anything important about your medical condition we have not asked? 0 Y OON  If yes, please describe:

Dental Insurance Information

Name of Primary Insurance: Group #:

Subscribers Name: Subscribers DOB:

Subscribers SS# or Ins ID# Employer:




ALLERGIES/ALLERGIC REACTIONS ] None

ALL PATIENTS: ARE YOU ALLERGIC TO OR HAVE YOU EVER HAD ANY REACTION TO THE FOLLOWING? (CHECK ALL THAT APPLY):

] Aspirin Yes/No  [| Codeine Yes/No [ ] Lactose Intolerance  Yes/No [ ] Sleeping Pills Yes / No

[] Anesthetic — Local Yes/No [ | Dairy Yes/No [ Metal Sensitivity Yes/No [ Sulfa Drugs Yes / No

[] Barbiturates Yes/No [ ] Latex Yes/No [ ] Nitrous Oxide Sedation Yes/No [ ] Penicillin/Other Antibiotics Yes / No

ALL PATIENTS: DO YOU HAVE, OR HAVE YOU EVER HAD ANY OF THE FOLLOWING? (CHECK ALL THAT APPLY): ] None

[ Acid Reflux Yes /No [ Bulimia Yes/No =[] Hearing Problems Yes/No [ Psychiatric Treatment Yes / No
(] ADHD Yes/No [ ] CancerMalignancy Yes/No = [ ] Heart Attack Yes /No [ ] Radiation/Chemo Yes / No
[] AIDS/MHIV Yes /No [ ] Cerebral Palsy Yes/No | [ ] Heart Disease Yes /No [ ] Respiratory Disease  Yes /No
(] Anemia Yes /No [ ] Chemical Dependency Yes/No = [ ] Heart Murmur Yes /No | [ ] Rheumatic Fever Yes / No
[J Anorexia Yes /No | [] Chicken Pox Yes/No | (] Hepatitis Yes /No | [ Stroke Yes / No
[ Anxiety Yes /No | [] Conwuisions Yes / No [] High Blood Pressure Yes /No = [_] Thyroid Condition Yes / No
[] Artificial Heart Valve  Yes /No [ ] Depression Yes/No | [] Kidney Disease Yes /No [ Tuberculosis Yes / No
(] Artificial Joints Yes/No [ ] Diabetes Yes / No (] Liver Problems Yes /No [ ] Ulcers Yes / No
(] Arthritis Yes/No [ ] Dizziness/Fainting  Yes/No =[] Mitral Valve Prolapse Yes /No =[] Venereal Disease Yes / No
[] Asthma Yes/No | [] Epilepsy/Seizures  Yes/No =[] Mononucleosis Yes / No
[J Autism/Asperger's  Yes/No =[] FrequentEar Infections Yes/No =[] Pacemaker Yes / No
[] Bleeding Disorder ~ Yes /No [ ] Frequent Headaches  Yes / No | (] Other - Please List:
[[] Other — Please List:

MEDICATION INFORMATION (] None

ALL PATIENTS: ARE YOU CURRENTLY TAKING ANY OF THE FOLLOWING? (CHECK ALL THAT APPLY):

[] Antibiotics/Suffa Drugs ~ Yes/No | [] Antihistamines/Allergy Yes/No | [} Daily Aspirin Yes /No | [ ] Blood Pressure Medications [ ] Yes /No
(] Blood Thinners Yes/No =[] Cancer/Chemo Medications Yes/No =[] Cortisone/Steroids Yes/No = [] Heart MedicationDigitals [ Yes/No
[ Insulin Yes /No | [ Nitroglycerin Yes/No | [[] Oral Contraceptives Yes/No | [] Osteoporosis Medications [ ] Yes/No
[] Recreational Drugs Yes/No | [] Thyroid Medications Yes/No | [] Tranquilizers Yes /No | [[] Other Diabetic Medications [_] Yes/No
(] OTC Drugs/Medications Yes/No =[] Other (Please ListBelow)  Yes /No

DRUG NAME DOSAGE REASON PRESCRIBED

PATIENT CONSENT

To the best of my knowledge, all of the preceding answers are correct. If | have any changes in my health status or
if my medication changes, | shall inform the dentist and staff at the next appointment without fail.

Signature:

DATE:

Dr. Signature:

DATE:

RELATIONSHIP TO PATIENT:

[] Apuit Patient [} Parent

[] Guaroian  [] OTHER
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El Paseo Dental Care

Dental Appointment Agreement

[t is important for patients to keep their dental appointments, because broken
appointments result in lost time that could have been used to treat other patients.

