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Welcome to Our Practice!

We are committed to providing exceptional dental care to our patients in a compassionate, professional environment. The
following information is provided to introduce you to our practice philosophy and policies.

Appointments

Appointments are scheduled so we can provide the most efficient care in a relaxed setting. We make every effort to
honor time commitments and we appreciate patients extending us the same courtesy. Patients are reminded of their
appointments 2-3 days in advance by email, text, or phone. Patients are kindly asked to confirm their appointment at
least 24 hours prior to their appointment through the reminder method employed.

Continuing Care

Our practice is focused on prevention and maintaining optimum oral health. We recommend comprehensive treatment
and continuing care on an appropriate recall schedule.

Children and Adolescents

We are happy to start seeing children at the age of five. Parents are welcome to accompany their children in the
operatories. We require that parents remain in the office with children under the age of 18 for the entire appointment.
Failure to comply may result in the appointment being rescheduled.

Cancellations and Missed Appointments
We require 24 hours advance notice of a cancellation.

Patients who do not provide 24 hours notice of a cancellation or who do not present for a scheduled appointment will be
charged a fee of $50.00.

Patients who fail to present for a second appointment may be dismissed from the practice.
Payments and Insurance
If you will be filing dental insurance, kindly present your insurance card and information to our office.

Payment for treatment is due and payable the day services are rendered. It is our goal, however, to assist all of our
patients in obtaining the dental treatment they deserve. As a result, we offer several payment options, including cash,
credit card, and third party financing through Care Credit. For patients with dental insurance, we will file the appropriate
claim forms.

WE DO NOT ACCEPT PERSONAL CHECKS.
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Health History Form ADA. American Dental Association®

America’s leading advocate for oral health

[Email: Today’s Date: J

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your answers are for our
records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to this questionnaire and there may be
additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

Name: Home Phone: Include area code Business/Cell Phone: Include area code

Last First Middle ( ) ( )
Address: City: State: Zip:

Mailing address
Occupation: Height: Weight: Date of Birth: Sex: M F
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: Include area code Cell Phone: Include area code

« ) C )

If you are completing this form for another person, whatis your relationship to that person?
Your Name Relationship
Do you have any of the following diseases or problems: (Check DK if you Don’t Know the answer to the the question) Yes No DK
ACHVE TUDBICUIOSIS . . o st aesassocesabacs s sowasssssssSsta s Bewssisicn 858 8 foevimcnss s 48438 e 8442w 4346864158 e e e e 28 S8 54 S s A b S e Ooo0oo
Persistent cough greater than @ 3 WEEK QUIAION. ...t Ooo0ooO
Cough that ProOQUEES DIOOT. ... Ooo
Been exposed 10 anyONe Willl UDBICUIOSIS ... iuiusatu it s sosics e aries s ovsvoncatss a8 w4888 Sy 548 4w o o5 e e a8 e AR SR8 S s sk B e Ooo0oo

If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.

D e ntal I nfO M at|0 N Forthe following questions, please mark (X) your responses to the following questions.

Yes No DK Yes No DK
Do your gums bleed when you brush or floss?...........ccccccouvinriinniiinriinniiin, ] 0 o | Do you have earaches or NECk PaiNS?..............ovwvvvvvvvvvvvvvvvvvsissisiisissssssnsssne, 00O
Are your teeth sensitive to cold, hot, sweets or pressure?..............cccooccvverean 1 0 o | Do you haveany clicking, popping or discomfort in the jaw?..............coooooooveeeoe 000
IS YOUE MOULN AFY 2. ] 0O 0 | Doyoubrux orgrind your teeth?...........cvvvvvvvvvvcvieviviieieeeerec 000
Have you had any periodontal (gum) treatments?..........c.ccccoovvvnrrnrinrrnnens 0] 0O 0 | Do Yyou have sores or ulcers in your MOUtN?........cooooiiivvvvrmerssssisiiiiisnnnnssssns 00 o
Have you ever had orthodontic (braces) treatment?..............cccccoovvvrinrincinn. 0 0 0 | Doyouwear dentures or partials?........ccuvrreiiisiiiiiiiiisiinisiissssssnnns 0o0Qg
Have you had any problems associated with previous dental treatment?......... 000 Do you participate in active recreational activities?................cocoonns 000
0o Have you ever had a serious injury to your head or mouth OO
oo Date of your last dental exam:
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY What was done at that time?
Areyou currently experiencing dental pain or discomfort?................. O O O [Date of fast dental x-rays:

What is the reason for your dental visit today?

How do you feel about your smile?

