Welcome to Carpinteria Smiles:

Patient Information

Name: Today’s Date:
DOB: Age: Gender:
Address:
City: State: Zip:
Primary Phone: 0 Home o Cell Alt Phone:
Email: Primary Language: o English o Spanish oOther:
Emergency Contact:
Name Relationship Phone

What is the reason for your visit / ChiefComplaints?

How did you hear about us?

Primary Insurance Information

Insurance Company: Employer:
Policy Holder’s Name: Policy Holder DOB:
Policy Number: Group Number:

Patient Relationship to Subscriber:

Secondary Insurance Information

Insurance Company: Employer:
Policy Holder’s Name: Policy Holder DOB:
Policy Number: Group Number:

Patient Relationship toSubscriber:

ASSIGNMENT AND RELEASE

| certify that I, and/or my dependent(s), have insurance coverage with the above-named Insurance Company and assign directly to Dr.
Dental all insurance benefits, if any, for services rendered. | understand that | am financially responsible for all charges whether or not
paid by insurance. | authorize the use of my signature on all insurancesubmissions.

The above-named medical facility may use my healthcare 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 benefits or
benefits payable to related services. This consent will stay in effect as long as | am a patient with the above-named medical facility.

Signature of Patient, Parent, Guardian, orPersonal Representative Name of Patient, Parent, Guardian, or Personal Representative (Print)

Date Relationship to Patient
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Preferred Pharmacy Information

Pharmacy Name: Pharmacy Phone:

Pharmacy Street Address:

Dental History and Oral Health

Date of last dental visit: Date of last dental X-ray:

Have you ever been treated for periodontal disease? o Yes 0 No Have you ever had Novocaine / other local anesthetic? oYes oNo

One a scale of 1 (not happy) to 10 (very happy), how happy are you with your smile?

Please check any dental conditions that apply to you:

o Pain in Jaw (TMJ) o Teeth Grinding / Clenching 0 Use Tobacco Products o Swollen / Bleeding Gums

0 Mouth Sores 0 Broken / Loose Teeth O Sensitive Teeth o Difficulty Chewing / Swallowing
o Crooked / Spaced Teeth o Tooth Color / Appearance

Are you in pain? 0O Yes 0O No Do you experience any fears or anxieties related to dental treatment? o Yes 0 No

If Yes, please explain:

Do you need to be pre-medicated before dental treatment? o Yes o No

Medical History

Primary Care Provider (Nameand Phone):

Date of last physical: Are you taking birth control? o Yes o No o Not Applicable

Are you currently pregnant or nursing? o Yes 0 No 0 Not Applicable Estimated due date, if applicable:

Please list any prior hospitalizations or surgeries, including dates:

Is the patient currently using alcohol or drugs(including tobacco)? o0 Yes o No

If yes, Type: Frequency: Amount:

Do you require antibiotics prior todental procedures? o0 Yes o No

Are you currently taking or have you taken any steroid / cortisone therapy in the last2 years? o0 Yes o No

Are you currently taking or have you ever taken Oral Bisphosphonates (e.g. FOSAMAX, BONIVA) or IV Bisphosphonates? (e.g.
ZOMETA, AREDIA)? O Yes o No If yes, for how long?

Are you allergic or have you ever had an adverse reaction to any of the following?

o None o Amoxicillin O Aspirin o Codeine O Epinephrine O Latex 0 lbuprofen
O Metals o Penicillin o Sulfa O Tetracycline 0 Erythromycin 0 Z-pack

Please specify any other knownallergies:

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). o0 Yes o0 No
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Please list any current prescribed medications or supplements you are taking, or have used over a long period of time (e.g.

prescription, dosage, dates):

Prescription / Supplement Name

Dosage/ Frequency

Dates

Conditions (Please check all thatapply)

None

Alcoholism

Allergies or Hives

Anemia

Arthritis

Artificial Joints
Type & Age:

O oooaogoao

Aspirin Therapy
Asthma

Blood Thinners
Blood Transfusion
Breathing Problems
Cancer

Type:

O ooooad

Chemotherapy
Coumadin Therapy

oo

o Dementia
o Diabetes

Type:
o DrugAddiction
o Epilespy

O oooad

0O0o0ooooooaoao

Excessive Bleeding
Fainting / Dizziness

Hearing Impairment / Loss

Heart Murmur
Heart Surgery

Type:

Heart Trouble
Type:

Hepatitis
Type:

High Blood Pressure

HIV

Kidney Disease

Liver Disease

Low Blood Pressure

Lung Disease / COPD

Lupus

Mitral Valve Prolapse

Mobility Impairment

NON-DENTAL Implants
Type:

Organ Transplants

Type:

Patient Signature

Doctor’s Signature
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Pacemaker
Psychiatric Care
Radiation Therapy
Radiosurgery
Rheumatic Fever
Seizures
Sexually Transmitted Disease
Sinus Problems
Stomach Problems
Stroke
Thyroid Disease
Tuberculosis (TB)
Ulcers
Visual Impairment
Other Disease / lllness
Type:

Date

Date




Informed Consent to Treatment

Drugs and Medication

| understand that antibiotics, analgesics and other medications can cause
allergic reactions causing redness and swelling of tissues, pain, itching,
vomiting and/or anaphylactic shock (severe allergicreaction).

(Initial: )

Changes in Treatment Plan

| understand 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, the most common being root
canal therapy following routine restorative procedures.

| give my permission to the dentist to make any/all changes and additions
as necessary once they’'ve been discovered and discussed.
(Initial: )

X-Rays
| understand x-rays are necessary for proper diagnosis and treatment.
(Initial: )

Fillings

| understand that care must be exercised in chewing on fillings, especially
during the first 24 hours, to avoid breakage.

| understand that a more expensive filling may be required due to
additional decay than what could be seen by the x-ray and that significant
sensitivity is a common aftereffect of a newly placed filling.
(Initial: )

Local Anesthetic

Anesthetizing agents (medications) are injected into a small area with
the intent of numbing the area to receive dental treatment. They also
can be injected near a nerve to act as a nerve block causing numbness
to a larger area of the mouth beyond just the site of injection. Risks
include but are not limited to." It is normal for the numbness to take
time to wear off after treatment, usually two to three hours. This can
vary depending on the type of medication used. However, in some
cases, it can take longer, and in some rare cases, the numbness can be
permanent if the nerve is injured. Infection, swelling, allergic
reactions, discoloration, headache, tenderness at the needle site,
dizziness, nausea, vomiting, and cheek, tongue, or lip biting can occur.
Potential benefits: The patient remains awake and can respond to
directions and questions. Pain is lessened or eliminated during dental
treatment. (Initial: )

| understand that dentistry is not an exact science, and therefore,
reputable practitioners cannot fully guarantee results. |
acknowledge that no guarantee or assurance has been made by
anyone regarding the dental treatment which | have requested and
authorized. | have had the opportunity to read this form and ask
questions, and my questions have been answered to my satisfaction.
| consent to the proposed treatment.

(Initial: )

General Consent to Treatment

1. | hereby authorize and direct the dentist and/or dental auxiliaries to
perform dental treatment with the use of any necessary or advisable
radiographs (x-rays) and/or any other diagnostic aids in order to
complete a thorough diagnosis and treatment plan.

2. | understand x-rays, photographs, models of the mouth, and/or other
diagnostic aids used for an accurate diagnosis and treatment planning
are the property of the doctors, but copies of certain aids are available
upon request for a fee.

3. In general terms, the dental procedure(s) can include is not limited to:

a. Comprehensive oral examination, radiographs, cleaning of

the teeth, and the application of topical fluoride

b. Application of resin “sealants” to the grooves of the teeth

c. Treatment of diseased or injured teeth with dental
restorations (fillings)

d. Treatment of diseased or injured oral tissue secondary to
traumatic injuries and/or accidents and/orinfections

4. | understand that the doctor is not responsible for previous dental
treatment performed in other offices. | understand that, in the course
of treatment, this previously existing dentistry may need adjustment
and/or replacement. | realize that guarantees of results or absolute
satisfaction are not always possible in dental health service.
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5.1 agree to be responsible for payments of all services rendered
on my behalf or that of my dependents. | understand that
payment is due at the time of services unless other
arrangements have been made, In the event of payments are not
received by the agreed upon dates, a 1-1/2 late charge(18%APR)
may be added to my account. If required, | understand a check of
my credit history may be made.

6. | have answered all of the questions about me or my dependent’s
medical history and present health condition fully and truthfully.
| have told the dentist or other office personnel about all medical
conditions, including allergies. | also understand if my dependent
or | ever have any changes in health status or any changes in
medication(s), | will inform the doctor at the next appointment.

| hereby acknowledge that | have read and understand this consent
and the meaning of its contents. All questions have been answered
in a satisfactory manner, and | believe | have sufficient information
to give this informed consent. | further understand that this
consent shall remain in effect until terminated by me.

Patient Name (Print)

Patient or Parent | Guardian Signature

Date




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.

