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PLEASE PRINT

Today’s Date

Patients Full Name Preferred Nickname

Date Birth

If Under 18 year’s old, name of parent or legal guardian:

Please circle one: Married Widowed Single Minor Separated Divorced Partner years

Sex: Male/Female

Home Address Apt #

City State Zip Code
Home Phone # Cell Phone #

Email

Employer / School Occupation

Employer / School Address Employer / School Phone
Spouse / Parent Name Spouse / Parent Birthdate
Spouse / Parent Employed by Occupation
Business Address Business Phone #

Who is Responsible for this account? Relationship to patient
Social Security # - - Spouse / Parent Social Security # -
Name of Dental Insurance Company Group Number #

Insurance Id #

Emergency Contact Name Phone #

Whom may we thank for referring you to our office?

Patient or Guardian signature Date



CONFIDENTIAL HEALTH HISTORY

Patient Name: Date of Birth:

I. CIRCLE APPROPRIATE ANSWER (Leave blank if you do not understand the question)
1. Yes/No Isyour general health good?

If NO, explain:
2. Yes/No ' Has there been a change in your health within the last year?
If YES, explain:
3. Yes/No Have you gone to the hospital or emergency room or had a serious illness in the last three years?
If YES, explain:
4. Yes/No  Areyou being treated by a physician now? If YES, explain:

Date of last medical exam? Reason for exam:

5. Yes/No  Have you had problems with prior dental treatment?
If YES, explain:

Date of last dental exam: Name of last treating dentist:

6.  Yes/No Areyou in pain now?
If YES, explain:

II. HAVE YOU EXPERIENCED ANY OF THE FOLLOWING? (Please circle Yes or No for each)

Yes/No  Chest pain (angina) Yes/No  Blood in stools Yes/No Frequent vomiting
Yes/No  Fainting spells Yes/No  Diarrhea or constipation Yes/No  Jaundice

Yes/No  Recent significant weight loss Yes/No  Frequent urination Yes/No  Dry mouth

Yes/No  Fever Yes/No  Difficulty urinating Yes/No  Excessive thirst
Yes/No  Night sweats Yes/No  Ringing in ears Yes/No  Difficulty swallowing
Yes/No  Persistent cough Yes/No  Headaches Yes/No  Swollen ankles
Yes/No  Coughing up blood Yes/No  Dizziness Yes/No  Joint pain or stiffness
Yes/No  Bleeding problems Yes/No  Blurred vision Yes/No  Shortness of breath
Yes/No  Blood in urine Yes/No  Bruise easily Yes/No  Sinus problems

III. HAVE YOU HAD OR DO YOU HAVE ANY OF THE FOLLOWING? (Please circle Yes or No for each)

Yes/No  Heart disease Yes/No  AIDS/HIV Yes/No  Psychiatric care
Yes/No  Family history of heart disease Yes/No  Surgeries Yes/No  Osteoporosis
Yes/No  Heart attack Yes/No  Hospitalization Yes/No  Thyroid disease
Yes/No  Artificial joint Yes/No  Diabetes Yes/No  Asthma

Yes/No  Stomach problems or ulcers Yes/No  Family history of diabetes Yes/No  Hepatitis

Yes/No  Heart defects Yes/No  Tumors or cancer Yes/No  Sexual transmitted disease
Yes/No  Heart murmurs Yes/No . Chemotherapy Yes/No  Herpes

Yes/No  Rheumatic fever Yes/No  Radiation Yes/No  Canker or cold sores
Yes/No  Skin disease Yes/No  Arthritis, rheumatism Yes/No  Anemia

Yes/No  Hardening of arteries Yes/No  Emphysema or other lung disease ~ Yes/No  Liver disease
Yes/No  High blood pressure Yes/No  Kidney or bladder disease Yes/No  Eye discase
Yes/No  Seizures Yes/No  Stroke Yes/No  Transplants
Yes/No  Cosmetic surgery Yes/No  Eating disorders Yes/No  Tuberculosis

1V. ARE YOU ALLERGIC TO OR HAVE YOU HAD A REACTION TO ANY OF THE FOLLOWING? (Please circle Yes or No for each)

Yes/No  Aspirin Yes/No  Valium Yes/No  Tetracycline
Yes/No  Darvon Yes/No  Demerol Yes/No  Vicodin
Yes/No  Codeine Yes/No  Penicillin Yes/No  Percodan
Yes/No  Latex Yes/No  Food Yes/No  Nitrous oxide
Yes/No  Local anesthetic Yes/No  Erythromycin Yes/No  Metal

(Novocain or Xylocaine)

Others:




V. ARE YOU TAKING OR HAVE YOU TAKEN ANY OF THE FOLLOWING IN THE LAST THREE MONTHS?
(Please circle Yes or No for each)

Yes/No  Recreational drugs Yes/No  Tobacco in any form Yes/No  Antibiotics
Yes/No  Over-the-counter medicines Yes/No  Alcohol Yes/No  Supplements
Yes/No  Weight loss medications Yes/No  Bisphosphonate (Fosamax) Yes/No  Aspirin

Please list:

VI. WOMEN ONLY (Please circle Yes or No for each)
Yes/No Are you or could you be pregnant? If YES, what month?
Yes/No Are you nursing?
Yes/ No Are you taking birth control pills?