M e d |Ca| I nfO rm at| ON Prease mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK
Are you now under the care of a physician?...............ccccccocviiin Have you had a serious illness, operation or been hospitalized
Physician Name: Phone: Include area code iNthe past 5 Years?...........cccoviiiiiiic Ooog
( ) [f yes, what was the illness or problem?

Address/City/State/Zip:

Are you taking or have you recently taken any prescription
or over the counter medicing(s)?............cocoovviiiiieiiiiiccsc Ooono

Are you in good healtn?.............cccooiriiiiiicc e 00O o If so, please list all, including vitamins, natural or herbal preparations

Has there been any change in your general health within the past year?.......... 000 andior dietary supplements:

If yes, what condition is being treated?

Date of last physical exam:

© 2012 American Dental Association
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M ed |Ca| I nfO rm at|0 N Please mark (X) yourresponse to indicate if you have or have not had any of the following diseases or problems.

(Check DK if you Don’t Know the answer to the question) Yes No DK Yes No DK
DO you Wear CONtACE IBNSES?.............ooiiiiiiiiieieiee e Oooo Do you use controlled substances (drugs)?............cccoooiriiiviiniiiiiiciicicens ooo
Joint Replacement. Have you had an orthopedic total joint Do you use tobacco (smoking, snuff, chew, bidis)?...............ccccccooiiiiiins Oooo
(hip, knee, elbow, finger) replacemMent?. .............c....ccooovvvooooveeeeeeeeeeeeeeeeeeeee. Oooo |f150, how interested are you in stopping?
Date: If yes, have you had any complications? Circle one: VERY/ SOMEWHAT / NOT INTERESTED

— - - o
Are you taking or scheduled to begin taking an antiresorptive agent DoyoudrmkaIcohollcbev§rages...: ..... e S T SR Oooo
(like Fosamax®, Actonel, Atelvia, Boniva®, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?
osteoporosis or Paget’s disease?................corinccnncnscescee s Oooo If yes, how much do you typically drink i n a week?
Since 2001, were you treated or are you presently scheduled to begin WOMEN ONLY Are you:
treatment with an antiresorptive agent (like Aredia®, Zometa®, XGEVA)

: : i : Pregnant?.......cooiiii 1o

for bone pain, hypercalcemia or skeletal complications resulting from .
Paget’s disease, multiple myeloma or metastatic cancer? R, Y,

9 : »multip Y ! L Ooood Taking birth control pills or hormonal replacement?...............ccccooiiiiiiiiiis B BB
Date Treatment began: INUTSING .ttt ENENE
Allergies. Are you allergic to or have you had a reaction to: Yes No DK
To all yes responses, specify type of reaction. YesNoDK  Metals . 000
Local anesthetics . 000 Latex (rubber) . 000
Aspirin . 000 lodine . 000
Penicillin or other antibiotics a0 0 Hay fever/seasonal . 000
Barbiturates, sedatives, or sleeping pills . 000 Animals . 000
Sulfa drugs . 000 Food . ooo
Codeine or other narcotics . ‘00O Other . Oooo
Please mark (X) yourresponse to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK Yes No DK
Avrtificial (Prosthetic) hEart VAIVE............co.ourrverrrecrmrreeonsrresisnressscsesnseeeons 0O | Avtimmune disease... --g g o Glaucoma Oooo
Previous infective endocarditis oo Rheumatoid arthritis................ ‘00 o Hepatitis, jaundice or
Damaged valves in transplanted heart...............cccccoooooerveireeooreceeerceeeeceee 0 0o | Systemiclupus |IV9.I' SR ‘oo0oo
Congenital heart disease (CHD) erythematosus... oo Epl.lep.sy .................... ssommiaso ‘000
Unrepaired, cyanotic CHD...........cccooiiiiiieeee s 0ooo ASHIMAL s O O O Fainting slpells.or SEIZUIES ...t O do
Repaired (completely) in last 6 MONtNS...............ooooooooooorooecoooeoc 000 BIONCAS...ovesso e ‘00O o0 Nelefu;zlsgslgaelc?fl)s/.orders """"""" OO0
i i i Emphysema.........c.cccceveunnene. . ’ -
Repaired CHD with residual defects.............c.cccoviiiiiiiiiiicc ooo . OO g Sleep disorder...... ... N
Sinus trouble............ccccovoiiine ooo
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended Tuberculosis. ... ) DO you SMOre?......ccoooouvvvivune ‘O 0O O
for any other form of CHD. o oo Mental health disorders........... 0o o
Cancer/Chemotherapy/ Specify:
Radiation Treatment................ . )
Yes No DK Yes No DK ) ) U O O Recurrent Infections................ ‘0o o
Cardiovascular disease.......... .0 O O Mitralvalve prolapse...... ‘000 Chest pain upon exertion....... O oo Type of infection:
e O ‘OO0 Pacemaker..... ‘000 Chronic pain ' O O  Kidney problems..........cc......... ‘Oooo
Arteriosclerosis.................. ‘0 O O Rheumatic fever............. ‘0o Dla.betes. Type lorll......... ‘O O O  Nightsweats...........ccooooo..... ‘0o
Congestive heart failure........ 0 O O Rheumatic heart disease....... . o Eating d'ls'order """"""""""""" 00 O O  Osteoporosis........cccooww... ‘ooo
Damaged heart valves.......... ‘0 O O Abnormal bleeding............... 0oo Malnutrition.......cccooccovenns ‘0 O O Persistent swollen glands
. Gastrointestinal disease.......... . N NeCKessrsrsrsrsrsrmmmmmmrren :
Heart attack.............c.c.......... . ANBMIA....c.oviiiieieie . O oOdo
s . 0o G.E. Reflux/persistent 55 5 Severe headaches/
Heart murmur.............ccoce.. ‘00 o Blood transfusion.................... O oo = p miaraines
L blood If yes, date: heartburn.........ccoooiiiiiis ‘0O O 0O GIAINES-..ovvrveesssseee s ooad
OM DI00C SPIESSUIe o55essscties o oo " Severe or rapid weight loss..... . o
High blood pressure Hemophilia.............ccccvvvrvvnnnns o O YRS 00oo _ .
9 p O O g . ) Thvroid] sroblems Sexually transmitted disease... ‘O0 0
Other congenital AIDS or HIV infection............... 000 yroid problems..................... O 00 gyeessive urination
it StrOKe. ..o e e T O 0O
heart defects............ccccovenen. O g g Athtis o oo OO O
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? .. . e Ooo
Name of physician or dentist making recommendation: Phone: inciude area code
( )
) ) U 7 Ooo