Rescheduling Appointments

Our office understands that sometimes situations arise that require rescheduling of your
dental appointment. If you need to reschedule, please call the dental clinic as soon as
you know that you will not be able to keep the appointment, preferably at least 24

hours before the appointment time.

Broken Appointments

If you miss a scheduled appointment or cancel it at the last minute, a broken appointment
will be recorded in your dental chart. If you are more than 10 minutes late for an
appointment, a broken appointment will also be recorded, and you may have to be
rescheduled if there is not enough time to complete your procedure.

We try very hard to maintain our schedule so that all our patients can be

treated promptly. Needless to say, canceling with short notice, showing up late, or
simply not showing up is very disruptive for our schedule and unfair for our other
patients who value prompt treatment.

Failure to keep your appointments or cancelling without 24 hour notice will result in
you the patient (or Guardian) being charged a $95 per hour for the missed appointment.

[ understand the Dental Appointment Agreement and agree to follow the terms of the
broken appointment policy.

Patient Name (please print) Date

Patient or Guardian Signature
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El Paseo Dental Care

INFORMED CONSENT FOR TREATMENT

I understand that by initialing and signing below, I am requesting and authorizing the procedure(s)
to be performed and I have read and understand the possible risks and complications of the
procedure(s).

I understand that I am having the following dental procedures completed today:

X-rays & Photographs: (Taking of intra-oral and extra-oral radiographs). Benefits of treatment: taking x-rays
enables us to view dental cavities, abnormalities, development and eruption of teeth. X-rays and photos are also
necessary for proper diagnosis and evaluation purposes. Alternatives of treatment: none; limited visual examination.
Common risks: radiation exposure to soft and hard tissues. Consequences of not performing the treatment: missed
diagnosis. Initial:

Prophylaxis: Today I will be receiving a professional prophylaxis (cleaning) by a Registered Dental Hygienist. Dental
cleanings are essential for maintaining health in your mouth. Overtime, bacteria, food debris, and calcified (hardened)
material can accumulate on your teeth that your tooth brush cannot remove. Some people get this accumulation much
quicker and in greater amounts than others. It may be recommended that you receive professional cleaning every 3, 4,
6 or 12 months depending on your level of need. Risks: Teeth may become sensitive to air, hot or cold stimuli, TMJ
(Jaw Joint) may become tender due to prolonged mouth opening, & tenderness may be present in the gums for a short
time after a cleaning. Initial:

Treatment Plan Estimates: I understand that fees quoted to me for treatment are only an estimate and subject to
modification depending upon unforeseen or un-diagnosable circumstances that may arise during the course of
treatment. I understand that regardless of any dental insurance coverage I may have that I am responsible for payment
of any and all dental treatment rendered. There has been no guarantee or assurance made by anyone in regard to the
dental treatment | am authorizing. Initials:

NOTICE: By signing this agreement, you are agreeing to have any issue of fees, treatment, or alleged
malpractice decided by a binding neutral arbitration, and you are giving up your right to a jury or
court trial.

Print Name:

Signature:

Today’s Date:

Witness:
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El Paseo Dental Care

PATIENT HIPAA CONSENT FORM

| understand that | have certain rights to privacy regarding my protected health information. These rights are
given to me under the Health Insurance Portability and Accountability Act (HIPAA). | understand that by
signing this consent | authorize you to use and disclose my protected health information to carry out:

e Treatment (including direct or indirect treatment by other healthcare providers involved in my
treatment);
e Obtaining payment from third party payers (e.g. my insurance company);

e The day-to-day healthcare operations of your practice

| have also been informed of and given the right to review and secure a copy of your Notice of Privacy
Practices, which contains a more complete description of the uses and disclosures of my protected health
information and my rights under HIPAA. | understand that you reserve the right to change the terms of this
notice from time to time and that | may contact you at any time to obtain the must current copy of this

notice.

| understand that | have the right to request restriction on how my protected health information is used and
disclosed to carry out treatment, payment and health care operations, but that you are not required to agree

to these requested restrictions. However, if you do agree, you are then bound to comply with this restriction.

| understand that | may revoke this consent, in writing, at any time. However, any use or disclosure that

occurred prior to the date | revoke this consent is not affected.

Date Signed:

Print Patient Name:

Signature:

Relationship to Patient:




