DENTAL R~ GISTRATION AND H STORY

DENTAL INSURANCE

PATIENT INFORMATION

Date Who is responsible for this account?
S&/HIC/Patient 1D # Relationship to Patient
Patient Name Insurance Co.
Last Name
] Group #
First Name Middle Initial Is patient covered by additional insurance? [JYes [ No
Address : ‘
‘ Subscrlber's Name
E-mail .
Birthdate SS#
City ) .
Relationship to Patient
State Zip
Insurance Co,
Sex (M [JF Age
Group #
Birthdate
ASSIGNMENT AND RELEASE
0 Married ] Widowed 1 Single I Minor 1 certify that 1, andfor my dependent(s), have insurance coverage with
and assign directly to
[ Separated [ bivorced 1 Partnered for years . Kaime of Tnsurance Gompany(ies)
Patient Employer/School Dr. all insurance banefits, if
Occupation any, otherwise payable 1o me for services rendered. | understand that | am
patio! financially responsible for all charges whether or not pald by insurance. | authorize

Employer/School Address the use of my signature on all Insurance submissions,

The abave-named dentist may use my health care information and may disclose
: such information to the above-named Insurance Company(ies) and their agenis

for the purpose of obtaining payment for services and determining insurance
Employer/Schoel Phone ( } benefits or the benefits payable for related services, This consent will end when
my current freatment plan is completed or one year from the date signed below.

Spouse's Name

Birthdate
Signature of Patient, Parent, Guardian or Personal Represeniative
Ss#
Spouse's Emplayer, Please print name of Patient, Parent, Guardian or Perscnal Representative
Whom may we thank for referring you? __ _
_ Date Relationship to Patient
PHONE NUMBERS
) Work ( )} Ext Cell Phone { )
Spouse's Work ( ) Best time and place to reach you '
IN CASE OF EMERGENCY, CONTACT {Specify somecne who does not live in your household.)
Name i _Relatlonship _
Home Phone ) Work Phone ( )

DENTAL HISTORY

Heason for today's visit . Burning sensation on fongue (Yes [ONo Mouth breathing ClYes [1No
Chew on one side of mouth [OYes [JNo Mouth pain, brushing [Oves [No
Cigarette, pipe, or cigar smoking []Yes [ No Orihcdontic treatment OYes [ONo
Former Dentist - Clicking or poppi'ng jaw OYes [JNo Painaround ear [OYes [INo
City/State Dry mouth OYes [JNo Periodontal treatment [OYes []No
Date of last dental visit Fingernail b.iﬁn'g OYes [JNo Sensit?vfty to cold OYes [JnNo
Food collection between the feeth [1Yes [ No Sensitivity to heat ClYes [ No
Date of last dental X-rays Foreign objects CJYes [JNo Sensitivity to swests CJYes [JNo
Place a mark on "yes” or *no” to Indicate if you Grinding teeth [OYes [JNo Sensitivity when biting OYes [ONo
have had any of the following: Gums swollen or tender OYes [JNo Soresor growths in yourmouth [JYes []No
Bad breath . CYes [INo Jaw pain or tiredness OYes OOINo  yow often do you floss?
Bleeding gums OYes 'O No Lip or cheek biting OYes [JNo
Blisters on lips or mouth OYes [INeo Loose teeth or broken fillings [OYes [JNo How often do you brush?

-0OVER -



) HEALTH HISTO., / |

Physician’s Name ' : Date of last visit

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?”’ These include combinations of lenimin, Adipex, Fastin (brand
names of phentermine), Pondimin {fenfluratine) and Redux (dexfenfluramine). (JYes [ No

Place a mark on “yes” or "no” to indicale if you have had any of the following;