Please explain:

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health history and that my
dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction. |
will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that | may have made in the
completion of this form.

Signature of Patient/Legal Guardian: Date:

Signature of Dentist: Date:

Comments: FOR COMPLETION BY DENTIST
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General Consent for Treatment and Local Anesthesia

While serious complications associated with dental procedures are very rare, we would like you to be informed about the
necessary procedures in dentistry and acquire your consent before beginning treatment. The following risks and/or
complications exist with dental treatments.

Complications resulting from the use of dental injections and anesthetics at the site of injection include and are not limited to
swelling, bleeding, infection, discomfort, prolonged numbness and tingling sensation in oral cavity (usually these sensations
are temporary but in rare circumstances, may be permanent), jaw muscle cramps and spasms, difficulty opening the jaw at
the joint, pain radiating to head, neck, and ear, nausea and vomiting, allergic reaction, rapid or irregular heartbeat, biting of the
cheek lip or tongue after treatment resulting in swelling and discomfort, ocular problems, or auditory problems.

Complications from medications or prescriptions may occur. To decrease your risk of a potentially serious drug reaction,
please provide us with the knowledge of any past drug allergies or adverse reactions. We are careful about the medications
we prescribe and will not prescribe a medication unless absolutely necessary. Allergic reaction may occur such as itching,
swelling, and difficulty breathing. Adverse reactions may also occur such as nausea, vomiting, headache, and drowsiness. It
is extremely important to take all medications as directed.

Minor to moderate sensitivity of teeth or soreness of gums in the area that was treated is completely normal. If you have
any questions or concerns after care, please do not hesitate to contact our office. Thank you.

l , have read and understand the above information, and | give consent to
this facility to examine, take x-rays, and provide dental treatment. | assume full responsibility for any financial obligations. |
authorize my insurance company to pay by check made out directly to this facility. | authorize this facility to release any
medical or incidental information that may be necessary for either medical care or in processing applications for financial
benefit. It is this facility’s procedure to share Protected Health Information with labs, x-rays, consulting physicians and dentists,
and hospitals when necessary.

Patient (Person Authorized to Consent for Patient) Date

Cancellations and Missed Appointments

We require 24 hours advance notice of a cancellation. Patients who do not provide 24 hours notice of a cancellation or who
do not present for a scheduled appointment will be charged a fee of $50.00. Patients who fail to present for a second
appointment may be charged a fee and/or dismissed from the practice.

I have read the Cancellation and Missed Appointment Policy. | understand and agree to this Policy.

Patient Signature Date
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Financial Guidelines

Payment for treatment is due and payable the day services are rendered. It is our goal, however, to assist all of our patients
in obtaining the dental treatment they deserve. Therefore, we are pleased to offer several payment options. Please read the
following carefully. Our financial coordinator will answer any questions you may have, and assist you in selecting the
appropriate financial plan for your needs.

For your convenience, we offer the following financial options:

1. Cash or Credit Card. NO PERSONAL CHECKS.
2. Care Credit financing
3. Dental Insurance

We are happy to file insurance claims and assist you in obtaining the maximum benefits specified in your contract.
However, please keep the following in mind:

. Your insurance is a contract between you, your employer, and your insurance company. We are not a party to that
contract. We will do our best to ESTIMATE your coverage, and file your insurance on your behalf. Not all dental services are
necessarily covered under your dental insurance plan. It is essential that you read and understand your coverage and pay
special attention to any preauthorization requirements, exclusions and waiting periods.

. Our office policy states that you are totally responsible for your bill. The ESTIMATED patient portion of the fee is due
at the time of service. If a balance remains after we receive payment from your insurance carrier within 30 days we will notify
you. Failure of your insurance carrier to reimburse our office within 30 days will result in our office billing you directly for the
remaining balance.

. We are committed to providing the highest quality of care. Our treatment recommendations and the dental
services we provide are in the best interest of the patient's health. The patient is responsible for payment in full
regardless of an insurance company's arbitrary determination of treatment necessity.

. Our participation in a Preferred Provider Organization (PPQ) is a contract between this office and the organization to
provide dental services for the negotiated network fee schedule. Individual coverage and benefits will vary within the
organization and are dependent on the contract between you, your employer, and the insurance company. We are not
responsible for variances in coverage and benefits within the PPO.

¢ If your coverage changes for any reason, please notify the office immediately.

By signing this form, you have read and understood our policy. Any denials or insurance payments less than estimated will be
your responsibility. Payment will be due upon our billing cycle. All estimated out of pocket fees and deductibles are due the
day of treatment. Ask our office regarding our financial options before your visit, or if you have any questions regarding your
insurance and our policy.

| have read the Financial Policy. | understand and agree to this Policy.

Signature of Patient or Responsible Party Date
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Acknowledgement of Receipt of Notice of Privacy Practices

Patient Name:

State and federal laws require us to maintain the privacy of your health information and to inform you about our privacy
practices by providing you with a Notice of Privacy Practices. Our Notice is available for your review in office. If you prefer a
paper copy, please ask a team member for a copy of our Notice.

| acknowledge that a copy of this office’s Notice of Privacy Practices has been made available to me. | have been given the
opportunity to ask any questions | may have regarding this Notice.

Signature Date

FOR OFFICE USE ONLY

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement
could not be obtained because:

o Individual refused to sign
o Communication barriers prohibited obtaining the acknowledgement
o An emergency situation prevented us from obtaining the acknowledgement

o Other (Please Specify)
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Authorization for Release of Information

Assignment of Benefits

| hereby assign all medical and surgical benefits to include major dental benefits to which | am entitled including Medicare,
private insurance, and any other health plan to Loganville Dental. This assignment will remain in effect until revoked by me in
writing. A photocopy of this assignment is to be considered as the original.

| understand that | am financially responsible for all charges whether or not paid by insurance. | hereby authorize the
assignee to release all information including the diagnosis and records of any treatment or examination rendered to me or my
child during the period of such dental care to third party payors and/or health practitioners which is necessary to secure
payment. | authorized and request my insurance company to pay directly to the dentist insurance benefits otherwise payable
to me.

Rights of the Patient
| understand that | have the right to revoke this authorization at any time and that | have the right to inspect or copy the
protected health information to be disclosed as described in this document by sending a written notification to Loganville

Dental, 3955 Harrison Rd, Suite 400, Loganville, GA 30052. | understand that a revocation is not effective in cases where
the information has already been disclosed but will be effective going forward.

| understand that information used or disclosed as a result of this authorization may be subject to re-disclosure by the
recipient and may no longer be protected by federal or state law.

| understand that | have the right to refuse to sign this authorization and that my treatment will not be conditioned on
signing this authorization.

Print Name DOB

Signature of Patient or Personal Representative: Date:

In addition to above, Loganville Dental is authorized to discuss my dental care and may release my confidential health
information to the following (optional):

Name Relationship

This authorization shall be in force and effective until revoked by the patient or representative signing the authorization.



