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 #
PisENane Middle Initial Is patient covered by additional insurance? [JYes [JNo
Address Subscriber's Name
el Birthdate ss#
Gy Relationship to Patient
I Zip Insurance Co.
Sex OM [OF Age Group #
Birthdate ASSIGNMENT AND RELEASE
[ Married [] Widowed 0O Single [ Minor | certify that |, and/or my dependent(s), have insurance coverage with
. 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
i i bmissions.
Employer/School Address the use of my signature on all insurance submissions.
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 ( )
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 Relationship
Home Phone ( ) Work Phone ( )
2 1 DENTAL HISTORY
Reason for today’s visit Burning sensation on tongue OYes [ONo Mouth breathing OYes [JNo
Chew on one side of mouth [OYes [JNo Mouth pain, brushing [OYes [ONo
Cigarette, pipe, or cigar smoking [1Yes []No Orthodontic treatment OYes [ONo
Former Dentist Clicking or popping jaw OYes [INo Painaround ear OYes [JNo
City/State Dry mouth [OYes []No Periodontal treatment OYes [ No
ingernail bitin Yes No Sensitivity to cold Yes No
Date of last dental visit Fingernal .' 9 - = s 'ty Ol O
Food collection between the teeth [JYes []No Sensitivity to heat OYes [No
Date of last dental X-rays Foreign objects [OYes [JNo Sensitivity to sweets COYes [No
Place a mark on “yes” or “no” to indicate if you Grinding teeth [OYes [1No Sensitivity when biting [dYes [INo
have had any of the following: Gums swollen or tender [OYes [ONo Sores or growths in your mouth [JYes []No
Bad breath [OYes [ No Jaw pain or tiredness OYes ONo  ow often do you floss?
Bleeding gums [OYes [ONo Lip or cheek biting Yes [INo
Blisters on lips or mouth [JYes []No Loose teeth or broken fillings [OYes [ONo 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. [JYes [JNo

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

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

Are you pregnant? [JYes [ No Due date Are you nursing? [JYes [J No

Taking birth control pills? [JYes [ No

MEDICATIONS ALLERGIES
List any medications you are currently taking and the correlating [ Aspirin [ Local Anesthetic
diagnosis:
[] Barbiturates (Sleeping pills) [ Penicillin
[ Codeine [ Sulfa

Pharmacy Name [ lodine ] Other
Phone ( ) [ Latex

. A UPDATES (To be filled in at future appointments)

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

For what conditions?

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

Patient’s Signature. Date
Doctor’s Signature Date

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




Harbour Dental
Financial Agreement/Privacy Policy

Thank you for choosing Harbour Dental. Our goal is to provide the finest care possible. The information will explain
how we will help you take care of your financial needs.

WE HAVE MANY PAYMENT OPTIONS AVAILABLE
Visa, Mastercard, American Express, Discover, Personal Checks, Care Credit, and Cash.

Insurance

As a courtesy, we will bill your insurance company for covered charges. In order to do this, you will need to provide
us with the necessary accurate information. Remember, your policy is a contract between you and your
insurance company. You are responsible for all charges incurred. We expect insurance payment within 30 days
from the date of service. If your insurance company has not paid, and the account becomes 60 days old, the account
may become a cash account and be payable at that time. We receive the right to run a credit report, should the
account remain unpaid.

FOR LARGER, MORE COMPREHENSIVE TREATMENT PLANS OF $250 OR MORE, A 50% DEPOSIT WILL BE
REQUIRED TO SECURE YOUR INITIAL TREATMENT APPOINTMENT.

HARBOUR DENTAL CHARGES $30 FOR RETURNED CHECKS.

If unable to keep your appointment, kindly give 24 hours notice. Otherwise, there will be a $25 fee for all
appointments not canceled within 24 hours.

| HEREBY GUARANTEE PAYMENT OF ALL CHARGES INCURRED FOR THE ACCOUNT OF THE ABOVE
MENTIONED. | REALIZE THAT INSURANCE MAY NOT COVER THE AMOUNT CHARGED AND THAT | WILL
BE RESPONSIBLE FOR THE BALANCE. | UNDERSTAND THAT BALANCES NOT PAID IN A TIMELY
MANNER ARE SUBJECT TO ADDITIONAL FEES AND/OR COLLECTION PROCEDURES. | AUTHORIZED
HARBOUR DENTAL TO AFFIX MY NAME TO ANY AND ALL INSURANCE CLAIMS OR DOCUMENTS AND
AUTHORIZE PAYMENT OF DENTAL BENEFITS DIRECTLY TO HARBOUR DENTAL. | AUTHORIZE RELEASE
OF ANY INFORMATION RELATING TO THE CLAIM.

Patient Signature Date

IF THERE ARE NO INSURANCE COVERAGE, | UNDERSTAND THAT | AM RESPONSIBLE FOR ALL
CHARGES INCURRED AT THE TIME OF SERVICE.

Patient Signature Date

Privacy Policy
Our office policies meet the requirement of the Federal Government's Health Portability and
Accountability Act. In accordance with the Federal Law, a copy or our “Notice of Privacy Practices” is

with your check-in paperwork. If you would like a copy of this policy, please let our staff member know.

Patient Signature Date




Harbour Dental
BINDING ARBITRATION OF ALL CLAIMS AND DISPUTES

It is understood that any dispute as to medical/dental malpractice, this is as to whether any
medical/dental services rendered under this contract were unnecessary or unauthorized or were
improperly, negligently, or incompetently rendered, will be determined by submission to
arbitration as provided by California Law and not by a lawsuit or resort to court proceedings.
Both parties to this contract by entering into it, are giving up their constitutional right to have any
such dispute decided in a court of law before a jury, and instead are accepting the use of
arbitration.

All arbitration proceedings shall be conducted pursuant to the rules of the American Arbitration
Association in California. The arbitration shall be conducted before a three member arbitration
panel. At least one of the three member arbitration panels shall be an attorney, license to
practice law in the State of California; and at least one other member of the panel shall be a
licensed dentist or physician, with at least five years of experience. The third member of the
panel shall be either an attorney licensed to practice in the State of California or a dentist or
physician, with at least five years experience. The parties shall share equally the cost of
arbitration incurred in connection with any arbitration proceedings.

| have been informed and | understand the purposes and the nature of ALL dental treatment(s)
that are recommended by the rendering dentist. | understand that this contract is in place at all
times for treatment | receive from Harbour Dental and its dentist(s).

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF

MEDICAL/DENTAL MALPRACTICE DECIDED BY NEUTRAL, ARBITRATION AND YOU
ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL.

Patient Name Date

Patient Signature

Dentist Signature Date