VII. ALL PATIENTS (Please circle Yes or No for each)
Yes/No Do you have or have you had any other diseases or medical problems NOT listed on this form?
If YES, please explain:

Yes/No  Have you ever been pre-medicated for dental treatment? If YES, why:
Yes/No  Have you ever taken Fen-Phen? If YES, when:

Yes/No  Is there any issue or condition that you would like to discuss with the dentist in private?

The practice of dentistry involves treating the whole person. If the dentist determines that there may be a potentially medically-compromised
situation, medical consultation may be needed prior to commencement of dental treatment.

1 authorize the dentist to contact my physician.

Patient’s Signature: Date:

Physician’s Name: Phone Number:

I certify that I have read and understand this form. To the best of my knowledge, I have answered every question completely
and accurately. I will inform my dentist of any change in my health and/or medication. Further, I will not hold my dentist, or
any other member of his/her staff, responsible for any errors or omissions that I may have made in the completion of this

form.
Signature of Patient (Parent or Guardian) Date Signature of Dentist Date
MEDICAL UPDATES
I have reviewed my Health History and confirm that it accurately states past and present conditions.

DENTIST
DATE PATIENT SIGNATURE CHANGES TO HEALTH HISTORY INITIALS

(AS 6/2009)



Chavez Dental

Payment and Billing Policy

We are committed to providing you the best dental care possible. Part of that commitment is to
keep you fully informed of our policies and procedures. Please read the following information.
Once you have read it, please print and sign your name in the space provided.

1. All co-payments are due at the time of service. Payments will be estimated based on
your insurance coverage and you will be billed for any additional balance. We accept
Cash, Checks, MasterCard, Visa, and Discover.

2. Please give us at least 24-hour notice if you cannot make your appointment. We have
fees for late cancellations and missed appointments. The fees will be charged at a rate
of $ 50.00 / missed visit.

3. Returned check fee is $ 25.00

4. Unless prior financial arrangements are made, balances older than 30 days will be
subject to 18 % APR finance charge. Balances over 60 days will be forwarded to Conrad

 Credit Corporation for collection proceedings. At that time 40 % collection fees and 18
% accrued interest will be added to your outstanding balance.

Please Note:

» Please note that your insurance is a contract between you, your employment,
and the insurance company. We are not party to that contract. Our relationship
is with you, the patient. As a courtesy, we will complete and submit insurance
claims and pre-determination of benefits to your benefit provider.

» Not all services are a covered benefit in all contracts under all circumstances.

» Your insurance cannot guarantee payment until charges have been billed;
therefore you are responsible for what your insurance does not pay.

» California State Law requires we maintain your x-rays. The film itself is property
of this office. The duplication charge is $ 25.00

Date Signature
Name

Witness




Patient Acknowledgement of

| Receipt of Dental Materials Fact Sheet

I, , acknowledge [ have received
from Dr. Chavez-Grinde and Dr. Chavez a copy of the Dental
Materials Fact Sheet.

Patient Signature Date



Patient Acknowledgement of

Notice of Privacy Practices

I; , acknowledge I have received
from Dr. Chavez a copy of the Notice of Privacy Practices and |
have been given an opportunity to review it.

Patient Signature Date



NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This notice takes effect on ﬁaﬂU&Y\O\ \ 20\ and remains in effect until we replace it.

The privacy of your medical information is important to us. We understand that your medical information is
personal and we are committed to protecting it. We create a record of the care and services you receive

at our organization. We need this record to provide you with quality care and to comply with certain legal
requirements. This notice will tell you about the ways we may use and share medical information about you.
We also describe your rights and certain duties we have regarding the use and disclosure of medical
information.

Law Requires Us to:

1. Keep your medical information private.

2. Give you this notice describing our legal duties, privacy practices, and your rights regarding your
medical information.

3. Follow the terms of the current notice.

We Have the Right to:

1. Change our privacy practices and the terms of this notice at any time, provided that the changes are
permitted by law.

2. Make the changes in our privacy practices and the new terms of our notice effective for all medical
information that we keep, including information previously created or received before the changes.

Notice of Change to Privacy Practices:
1. Before we make an important change in our privacy practices, we will change this notice and make the
new notice available upon request.

The following section describes different ways that we use and disclose medical information. Not every use or
disclosure will be listed. However, we have listed all of the different ways we are permitted to use and
disclose medical information. We will not use or disclose your medical information for any purpose not listed
below. without your specific written authorization. Any specific written authorization you provide may be
revoked at any time by writing to us at the address provided at the end of this notice.

FOR TREATMENT: We may use medical information about you to provide you with medical treatment or
services. We may disclose medical information about you to doctors, nurses, technicians, medical students,
or other people who are taking care of you. We may also share medical information about you to your other
health care providers to assist them in treating you.

