PATIENT INFORMATION (Please Print)

Date

Patient Name

Birthdate Age Sex 1M ] F SS Number
Street Address
City State Zipcode

Parent/Guardian address (if different)

Phone # Cell #

Email

How were you referred to or find us?

EMERGENCY CONTACT
Name Relationship
Phone # Cell #

INSURANCE INFORMATION

Insurance Company Phone #

ID# Group #

Subscriber Name (if different from Patient)

Subscriber Birthdate SS Number Relationship

ASSIGNMENT AND RELEASE

| certify that I, and/or my dependent(s), have insurance coverage with the above named Insurance Company and assign
directly to Viktory Dental 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 insurance submissions.

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 for 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 , Please Print Name of Signature of Patient, Parent, Guardian
or Personal Representative or Personal Representative

Date Relationship to Patient

cobB



HEALTH HISTORY

Patient (printed) name DOB:

Please circle “yes or no” to indicate if you have, or have had any of the following:

AIDS/HIV Yes No Epilepsy Yes No Respiratory Disease Yes No
Anemia Yes No Fainting or Dizziness  Yes No Rheumatic Fever Yes No
Arthritis Yes No Glaucoma Yes No Scarlet Fever Yes No
Artificial Heart Valves Yes No Headaches Yes No Shortness of breath Yes No
Artificial Joints Yes No Heart Murmur Yes No Sinus Trouble Yes No
Asthma Yes No Heart Problems Yes No Skin Rash Yes No
Back Problems Yes No Hepatitis Type Yes No Special Diet Yes No
Bleeding Abnormally  Yes No Herpes Yes No Stroke Yes No
Blood Disease Yes No High Blood Pressure  Yes No Swollen Feet/Ankles Yes No
Cancer Yes No Jaundice Yes No Swollen Neck/Glands Yes No
Chemical Dependency Yes No Jaw Pain Yes No Thyroid Problems Yes No
Chemotherapy Yes No Liver Disease Yes No Tonsillitis Yes No
Circulatory Problems Yes No Low Blood Pressure Yes No Tuberculosis Yes No
Congenital Heart LesionYes No Mitral Valve Prolapse Yes No Tumors Yes No
Cortisone Treatments Yes No Nervous Problems Yes No Ulcer Yes No
Cough, Persistant,Bloody Yes No Pacemaker Yes No Venereal Disease Yes No
Diabetes Yes No Psychiatric Care Yes No Weight Loss, severe  Yes No
Emphysema Yes No Radiation Treatment Yes No

Do you wear contact lenses?  Yes No

Taking Birth Control? Yes No

Are you pregnant? Yes No Due date Are you nursing? Yes No
Physician’s Name and Phone Number.
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

MEDICATIONS ALLERGIES

List any medications you are currently taking. Circle allergies to listed, or others not listed.
Aspirin Latex
Barbiturates (sleeping pills)
Codeine Local Anesthetic
lodine Penicillin
Other

Patient signature Date

Doctors Signature Date




INFORMED CONSENT FORM

1. Drugs and Medications:

| understand that antibiotics and analgesics and other medications
can cause allergic reactions causing redness and swelling of tissues,
pain, itching, vomiting and/or anaphylactic shock (severe allergic
reaction)......coeiecuncseenns (Initials )
2. Changes In Treatment Plan:

1 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 .......ocoemnnne . (Initials )
3. Removal Of Teeth:

Alternatives to removal will be explained to me (root canal therapy,
crowns, dentures and periodontal surgery, etc.) and | will have the
choice of the best procedure for me. | understand removing teeth
does not always remove all the infection, if present, and it may be
necessary to have further treatment. | understand the risks involved
in having teeth removed, some 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 {days or months), or fractured jaw. | understand | may need
further treatment by a specialist or even hospitalization if
complications arise during or following treatment, the cost of which
is my responsibility. . (Initials )
4. Crowns and Bridges:

| understand that sometimes it is not possible to match the color of
natural teeth exactly with artificial teeth. | further understand that |
may be wearing temporary crowns, which may come off easily and
that | 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 (including shape, fit, size,
color) will be before cementation .........ccccvvenenenes (Initials )
5. Endodontic Treatment (Root Canal Therapy):

| realize there is no guarantee that root canal treatment will save my
tooth, and that complications can occur from the treatment, and
that occasionally metal objects are cemented in the tooth or extend
through the root, which does not necessarily affect the success of
the treatment, | understand that occasionally additional surgical
procedures may be necessary following root canal treatment
(apicoectomy) w(initials )
6. Periodontal Loss (Tissue & Bone):

| understand that periodontal disease is a serious condition, causing
gum and bone infection or loss and that it can lead to loss of my
teeth. Alternative treatment plans will be explained to me, including
gum surgery, replacements and/or extractions. | understand that
undertaking any dental procedures may have a future adverse effect
on my periodontal condition.........ceeveeeveeeensenenns (Initials )

