EL CERRO DENTAL 300 EI Cerro Blvd., #C

Danville, CA 94526

Naina Jain, DMD & Gary C. Cappelletti (925) 837-8564
PATIENT INFORMATION

This information is necessary for your treatment and the maintenance of your health. It is considered confidential. In order to make an
intelligent and comprehensive analysis of your dental condition, itis the policy of this office for each patient to have a thorough examination,
including a full survey of dental x-rays and frequently, diagnostic models of your mouth. Please ask the receptionist, if you have any
questions.

Name Birthday

Residence City Zip
Residence Phone Social Security #

Employed By Occupation

Business Phone

Cell Phone Email

Spouse

Spouse Employed by Occupation

Business Phone

Cell Phone Email

Person Responsible for the Account
Name of nearest relative not living with you

Address Phone
Physician Address Phone
Former Dentist Address Phone

Whom may we thank for referring you?

HEALTH QUESTIONNAIRE

MEDICAL HISTORY:
Do you have, or have you had, any of the following:
Yes No Yes No Yes No
a Q AIDS Q O Fainting Spells & Seizures O QO Respiratory Disease
a QO Anemia O O Headlnjuries O QO RheumaticFever
a QO Arthritis & Rheumatism O QO HeartAilment Q O SinusTrouble
O QO Asthma&HayFever O O Hepatitis, Jaundice or Liver Disease d QO StomachUlcers
U O BloodDiseases U O HighBloodPressure Q O Stroke
0 QO Diabetes O O KidneyDisease O QO Tuberculosis
O O Epilepsy Q O Nervous Condition O O TumorsorGrowths
0 O Excessive Bleeding Q O Radiation Treatment a Q4 Other:
1. Doyou have any disease, condition or problem NO lISted @DOVE?..........ccoiiiiiiiiiiecic e YES NO
2. Date oflast physical examination:
3. Areyou now underthe Care 0f @ PRYSICIANT ........ooiuiiiiiie ettt b et e e sbe e e sbeeesnbeesnbeesaneeanbeenne YES NO
4. Have you every had any Serious illNESS OF OPEIAtIONT.........coiiiiiiiiiieeetie ettt st b e b st e e e nbe e e nneeenaes YES NO
If so, what?
5. Areyoutaking any drugs OF MEAICATIONST ........eiiiiiiiie ittt ettt b ettt h e e e sttt e e ae e e sateeaab e e eabe e sabeeebeeebeeeneas YES NO
If so, what?
6. Areyou sensitive or allergic to any drugs (penicillin, Tetracycline, Sulfa Drugs)..........cceuiiiiiieiiieiiie e YES NO
Ifso, what?
7. Have yOU A NBAM SUIGEIY? ...ttt st h et b e s bt e s b e e b e e b e e e e s e e sae e s b e e s b e eanesaeesreenree s YES NO
8. DoyouwearaCardiaC PACEMAKEI? ..........cciiiiiiiiiii et b e e e s e e b e e e YES NO
9. (WOMEN) Ar€ YOU PIEONEANTT ... .eeiiiitiieitit ettt ettt e e ke e e b et ea e e e s b e e ettt ea b e e oAb et ek et e Re e e be e e e ae e e nh st e en b e e e ateeeaneenbe e e nneennne s YES NO
10. Have you ever had any systemic diseases orinfeCtionS?.............cco i YES NO
11, AreYOU ON A SPECIAIAIEL? ......eeeiiieiiee ettt r e e st e e bt e e e e e R e e e be e e be e e sRe e e e s et e s an e e neeene e e neeennneas YES NO
12. Areyouin good health @t thiS tIMET...........o i ettt eb e b et e b et YES NO
13. Have you ever suffered: (a) nutritional deficiencies (D) COILIS? .........uoiiiiiiiiii e YES NO
14. Areyoutaking or have evertaken () COrtisone (D) StErOIAS? .........uiiiiiieiieii et YES NO
15. HaVe YOU EVEI USEA FENPRENT ... itttk ekt e b e bt e b s bt e bt e bt et e s bt e ateeanenaeenbe e YES NO
16. Have you ever had any reactiontol0Cal aneSthEtiCS?......cc.eiiiiiiiiiie e e YES NO
17. Doyou have any other allergies, inCluding 1ateX ProdUCES? ............oiiiiiiiie e YES NO

If so, what?