FOR PAYMENT: We may use and disclose your medical information for payment purposes. A bill may be
sent to you or a third-party payer. The information on or accompanying the bill may include your medical infor-
mation.
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FOR HEALTH CARE OPERATIONS: We may use and disclose your medical information for our health care
operations. This might include measuring and improving quality, evaluating the performance of employees,
conducting training programs, and getting the accreditation, certificates, licenses and credentials we need to
serve you.

ADDITIONAL USES AND DISCLOSURES: In addition to using and disclosing your medical information
for treatment, payment, and health care operations, we may use and disclose medical information for the
following purposes.

Facility Directory: Unless you notify us that you object, the following medical information about you will be

placed in our facility directories: your name; your location in our facility; your condition described in general
terms; your religious affiliation, if any. We may disclose this information to members of the clergy or, except
for your religious affiliation, to others who contact us and ask for information about you by name.

Notification: We may use and disclose medical information to notify or help notify: a family member, your per-
sonal representative or another person responsible for your care. We will share information about your loca-
tion, general condition, or death. If you are present, we will get your permission if possible before we share, or
give you the opportunity to refuse permission. In case of emergency, and if you are not able to give or refuse
permission, we will share only the health information that is directly necessary for your health care, according
to our professional judgment. We will also use our professional judgment to make decisions in

your best interest about allowing someone to pick up medicine, medical supplies, x-ray or medical

information for you.

Disaster Relief: We may share medical information with a public or private organization or person who can
legally assist in disaster relief efforts.

Fundraising: We may provide medical information to one of our affiliated fundraising foundations to contact
you for fundraising purposes. We will limit our use and sharing to information that describes you in general,
not personal, terms and the dates of your health care. In any fundraising materials, we will provide you a
description of how you may choose not to receive future fundraising communications.

Research in Limited Circumstances: We may use medical information for research purposes in limited
circumstances where the research has been approved by a review board that has reviewed the research
proposal and established protocols to ensure the privacy of medical information.

Funeral Director, Coroner, Medical Examiner: To help them carry out their duties, we may share the
medical information of a person who has died with a coroner, medical examiner, funeral director, or an organ
procurement organization.

Specialized Government Functions: Subject to certain requirements, we may disclose or use health
information for military personnel and veterans, for national security and intelligence activities, for protective
services for the President and others, for medical suitability determinations for the Department of State, for
correctional institutions and other law enforcement custodial situations, and for government programs
providing public benefits.

Court Orders and Judicial and Administrative Proceedings: We may disclose medical information in
response to a court or administrative order, subpoena, discovery request, or other lawful process, under
certain circumstances. Under limited circumstances, such as a court order, warrant, or grand jury subpoena,
we may share your medical information with law enforcement officials. We may share limited information with
a law enforcement official concerning the medical information of a suspect, fugitive, material witness, crime
victim or missing person. We may share the medical information of an inmate or other person in lawful
custody with a law enforcement official or correctional institution under certain circumstances.

Public Health Activities: As required by law, we may disclose your medical information to public health or
legal authorities charged with preventing or controlling disease, injury or disability, including child abuse or
neglect. We may also disclose your medical information to persons subject to jurisdiction of the Food and
Drug Administration for purposes of reporting adverse events associated with product defects or problems,
to enable product recalls, repairs or replacements, to track products, or to conduct activities required by the
Food and Drug Administration. We may also, when we are authorized by law to do so, notify a person who
may have been exposed to a communicable disease or otherwise be at risk of contracting or spreading a
disease or condition.
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If you have any questions about this notice or if you think that we may have violated your privacy rights,
please contact us. You may also submit a written complaint to the U.S. Department of Health and Human
Services. You may contact us to submit a complaint or submit requests involving any of your rights in
Section 4 of this notice by writing to the following address:

We will provide you with the address to file your complaint with the U.S. Department of Health and Human
Services. We will not retaliate in any way if you choose to file a complaint.
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Patient Screening Form

Patient Name:

PRE-APPOINTMENT IN-OFFICE

Date: Date:

Do you/they have fever or have you/they felt hot or feverish recently

(14-21 days)? OYes CONo | OYes [INo

Are youlthey having shortness of breath or other difficulties breathing? COYes [ONo CYes [ONo

Do you/they have a cough? COYes [INo CdYes [ONo

Any other flu-like symptoms, such as gastrointestinal upset, headache

or fatigue? OYes [INo OYes [INo

Have you/they experienced recent loss of taste or smell? CYes [ONo COYes [ONo

Are you/they in contact with any confirmed COVID-19 positive patients?
Patients who are well but who have a sick family member at home with [dYes [INo [OYes [1No
COVID-19 should consider postponing elective treatment.

Is your/their age over 60? OYes [ONo CdYes [ONo

Do you/they have heart disease, lung disease, kidney disease,

diabetes or any auto-immune disorders? LiYes [INo LlYes [INo

Have you/they traveled in the past 14 days to any regions affected

by COVID-19? (as relevant to your location) LlYes [INo LiYes [INo

Positive responses to any of these would likely indicate a deeper discussion with the dentist before
proceeding with elective dental treatment.