7. X-Rays:
| understand x-rays are needed for proper diagnosis and
treatment. et esben st ees senetrens (Initials )

8. Dentures, Complete or Partials:

| realize that full or partial dentures are artificial, constructed of
plastic, metal, and/or porcelain. The problems with wearing these
appliances has been explained to me, including, looseness, soreness
and possible breakage. 1 realize the final opportunity to make
changes to my new dentures (including, shape, fit, size, placement &
color) will be the “teeth in wax” try-in visit. | understand that most
dentures require relining approximately three to twelve months
after initial placement. The cost for these procedures are not
included in the initial denture fees. | understand wearing dentures is
difficult & there are common problems such as sore spots, altered
speech & difficulty eating. Immediate dentures (placement of
dentures immediately after extractions) may be painful, will require
considerable adjustments & several relines and a permanent reline
will be needed later; this is NOT included in the denture fee. 1t is
important to make all necessary impression, try-in & delivery
appointments, failure to make these appointments can result in
poorly fitting dentures and the need to remake them, resulting in
additional charges........coeevcemernrcminenetsveresncesnnenas (Initials )
9. Fillings:

1 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 after effect of a newly place filling

.................... (Initials )

| understand that dentistry is not an exact science and that,
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. 1 have had the opportunity to read this form and ask
questions, My questions have been answered to my satisfaction. |
consent to the proposed treatment.

Printed Name of Patient Date

Patient Signature

Signature of Parent/Guardian if patient is a minor

Doctor’s Signature Date



GENERAL CONSENT

Please read this form carefully. Should you have any questions,
our staff will be happy to help you.

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.) lunderstand 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 but 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/or
Infections

4.} 1 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.

5.) 1 certify that if I, and/or my dependents have insurance coverage | assign directly to the dentist all insurance
benefits 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 insurance submissions.

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.

I 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. 1
further understand that this consent shall remain in effect until terminated by me.

PATIENT NAME DATE OF BIRTH

PARENT/GUARDIAN IF PATIENT IS A MINOR RELATIONSHIP TO PATIENT

SIGNATURE DATE



Notice of Privacy Practices

(Dental)

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.

The Health Insurance Portability & Accountability Act of 1996 (“HIPAA”) is a federal program
that requires that all medical records and other individually identifiable health information used
or disclosed by us in any form, whether electronically, on paper, or orally, are kept properly
confidential. This Act gives you, the patient, significant new rights to understand and control
how your health information is used. “HIPAA” provides penalties for covered entities that
misuse personal health information.

As required by “HIPAA”, we have prepared this explanation of how we are required to maintain
the privacy of your health information and how we disclose your health information.

We may use and disclose your medical records only for each of the following purposes:
treatment, payment and health care operations.

e Treatment means providing, coordinating, or managing health care and related services
by one or more health care providers. An example of this would include teeth cleaning
services.

e Payment means such activities as obtaining reimbursement for services, confirming
coverage, billing or collection activities, and utilization review. An example of this
would be sending a bill for your visit to your insurance company for payment.

e Health care operations include the business aspects of running our practice, such as
conducting quality assessment and improvement activities, auditing functions, cost-
management analysis, and customer service. An example would be an internal quality
assessment review.

We may also create and distribute de-identified health information by removing all references to
individually identifiable information.

We may contact you to provide appointment reminders or information about treatment
alternatives or other health-related benefits and services that may be of interest to you.

Any other uses and disclosures will be made only with your written authorization. You may
revoke such authorization in writing and we are required to honor and abide by that written
request, except to the extent that we have already taken actions relying on your authorization.
You have the following rights with respect to your protected health information, which you can
exercise by presenting a written request to the Privacy Officer:

e You have the right to request restrictions on certain uses and disclosures of protected
health information including those related to disclosures to family members, other
relatives, close personal friends or any other person identified by you. We are, however,
not required to agree to a requested restriction. If we do agree to a restriction, we must
abide by it unless you agree in writing to remove it.



e The right to reasonable requests to receive confidential communications of protected
health information from us by alternative means or at alternative locations.