We are required by law to maintain the privacy of protected health information, to provide individuals with notice of

our legal duties and privacy practices with respect to protected health information, and to notify affected individuals
following a breach of unsecured protected health information. We must follow the privacy practices that are
described in this Notice while it is in effect. This Notice takes effect 4/27/2015 and will remain in effect until we

replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes
are permitted by applicable law, and to make new Notice provisions effective for all protected health information
that we maintain. When we make a significant change in our privacy practices, we will change this Notice and post
the new Notice clearly and prominently at our practice location, and we will provide copies of the new Notices upon

request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for
additional copies of the Notice, please contact us using the information listed at the end of this Notice.

HOW WE MAY SEND HEALTH
INFORMATION ABOUT YOU

Your protected health information (PHI) includes
information relating to your mental or physical health
and to the health care provided to you, including
materials like your dental records, dental x-rays, and
payment records. Some documents containing PHI
may include such sensitive personal information as a
Social Security number, credit card number, mental
health diagnosis, genetic information,
alcohol/substance abuse records, positive HIV status,
and other kinds of sensitive information.

Sometimes our dental practice needs to send PHI to
the patient or to someone else, such as a specialist.
There are various ways to send PHI, including email
and other electronic means. Our dental practice does
not encrypt email or other electronic forms of
communication.

There is a risk that unencrypted information may be
acquired by hackers or received by unintended
recipients. If you are concerned about the security of
PHI that may be sent unencrypted, please let us know
and we will send it a different way, which may
include providing the information to you to deliver.

HOW WE MAY USE AND DISCLOSE HEALTH
INFORMATION ABOUT YOU

We may use and disclose your health information for
different purposes, including treatment, payment, and
health care operations. For each of these categories,
we have provided a description and an example.
Some information, such as HIV-related information,
genetic information, alcohol and/or substance abuse
records, and mental health records may be entitled to
special confidentiality protections under applicable
state or federal law. We will abide by these special
protections as they pertain to applicable cases
involving these types of records.

Treatment. We may use and disclose your health
information for your treatment. For example, we may
disclose your health information to a specialist
providing treatment to you.

Payment. We may use and disclose your health
information to obtain reimbursement for the
treatment and services you receive from us oranother
entity involved with your care. Payment activities
include billing, collections, claims management, and
determinations of eligibility and coverage to obtain
payment from you, an insurance company, or another
third party. For example, we may send claims to your
dental health plan containing certain health
information.

Healthcare Operations. We may use and disclose
your health information in connection with our
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healthcare operations. For example, healthcare
operations include quality assessment and
improvement activities, conducting training
programs, and licensing activities.

Individuals Involved in Your Care or Payment for
Your Care. We may disclose your health
information to your family or friends or any other
individual identified by you when they are involved
in your care or in the payment for your care.
Additionally, we may disclose information about you
to a patient representative. If a person has the
authority by law to make health care decisions for
you we will treat that patient representative the same
way we would treat you with respect to your health
information.

Disaster Relief. We may use or disclose your health
information to assist in disaster relief efforts.

Required by Law. We may use or disclose your
health information when we are required to do so by
law.

Public Health Activities. We may disclose your
health information for public health activities,
including disclosures to:
*  Prevent or control disease, injury or
disability;
*  Report child abuse or neglect;
* Report reactions to medications orproblems
with products or devices;
* Notify a person of a recall, repair, or
replacement of products or devices;
*  Notify a person who may have been exposed
to a disease or condition; or
*  Notify the appropriate government authority
if we believe a patient has been the victim of
abuse, neglect, or domestic violence.

National Security. We may disclose to military
authorities the health information of Armed Forces
personnel under certain circumstances. We may
disclose to authorized federal officials health
information required for lawful intelligence,
counterintelligence, and other national security
activities. We may disclose to correctional institution
or law enforcement official having lawful custody
protected health information of an inmate or patient.

Secretary of HHS. We will disclose your health
information to the Secretary of the U.S. Department
of Health and Human Services when required to
investigate or determine compliance with HIPAA.

Worker’s Compensation. We may disclose your
PHI to the extent authorized by and to the extent
necessary to comply with laws relating to worker’s
compensation or other similar programs established
by law.

Law Enforcement. We may disclose your PHI for
law enforcement purposes as permitted by HIPAA, as
required by law, or in response to a subpoena or court
order.

Health Oversight Activities. We may disclose your
PHI to an oversight agency for activities authorized
by law. These oversight activities include audits,
investigation, inspection, and credentialing, as
necessary for licensure and for the government to
monitor the health care system, government
programs, and compliance with civil rights laws.

Judicial and Administrative Proceedings. If you
are involved in a lawsuit or a dispute, we may
disclose your PHI in response to a court or
administrative order. We may also disclose health
information about you in response to a subpoena,
discovery request, or other lawful process instituted
by someone else involved in the dispute, but only if
efforts have been made, either by the requesting party
or us, to tell you about the request or to obtain an
order protecting the information requested.