CHIEF COMPLAINT:
Is there any one specific problem or situation involving your teeth or gums that is a particular

[o]geT o] (=10 0= 1 (a1 14T PSPPI YES NO
DENTAL HISTORY:

When was your last visit to the dentist?

Are you having a dental problem which requires immediate attention? ..o YES NO
Have you ever had any complaints during or after a dental treatMent? ............ooiii e YES NO
Have you any objection to the use of local anesthetiC (NOVACAINE)7.........oouiiiiiiiii e e YES NO
Are there now any unhealed injuries, inflamed areas, or growths in or around your Mouth? ..........ccociiiiiiiiinniin e YES NO
Have you ever had any periodontal (QUM) tre@tMENt? ........coiiiiiiiiie ettt nae e e enaneenans YES NO
Have you ever had orthodontic (teeth straightening) treatment? ... YES NO
Have you ever had full MOuUth X-rayStaKENT ..........ccoiiiiii e YES NO

Date of full mouth x-rays?

Circle the disease or symptom which pertains to your history:

1. Haveyoueverhad: (a)difficultextraction (b)prolonged bleeding after an extraction (c)drysocket (d)trench mouth (e)pyorrhea

(f) bleeding gums?

2. Haveyou eversuffered with: (a) clicking or popping jaws (b) painin or nearthe ear (c) difficulty in openingthe mouth (d) sensitive

teeth?

3. Doyou: (a)grindyourteeth (b)clenchyourteeth (c)awake inthe morning with jaws orteeth aching (d) catchfood between teeth

(e) chew on one side?

4. Do any of the following normal daily activities cause pain:  (a) yawning (b) chewing (c) swallowing (d) speaking (e) singing

(f) shouting (g)brushingteeth (h)turninghead (i) brushing or combing hair (j) hunchingshoulders (k) movingthe neck?
5. Doyourteethhurt? (a)upperright (b)lowerright (c)upperleft (d)lower left
6. Ifyouarehavingpain,isit: (a)dullandconstant (b)throbbing (c)occasional (d)reactingtoheat (e)reactingto cold?
7. Haveyoueverhadcervicaltraction? Yes No

TMJ HISTORY:

Do you have difficulty 0pening YOUr MOUTNT ..........oo it se e YES NO
Do you hear Noises from the JAW JOINTS? ........cui it s r e e e YES NO
Does your jaw get “Stuck,” “IOCKEA,” OF “QO OUL™? .......eeiiiiieee et s e nr e e e e nneesnees YES NO
Do you have painin or aboUt the @arS OF CEEKS?........co.uiiiiiiiee ettt ettt st b e sbe et e e e e YES NO
Do you have pain on chewing or yawing Or Wid€ OPENINGT .....ccueiiiiieiiiierieeieete sttt ste ettt sieesse e e e sbeesbeesseesesaeesbeesbeenseenneenee e YES NO
Does your bite feel uncomfortable OF UNUSUAI? ............ooui ittt b et et see e YES NO
Have you ever had aninjury t0 your jaw, NEAA OF NECK?........c..i ittt bttt sbe e sbeenneennenane e YES NO
HaVE YOU EVEI NAA @ITNIIIST ...t ettt bt e bbbt s bt a e e R e e bt e bt et e ese e e beesas e e bn e e beenbeeneenre e YES NO
Have you previously been treated for atemporomandibular diSOrAEr? ...........coiviiiiiiiiieii e YES NO
If so, when, how, and by whom?