AIDSMHIV [dYes [INo Epllepsy [IYes [[JNo Respiralory Disease CYes {No
Anemia FlYes [ No_ Fainting or dizziness [IYes [INo Rhsumatic Fever IYes [INo
Arthritis, Rheumnatism - [Od¥Yes [INo Glaucoma = [(TYes [INo Scarlet Fever C [QYes []No
Arilficial Heart Valves - OYes CINe Headaches- - [[JYes [dNo Shortness of Breath " [Yes [ONo
Artificial Joints - OYes [ONe Heart Murmur . " [dYes [iNo Sinus Trouble [Jyes [INo
Asthima OYes [lNo Hsart Problems [1Yes [INo Skin Rash [JYes [1No
Back Problems [Yes [JNo Hepatitis Typé .- Oyes [INo Special Diet [lYes [No
Bleeding abnormally, with [MYes ONo Herpes - OYes [INo Stroke . CYes [1No
exiractions or surgery ‘ High Blood Pressure " [OYes [iNo Swollen Feet or Ankles [OYes [INo
Biood Disease ~ bLlYes [INo Jaundice : CYes [INo Swollen Neck Glands [Yes [INo
Cancer DYes [1No Jaw Pain - '1Yes [ No Thyroid Problems [IYes {1No
Chemical Dependency CiYes [INo Kidney Disease = Yes [No Tonsillitis f1Yes [1No
" Chemotherapy Lives OONo ' jiwerDisease = © Yes [ONo Tuberculosis OYes [JNo
Clreulatory Problems - LlYes [ONo Low Blood Pressure OYes [JNo Tumor or growth on head or  [JYes [JMNo
Congenital Heart Lesions =~ [JYes [INo Mitral Valve Prolapse CYes [No neck C
Cortisone Treatments d Yes [T No Nervous Problems Clyes [1No Ulecer OYes [No
Cough, persistent or blcody []Yes []No Pacemakei ’ Ites CiNo Venereal Disease OYes [ONo
Diabetes {OYes ONo. P.éychi'atric Care. " [OYes [JNo * Welght Loss, unexplained  [JYes [JNo

Emphysema LlYes [1No Radiation Treatment OYes [INo

Do you wear contact Iefrées? OYes [dINo

Women; . ‘. L
Arg you pregnant? { 1Yes []No Due date . ‘ Are you nursing? [1Yes [] MNo
Taking birth control pills? (] Yes [ No ‘
~ MEDICATIONS ALLERGIES
List any medications you aff';a cUr-rentEyftaklng and the correlating diagno- | O Aspirin { Local Anesthetic -
o ] Barpiturate§ (Sleeping pills} 1 Peniclllin
[} Codelne O Sulfa
Pharmacy Name R . - o lodine - - [ Cther,
Phone ( e e e e Diatex '

UPDATES (To be filled in at future appointments)

Hss there been any change in your health since your last dental appbin{ment? OVYes [ONo -

For what conditions?

Are you taking afhy new medications?_. i If so, what?___

Patient's Signature N : o R Date
Doclors Signature ' o S S Date

LR R o R T T L L L L LTI Y FETRISSESIRNIAIN RIS AR R SRR RN NN

Has there been any change In your health since your last dental appointméht? [OYes . OINo

For what conditions?

Are you taking any new medications?. - If s0, what?:

Patient’s Signature _ - R - ' S ' Date

Declor's Signature - : : . IR - Date




Created 06/03/2013

WALNUT CREEK DENTAL
PRACTICE POLICIES

Weicome to Walnut Creek Dentall Our goal is to provide you the highest quality dental care; we
are confident that is your goal as well. Please take the time necessary to review the following

policies that will guide us to our mutual goal. After reviewing these policies, please feel free to ask
" us any questions.

PATIENT ACCOUNTS
* FILING INSURANCE: As a courtesy to our patients, Walnut Creek Dental will file any
patient's primary insurance. Allowing Walnut Creek Dental to handle your insurance will
free you from the time consuming, and sometimes complicated, insurance claims
process. During the ciaim filing process, we work with insurance estimates; therefore, at
claim resolution there may be account "settling.” If you are uncomfortable with the
account “settling” process, we will request you to file your own insurance.

PATIENT APPOINTMENTS
* EXCELLENT PATIENT CARE: Walnut Creek Dental will make every attempt to reserve the
sufficient time necessary to deliver the highest quality dental care possible to you. Please
arrive on time to your appointments, so that you will be able to take full advantage of your
reserved time. if you arrive over 15 minutes late for your appointment, we may
reschedule the appointment to allow sufficient time for excellent patient care.
Consistent or excessive lateness may result in dismissal from the practice.

. “DIS-APPOINTMENTS”: Walnut Creek Dental will be “disappointed” if you are unable to
keep a scheduled appointment. Please notify our office and reschedule as soon as
possible. Consistent or excessive “dis-appointments” may result in dismissal from the
practice.

* UNATTENDED CHILDREN IN THE WAITING ROOM: Wainut Creek Dental expects that
an adult will accompany all children under the age of ten at all times.