The right to inspect and copy your protected health information.

The right to amend your protected health information.

The right to receive an accounting of disclosures of protected health information.
The right to obtain a paper copy of this notice from us upon request.

We are required by law to maintain the privacy of your protected health information and to
provide you with notice of our legal duties and privacy practices with respect to protected helath
information.

This notice is effective as of , 20 and we are required to
abide by the terms of the Notice of Privacy Practices currently in effect. We reserve the right to
change the terms of our Notice of Privacy Practices and to make the new provisions effective for
all protected health information that we maintain. We will post and you may request a written
copy of a revised Notice of Privacy Practices from this office.

You have recourse if you feel that your privacy protections have been violated. You have the
right to file a written complaint with our office, or with the Department of Health & Human
Services, Office of Civil Rights, about violations of the provisions of this notice or the policies
and procedures of our office. We will not retaliate against you for filing a complaint.

Please contact us for more information:
For more information about HIPAA
Or to file a complaint:

The U.S. Department of Health & Human Services
Office of Civil Rights

200 Independence Avenue, S. W.

Washington, DC 20201

(202) 619-0257

Toll Free: 877-696-6775

Patient Name Relationship to Patient

Signature Date



PHILADELPHIA DEPARTMENT OF PUBLIC HEALTH (2009)
INFORMATION SHEET-AMALGAM DENTAL FILLINGS CONTAINING MERCURY

The Philadelphia Department of Public Health has developed this information sheet pursuant to Section 1. Tile 9,
Chapter 9-3100 of the Philadelphia code. lts purpose is to give you information about amalgam fillings that contain
mercury and other dental filling options.
Your dentist’s office should provide you with a copy of this sheet and answer any questions that you may have
1. What is dental amalgam?
- Dental amalgam is the silver-colored material used to fill (restore) teeth that have cavities. It is one of several
approved choices for filling cavities.
- Amalgam is made up of 50 percent mercury, a type of metal. Amalgam also contains other metals including silver,
tin, copper, and zinc.
2. Is dental amalgam that contains mercury safe?
- There is ongoing research and discussion about the health effects of mercury in amalgam fillings.
- Small amounts of mercury are released as vapor (gas) when amalgam fillings are placed or removed and through
chewing. This mercury can be absorbed by the body and may build up over time.
- High levels of mercury can cause toxic effects on the brain, nervous system, and kidneys.
- Generally, people with amalgam fillings have higher levels of mercury in their blood and urine than people
without amaligam fillings. The mercury levels in people with amalgam fillings are not high enough to be considered
toxic.
- So far, well-done studies have shown that amalgam fillings do not impact behavior, information processing, and
kidney function among children.
- It’s is more difficult to study the long-term effects of dental amalgam (effects that may appear later in life).
Research in this area is still being performed.
- The Food and Drug Administration (FDA), which regulates the safety of medications and medical devices, has
stated that dental amalgams contain mercury, which may have neurotoxic effects on the nervous systems of
developing children and fetuses.” The FDA is currently reviewing data and will make a decision about how strongly
to regulate the use of amalgam.
3. Are there alternatives to amalgam?
- Yes, Amalgam is one of several approved choices for fillings cavities.
- The most common dental filling used today is resin composite, which does not contain mercury. Resin is usually
tooth-colored.
- Other filling materials are a form of glass cement, porcelain, gold, and other metals.
4. Aside from safety issues, what are the pros and cons of amalgam and alternatives?
- Amalgam fillings generally last longer than resin composite fillings, so they don’t need to be replaced as often.
- Resin composite fillings are tooth-colored and, therefore, are preferred by some people for cosmetic reasons.
- There may be a cost difference between resin composite and dental amalgam.
- To protect the environment, amalgam must be disposed of as a hazardous waste.
5. What should you do?
- Talk to your dentist, ask questions, and make an informed choice about dental fillings if you have a cavity.
- Prevent cavities through regular brushing, flossing, and dental exams.
- For more information on amalgam fillings that contain mercury.
The U.S Food and Drug Administration Questions and Answers on Dental Amalgam.

www.fda.gov/cdrh/consumer/amalgams.htm or call toli-free: 1-800-638-2041 {option #2) between 8:00 am.
And 4:30 pm

A copy of this information sheet has been provided to the patient (or patient’s representative) and his/her
questions, if any, have been answered.

Patient’s Name Date

Dentist Signature , ~ Date
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