%* Welcome

Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possible dental
care. To help us meet all your dental healthcare needs, please
[fill out this form completely in ink. If you have any questions
or need assistance, please ask us - we will be happy to help.

Patient #
< : SS#/SI

Patient Information (coxrenTiAL) Dat
Name Birthdate Home Phone

State/ Zip/
Address City Prov. P.pC.
Email Cell Phone
Check Appropriate Box: CMinor DSingie OMarried O bivorced [Iwidowed DSepamgféd{ / Full b

ate u a
If Student, Name of School/College City Prov. (L1 Time [ Time
Patient or Parent/Guardians Employer Work Phone :
; State/ Zip/

Business Address City Prov. o
Spouse or Parent/Guardians Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone
Responsible Party -

Relationship
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’s License# Birthdate Financial Institution
Employer Work Phone SS#/SIN

|:| Yes |:| No

Is this person currently a patient in our office?

For your convenience, we offer the following methods of payment. Please check the option you prefer: Payment in full at each appointment.

Ocash O personal Check Credit Card [JVISA

Insurance Information

U MasterCard (11 wish to discuss the office’s payment policy.

Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local# Work Phone

State/ ip/
Address of Employer Proy,

Insurance Company
Ins. Co. Address

How much is your deductible? How much have

you used? Max. annual benefit

[ves

DO YOU HAVE ANY ADDITIONAL INSURANCE?

D No

IF YES, COMPLETE THE FOLLOWING:

Relationship

Name of Insured

to Patient

Birthdate = Date Employed
Name of Employer Union or Local# Work Phone _
£ State/ lec/
Address of Employer City Prov. P
Insurance Company Group# PolicylP# -~~~
: : State/ Zi%
Ins. Co. Address City. Tov. EC

How much is your deductible?

How much have y
Over Please

ou used? Max. annual benefit
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Patient Medical History
Office Phone

sfiln
O

Physician Date of Last Exam

&
i

10. Are you wearing contact lenses?...........ccoiceviiiverionnns

11. Are you allergic to or have you had any reactions to the following?
Local Anesthetics (e.g. NOVOCGIN)........ccccoivvcricciiimniiininies
Penicillin or any other ANtibiofics .........c.cocevivcccivnnsceern.
SulfaDrugs: ol s

1. Are you under medical treatment NOW? .........ccocouvsvevrernsseensreeeeis
2. Have you ever been hospitalized for any
surgical operation or serious illness within the last 5 years?...........
If yes. please explain

6. Have you taken Viagra, Revati, Cialis or Levitra

e i) £ associated with a known illness (lasting more than 3 weeks)?...
it ast 24 hours? ...............

13. Women Only:

3. Are you taking any medication(s) E arblfurates. """
T e e |:| D Sedatives... ¥
including non-prescription medicine? .............cococevvierevieiiiiiiiinnnies Totia
T e b el ationts) care on habinks M.t oo
e il i) are ot S ASHIET. o T e

Any Metals (e.g. nickel, mercury, €£c.) ........cccccevvvevvnnee.

4. Have you ever taken Fen-Phen/Redux? ..............ccoovevsiciraivesissnins I:l y (eg ? ab)

5. Have you ever taken Fosamax, Boniva, Actonel or any cancer : :

icition e = O Other (please list)
medications containing bisphosphonates? ... 12. Do you have a persistent cough or throat clearing not

O
L]
[l
.

7. Do you use tobacco? .............. ; N
Arey t or think you may be pregnant? ......
8. Do you use controlled substances? S ol g A:Eigz i;igs?:;? mmyy kit
9. Do you have or have you had any of the following? o) Are your aking oral contraceptives?
Yes. No Yes No
High Blood Pressure ................... [l HeortDisease i - L GhestPails = 0 n oo
HeattAltuck - i o Cardiac Pacemaker ...................... E Eastly Winded .. i e,
Rheumatic Fever Heart Murmur ...... Stroke =l
Swollen Ankles ..... Angina [] Hay Fever / Allergies
Fainting / Seizures Erequently Tire Tuberculosis .............
Asthma ........... Anemid ............ Radiation Therapy
Low Blood Pressure ... Emphysema . Glaucoma
Epilepsy / Convulsions ................ CUHEEE ol e Recent Weight Loss .........cccccoeeenee..
Petultertid s s e ATt e e Liver Disease
Diabetes ......... R Joint Replacement or Implant ...... Heart Trouble
Kidney DiSeases ............covevrirerans Hepatitis / Jaundice .........ccc......... Respiratory Problems ..................
) ep P!
AIDS or HIV Infection .................. Sexually Transmitted Disease ...... Mitral Valve Prolapse ....................
) p
Thymid Broblem =i Stomach Troubles / Ulcers ............ Other

Patient Dental History

Name of Previous Dentist and Location

T 3 o 5

OO OO I Ty 0 OO Irrrrrn

Date of Last Exam

Yes
1. Do your gums bleed while brushing or flossing?...................... [] 8. Do you have frequent headaches?................cccovvuiunnenn.
2. Are your teeth sensitive to hot or cold liquids/foods? .. 9. Do you clench or grind your teeth? .................cocoovvvnene.
3. Are your teeth sensitive to sweet or sour liquids/foods?............. 10. Do you bite your lips or cheeks frequently? .................