I, , authorize this facility to examine and provide medical treatment. | assume full responsibility for any

balance due. | 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.

| understand it is my responsibilty to know all rules and restrictions of my insurance policy, to know which hospital, emergency rooms,
laboratories, x-ray departments and specialists and specialist providers which are assigned to me according to my insurance policy

rule. It is this facility’s procedure to share Protected Health Information with labs, x-rays, consulting physicians, and hospitals.

We will call the pharmacy of your choice regarding your prescriptions. We will only exchange minimum necessary Protected Health

Information for each transcaction.

Patient or Responsible Party Signature Date

| hereby grant authority to Dr. Gary C. Cappelletti to administer premedication or sedation by the inhalation or oral route, or to administer
such anesthetic and to perform such procedures as may be deemed necessary or advisable in the diagnosis and treatment of this patient.

Patient Signature: Relationship: Date:

Dentist Signature: Date:




HIPAA Privacy Rule of Patient Authorization Agreement

Authorization for the Disclosure of Protected Health Information
for Treatment, Payment, or Healthcare Operations (§164.508(a))

I, , (patient’s name) understand that as part of my healthcare, this facility
originates and maintains health records describing my health history, symptoms, examination and test results,
diagnosis, treatment and any plans for future care or treatment. I understand that this information serves as:

e  a basis for planning my care and treatment;

« ameans of communication among the health professionals who may contribute to my healthcare;
»  asource of information for applying my diagnosis and surgical information to my bill;

» ameans by which a third-party payer can verify that services billed were actually provided;

« atool for routine healthcare operations such as assessing quality and reviewing the competence of
healthcare professionals

1 have been provided with a copy of the Nofice of Privacy Practices that provides a more complete description of
information uses and disclosures.

1 understand that as part of my care and treatment it may be necessary to provide my Protected Health Information
to another covered entity. I have the right to review this faciliy’s notice prior to signing this authorization. I
authorize the disclosure of my Protected Health Information as specified below for the purposes and to the parties
designated by me.

Privacy Rule of Patient Consent Agreement

‘Consent to the Use and Disclosure of Protected Health Information
for Treatment, Payment, or Healthcare Operations (§164.506(a))

I understand that:

. I have the right to review this facility’s Notice of Information practices prior to signing
this consent;

. this facility, reserves the right to change the notice and practices and that prior to
implementation will mail a copy of any revised notice to the address I’ve provided if
requested; .

o I have the right to request restrictions as to how my protected health information may be

used or disclosed to carry out treatment, payment, or healthcare operations and that this
facility is not required by law to agree to the restrictions requested.

. I may revoke this consent in writing at any time, except to the extent that this facility,
has already taken action in reliance thereon.

© Safety Compliance Services 2005. All Rights Reserved.




HIPAA Privacy Rule Receit of Notice of Privacy Practices
Written Acknowledgement Form

Acknowledgément of receipt of Information Practices Notice (§164.520(a))

I » (patient’s name) understand that as part of my
healthcare this facility originates and malntams health records describing my health history,
symptoms, examination and test results, diagnosis, treatment and any plans for future care or
treatment. I acknowledge that I have been provided with and understand that this facility’s
Notice of Privacy Practices provides a complete description of the uses and disclosures of my
health information. I understand that:

* I have the right to review this facility’s Notice of Privacy Practices prior to signing this
acknowledgement;

= _that this facility reserves the right to change their Notice of Privacy Practices and prior to

implementation of this will mail a copy of any revised notice to the address I've provided
if requested.

Signature of Individual or Legal Representative Witness ....

................................................................................................................................

Printed Name of Individual or Legal Representative
Witness.

.............................................................

.............................................................

FOR OFFICE USE ONLY

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

Individual refused to sign
Communication barrier prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement
Others (please specify)

0000

Privacy Official Date

© Safety Compliance Services 2005. All Rights Reserved.
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