PARENTAIL. EXPECTATIONS DURING DENTAL CARE .

* PARENTAL ATTENDANCE: Walnut Creek Dental believes communication is imperative to
ensure excellent patient care. For this reason, a parent, or legal guardian, must
attend all dental appointments, and remain at Walnut Creek Dental during that
appointment.

+ PARENTAL INVOLVEMENT: It has been our experience that children cooperate better
without a parent present in the clinical area. We encourage children ages four and
over to be seen without a parent. if you would like to accompany your child in the
clinical area for their appointment, please inform our staff prior to their appointment so
that we can make arrangements to accommodate your request. *If accompanying your
child, we request that only one adult be present in the treatment area, and that no
unattended children wait in the waiting room.

* PRIVACY: Excellent patient care requires privacy. During the course of your office visit
please be mindful of other's privacy.

My signature below means that | have read and understand the above policies. | have read the
"HIPPA Notices of Privacy Practices” provided to me and | am signing below as the responsible

party.

Patient Name: _- Responsible Party Name:

Responsible Party Signature; Date:




WALNUT CREEK DENTAL Masters Dental Care
554 N. WALNUT CREEK 1612 N.W. 28% St.
MANSFIELD, TEXAS 76063 Ft. Worth, TX 76106
682-518-6300 (817) 625-2636

NOTICE OF PRIVACY PRACTICES

THIS NOTICYE, DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION. '

PLEASE REVIEW I'T CAREFULLY. THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORATANT TO
TS.

OUR LEGAL DUTY

Federal and state law requires us to maintain the privacy of your heaith information. That law alse requires us to give you this
notice about our privacy practices, our legal duties, and your rights concerning your health information. We must follow the
privacy practices we describe in this notice while it is in effect. This notice takes effect April 14, 2003; 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 applicable law
permits the, changes. We reserve the right to make the changes in our privacy practices and the new tertas of our notice effective
for all Kealth information that we maintain, including health information we created or received before we made the changes.
Before we make a significant change in our privacy practices, we will change this notice and make the new notice available 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
this notice, please contact us using the information Jisted at the end of this notice.

USES AND DISCLOSURE OF HEALTH INFORMATION

‘We use and disclose health information about you for treatment, payment, and health care operations. For example:
Treatment: We may use your health information for treatment or disclose it to a dentist, physician or other health care provider
providing treatment for you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you. We may also
disclose your health information to another health care provider or entity that is subject to the federal Privacy Rules for its
payment activities.

Health Care Operations: We may use and disclose your health information for our health care operations. Health care
operations include quality assessment and improvement activities, reviewing the competence or qualifications of health care
professionals, evaluating practitioner and provider performance, conducting training programs, accreditation, cerfification,
licensing or credentialing activities. We may disclose your health informiation to another health care provider or organization that
is subject to the federal privacy rules and that has a relationship with you to support some of their health care operations, We may
disclose your information to help these organizations conduct quality assessment and improvement activities, review the
competence or qualifications of health care professionals, or detect or prevent health care frand and abuse.

On Your Authorization: You may give us written authorization to use your health information or to disclose it to anyone for
any purpose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any uses or
disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization, we cannot use or
disclose your health information for any reason except those described in this notice.

To Your Family and Friends: We may disclose your health information to a family member, friend or other person to the extent
necessary to help with your health care or with payment for your health care. Before we disclose your health information to these
people, we will provide you with an opportunity to be object to our use or disclosure. If you are not present, or in the event of
your incapacity or an emergency, we will disclose your medical information based on our professional judgment of whethet the
disclosure would be in your best interest. We may use our professional judgment and our experience with common practice to
make reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or
other similar forms of health information, We may use or disclose information about you to nofify or assist in notifying a person
involved in your care, of your location and general condition,

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as
voicemail messages, postcards, or letters.)

Disaster Reliel: We may use or disclose your health information to a public or private entity authorized by law or by its charter
to assist in disaster relief efforts.