Research. We may disclose your PHI to researchers
when their research has been approved by an
institutional review board or privacy board that has
reviewed the research proposal and established the
protocols to ensure the privacy of your information.

Coroners, Medical Examiners, and Funeral
Directors. We may release your PHI to a coroner or
medical examiner. This may be necessary, for
example, to identify a deceased person or determine
the cause of death. We may also disclose PHI to
funeral directors consistent with applicable law to
enable then to carry out their duties.

Fundraising. We may contact you to provide you
with information about our sponsored activities,
including fundraising programs, as permitted by
applicable law. If you do not wish to receive such
information from us, you may opt out of receiving
the communications.

OTHER USES AND DISCLOSURES OF PHI
Your authorization is required, with a few exceptions,

for disclosure of psychotherapy notes, use or
disclosure of PHI for marketing, and for the sale of
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PHI. We will also obtain your written authorization
before using or disclosing your PHI for purposes
other than those provided for in the Notice (or as
otherwise permitted or required by law). You may
revoke an authorization in writing at any time. Upon
receipt of the written revocation, we will stop using
or disclosing your PHI, except to the extent that we
have already taken action in reliance on the
authorization.

YOUR HEALTH INFORMATION RIGHTS

Access. You have the right to look at or get copies of
your health information, with limited exceptions.
You must make the request in writing. You may
obtain a form to request access by using the contact
information listed at the end of this Notice. You may
also request access by sending us a letter to the
address at the end of this Notice. If you request
information that we maintain on paper, we may
provide photocopies. If you request information that
we maintain electronically, you have the right to an
electronic copy. We will use the form and format you
request if readily producible. We will charge you a
reasonable cost-based fee for the cost of supplies and
labor of copying, and for postage if you want copes
mailed to you. Contact us using the information listed
at the end of this Notice for an explanation of our fee
structure.

If you are denied a request for access, you have the
right to have the denial reviewed in accordance with
the requirements of applicable law.

Disclosure Accounting. With the exception of
certain disclosures, you have the right to receive an
accounting of disclosures of your health information
in accordance with the applicable laws and
regulation. To request an accounting of disclosures of
your health information, you must submit your
request in writing to the Privacy Official. If you
request this accounting more than once in al2-month
period, we may charge you a reasonable, cost-based
fee for responding to the additional requests.

Right to Request a Restriction. You have the right
to request additional restriction on our use of
disclosure of your PHI by submitting a written
request to the Privacy Official. Your written request
must include (1) what information you want to limit,
(2) whether you want to limit our use, disclosure or
both, and (3) to whom you want the limits to apply.
We are not required to agree to your request
except in the case where the disclosure is to a
health plan for purposes of carrying out payment
or health care operations, and the information
pertains solely to a health care item or service for

which you, or a person on your behalf (other than the
health plan), has paid our practice in full.

Alternative Communication. You have the right to
request that we communicate with you about your
health information by alternative means or at
alternative locations. You must make your request in
writing. Your request must specify the alternative
means or location, and provide satisfactory
explanation of how payments will be handled under
the alternative means or location you request. We
will accommodate all reasonable requests. However,
if we are unable to contact you using the ways or
locations you have requested we may contact you
using the information we have.

Right to Notification of a Breach. You will receive
notifications of breaches of your unsecured protected
health information as required by law.

Electronic Notice. You may receive a paper copy of
this Notice upon request, even if you have agreed to
receive this Notice electronically on our Web site or
by electronic mail (email).

QUESTIONS AND COMPLAINTS

If you want more information about our privacy
practices or have questions or concerns, please
contact us.

If you are concerned that we may have violated
your privacy rights, or if you disagree with a decision
we made about access to your health information or
in response to a request you made to amend or
restrict the use of disclosure of your health
information or to have us communicate with you by
alternative means or at alternative locations, you may
complain to us using the contact information listed at
the end of this notice. You also may submit a written
complaint to the U.S. Department of Health and
Human Services. We will provide you with the
address to file your complaint with the U.S.
Department of Health and Human Services upon
request.

We support your right to the privacy of your health
information. We will not retaliate in any way if you

choose to file a complaint with us or with the U.S.
Department of Health and Human Services.

Our Privacy Official: Kimia Attar DDS
Tel: (805) 9202141

Address: 1066 Eugenia Pl, Carpinteria, CA
93013

Email : Carpinteriasmiles@gmail.com )
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Acknowledgement of Privacy Practices

ACKNOWLEDGEMENT FORM

| have received the “Notice of Privacy Practices” and have been provided an opportunity to review it.

Patient Name (Print) Patient Date of Birth

Parent | Guardian Name if Patient is aMinor (Print) Relationship to Patient

Signature Date
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