Public Benefit: We may use or disclose your medical information as authorized by law for the following purposes deemed to be
in the public interest or benefit: -




®  asrequired by law;

for public health activities, including disease and vital statistic reporting, child abuse reporting, FDA oversight, and to
employers regarding work-related illness or injury;

to report adult abuse, neglect, or domestic vw]ence

to health oversight agencies;

in response to court and administrative orders and other lawtul processes;

to law enforcement officials pursuant to subpoenas and other lawfiil processes, concerning ctime victims, suspicious
deaths, crimes on our premises, reporting crimes in emergencies, and for purposes of identifying or locating a suspect
or other person;

to cofoners, medical examiners, and funeral directors;

1o ari Grgan procurement organizations;

to avert a serious threat to health or safety,

in connection with certain research activitics;

to the military and to federal officials for lawful intelligence, counterintelligence, and national security acu'ﬂUes

to correctional institutions regarding inmates; and

as authorized by state worker’s compensation laws.

e e o @&
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PATIENT RIGHTS -

Access: You have the right to look at or get copies of your health informatton, with limited exceptions. You may request that we
provide copies in a format other than photocopies. We will use the format you request unless we cannot practicably do 0. You
must make a request in writing to obtain access to your health information. You may request access by sending us a letter to the
address at the erid of this notice. Jf you request copies, we will charge you a reasonable cosi-based fee that may include labor,
copying costs, and postage. If you request an alternative format, we will charge a cost-based fee for providing your health
information in that format, If you prefer, we may-but are not required to-prepare a swmnmary or an explanation of your health
information for a fee. Contact us using the information listed at the end of this notice for more information about fees.

Disclosure A¢counting; You have the right to receive a list of instances in which we or our business associates disclosed your
health information over the last 6 years (but not before April 14, 203). This kst will not include disclosures for treatment,
payment, health care operations, as authorized by you, and for certain other activitics. If you request this accounting more than
once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests. Contact
1s using the information listed at the end of this notice for more information about fees.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health
information. We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in
an emergency). Any agreement we may make to a yequest for additional restrictions must be in writing signed by a person
authorized to make such an agreement on our behalf, Your request is not biding unless our agreement is in writing.

Alternative Communication: You have the right to request that we communicate with you about your health information by
alternative means or to alternative locations. You must make your request in writing. Yon must specify in your request the
alternafive means or locetion, and provide satlsfactoq explanation how you ‘will handle payment under the alternative means or
lecation yon request. :

Amendment: You have the right to request that we amend your health information. Your request must be in writing, and it must
explain why we should amend the information. We may deny your request under certain circumstances.

QUESTIONS AND COMPLAINTS

Tf you want more information about our privacy practices or have questions or concerns, please contact us using the information .
listed at the end of this notice. .
I you believe that:

¢ we may have violated your privacy rights,

¢  we made a decision about access to your health information incorrectly,

s our-response to a request you made to amend or restrict the use or disclosure of your health information was incorrect,
or

« we should communicate with you by alternative means or at alternative locations,

you may contact us using the information listed below. -You also may submit a written complaint to the U.S. Department of

Health and Human Services, 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.

Provider Contact Office: Hena

512 W. Park Row - 1612 N.W. 28% St
- Arlington, TX 76010 - Ft. Worth, TX 76106
(817) 2752636 (817) 625-2636

Fax (817) 275-1112 Fax (817) 625-2276




GENERAL DENTISTRY INFORMED CONSENT

Dentist_DR.,. MASTERS Patient

1. WORK TO BE DONE

I understand that I am having the following work done: Fillings { ), Crowns (), Extractions (), Impacted teeth removed (), Root Canals { ),
X-rays { ) Dentures ( ), Other_ EXAM AND CLEANING X (Initials )
2, DRUGS AND MEDICATION :

T understand that antibiotics, analgesics and other medications can cause allergic reactions causing redness and swelling of tissues, pain, itching, vom-
iting, and /or anaphylactic shock. 3% (Initials )
3, CHANGES IN TREATMENT PLAN

I 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. For example, root canal therapy following routine restorative procedures. ! give my permission to the Dentist to make

any/all changes and additions as necessary. X (Initials )
4. REMOVAL OF TEETH

Alternatives to removal have been explained to me (root canal therapy, crowns, and periodontal surgery, etc), and 1 authorize the Dentist to remove
the following teeth and any others necessary for reason in paragraph #3. I understand removing teeth does not always remove all the

infection, if present, and it may be necessary to have further treatment. I understand the risks involved in having tecth removed, some of which are pain,
swelling, spread of infection, dry socket, loss of feeling in my teeth, lips, tongue and surrounding tissue (paresthesia) that can last for an indefinite period of
time or fractured jaw. I understand I may need further treatment by a specialist if complications arise during or following treatment, the cost of which is my

responsibility. (Initials )

5. CROWNS, BRIDGES AND CAPS
I understand that sornetimes it is not possible to match the color of natural teeth exactly with artificial teeth. I further understand that I may be wear-

ing temporary crowns, which may come off easily and that I must be careful to ensure that they are kept on until the permanent crowns are delivered. I realize
the final opportunity to make changes in my new crown, bridge, or cap (including shape, fit, size, and color} will be before cementation. It is also my responsi-
bility to return for permanent cementation within 20 days from tooth preparation. Excessive delays may allow for tooth movement. This may necessitate a
remake of the crown, bridge or cap. I understand there will be additional charges for remakes due to my delaying permanent cementation. (Initials )

6. ENDODONTIC TREATMENT (ROOT CANAL)

I realize there is no guarantee that root canal treatment will save my tooth, and that complications can occur from the treatment, and that occasionally
root canal filling material may extend through the tooth which does not necessarily affect the success of the treatment. I understand that endodontic files and
reamers are very fine instruments and stresses vented in their manufacture can cause them to separate during use. [ understand that occasionally additional sur-

gical procedures may be neceésary following root canal treatment (apicoectomy}. I understand that the tooth may be lost in spite of all efforts to save it.
{Initials )

T PERIODONTAL L.OSS (TISSUE AND BONE)
I understand that I have a serious condition, causing gum and bone inflammation or loss and that it can lead to the loss of my teeth. Alternative treat-

ment plans have been explained to me, including gum surgery, replacements and/or extractions. I understand that undertaking any dental procedures may have a
future adverse effect on my pericdontal condition. (Initials )

8. FILLINGS
I understand that care must be exercised in chewing on fillings, espcially during the first 24 hours to avoid breakage. I understand that a more exten-

sive filling than originally diagnosed may be requiredfiue to additional decay. I understand that significant sensitivity is a common after effect of a newly placed

filling. (Initials y

9., DENTURES :
1 understand the wearing of dentures is difficult, Sore spots, altered speech, and difficulty in eating are common problems. Immediate denture (place-

ment of denture immediately after extractions) may be painful. Immediate denture may require considerable adjusting and several relines. A permanent reline
will be needed later. This is not included in the denture fee. I understand that it is my responsibility to return for delivery of the dentures. 1 understand that fail-
ure to keep my delivery appointment may result in poorly fitted dentures. If a remake is required due to my delays of more than 30 days, there will be addition-

al charges. (Initals_______ )

I undersiand that dentistry is not an exact science and that, therefore, reputable practitioners cannot properly guarantee results. 1 acknowledge that no
guarantee or assurance has been made by anyone regarding the dental treatment which 1 have requested and authorized. | understand that no other Dentist is

responsible for my dental treatment.

I hereby authorize any of the doctors of dental auxiliaries to proceed with and perform the dental restorations and treatments as explained to me. 1 understand
that this is only an estimate and subject to modification depending on unforeseen or undiagnosable circumstances that may arise during the course of treatment,
1 understand that regardless of any dental insurance coverage [ may have, I am responsible for payment of dentat fees. [ agree ta pay any attorney's fees, collec-
tion fees, or court costs that may be incurred 1o satisfy this obligation.

Signature of Patient Date

Signature of Doctor m Date




1.

INFORMED CONSENT AGREEMENT FOR GENERAL TREATMENT .

I have been presented with a treatment plan. I have been inf+’
ormed of other methods of treatment and the alternatives. . The
expected results and risks of the proposed treatment including
the use of anesthesia {and no treatment) have been explained
to me.

I authorize DBr. MASTERS to dispose of any tissues, which
in the course of treatment may be removed.

T understand that there is no quarantee of success or perman+
ence of the treatment.

Dr. MASTERS is authorized to use any and all records,
radiographs, photographs, and diagnostic casts which may be

pertinent to the case for educational or publication purposes.
A1l such records become the property of Dr. MASTERS .

I understand that dental conditions in my mouth can change and
alter the proposed treatment plan.

I have been presented with the estimated costs of my treatment.
I understand that they are subject to change with changes in
the treatment plan. ’ - i
I have read and agree to the foregoing. I have had the opport
unity to ask treatment-related questions. All my questions
have been answered by the doctor, and I fully understarnd the
statements in this consent form. My signature below constitutes
my agreement: '

Patient's signature

(legal guardian if minor)
Date