11. Have you ever had any difficult extractions
thepsE?= i e
12. Have you ever had any prolonged bleeding

4. Do you feel pain to any of your teeth? ........ccocoocovivioneneconneens
5. Do you have any sores or lumps in or near your mouth?..........
6. Have you had any head, neck or jaw injuries?..............ccc.......

1]
5 A 5

O O OOk

OO OO O ogce

7. Have you ever experienced any of the following Jollowang exdractions? .0 i
problems in your jaw? 13. Have you had any orthodontic treatment?.....................
Glickine - = o e e ] 14. Do you wear dentures or partials? ............cccocvecrveeen.
Pein (ot edrsidegbface) v s ma o H If yes, date of placement
Difficulty in opening or closing .. 15. Have you ever received oral hygiene instructions
Biffiegliyimchewing -~ e 8] regarding the care of your teeth and gums? ................... ]
16 Doyowlikeyeursmile? = = = L]

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits
otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible

for payment of all services rendered on my behalf or my dependants.

X

Signature of patient (or parent/guardian if minor)

Date

Doctor’s Comments

Signature Date

PATTERSON QFFICE SUPPLIES 1.800.637.1140 051-1055/16797



GREGORY S. ZABEK, D.D.S.
490 POST STREET, SUITE 404 _
— SAN FRANCISCO, CALIFORNIA 84102

(415) 362-1102

CHARTER NUMBER NAME

INFORMED CONSENT

1. WORK TO BE DONE
I understand that I am having the following work done: Fillings , Bridges , Crowns , Extractions
Impacted teeth removed , Root Canals , Dentures , Other (Initials

2. DRUGS AND MEDICATIONS

I understand that antibiotics and analgesics and other medications can cause allergic reactions causing redness and swelling of
tissues, pain, itching, vomiting, and/or anaphalactic shock. (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. I give my permission to the Dentist to make any/all changes and additions as necessary. (Initials_____ )
4. REMOVAL OF TOOTH
Alternatives to removal have been explained to me (root canal therapy, crowns, and periodontal surgery, ete.) and [ authorize
the Dentist to remove the following teeth and any others necessary for reasons 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. [ understand the risks involved inhaving teeth removed, some of which are pain, swelling, spread infection, dry socket,
loss of feeling in my teeth, lips, tongue and surrounding tissue (Parasthesia) that can last for an indefinite period of time or"
fractured jaw. ] understand [ may need further treatment by a specialist if complications arise during the following treatment,
the cost of which is my responasibility, (Initials )
5. CROWNS, BRIDGES AND CAPS
I understand that sometimes it is not possible to match the color of natural teeth exactly with artificial 1eeth. I further understand
that I may be wearing 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 responsibility to return for permanent cementation within 30 days
from tooth preparation. Excessive delays may allow for tooth movement. This may necessitate a remake of the erown, bridge, or cap.
T understand there will be additional charges for remakes due to my delaying permanent cementation, (Initials )
6. ENDODONTIC TREATMENT (ROOT CANAL)
Irealize thereis not 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 root which does not necessarily effect the success of the
treatment. ] understand that occasionally additional surgical procedures may be necessary following root canal treatment
(apicoectomy). I understand that the tooth may be lost despiste all effort to save it. (Initials )
7. PERIODONTAL LOSS (TISSUE & BONE)
Tunderstand that [ have a serious condition, causing gum and bone inflamation or loss and that it can lead to the loss of my teeth,
Alternative treatment 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 periodontal condition. (Initials )
8. FILLINGS
Iunderstand that care must be exercised in chewing on fillings especially during the first 24 hours to avoid breakage. I understand
that a more extensive filling than originally diagnosed may be required due to additional decay. I understand that significant
sensitivity is common after effect of a newly placed filling. (Initials______)
9. DENTURES
Tunderstand that the wearing of dentures is difficult. Sore spots, altered speech, and difficulty in eating are common problems.
Immediate dentures (placement of denture immediately after extractions) may be painful. Immediate dentures 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. I understand that failure 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
additional charges. (Initials )

)

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

[ hereby authorize any of the doctors or dental auxiliaries to priceed with and perform the dental treatment or restorations and
treatments as explained to me. I understand that this is only an estimate and subject to modification depending on unforseen or
undiagnosable circumstances that may arise duringthe course of treatment. I understand that regardless of any dental insurance
coverage I may have, I am responsible for payment of dental fees. [ agree tom pay any attornes’s fees, collection fees, or court
costs that may be incurred to satisfy this obligation.

Should any dispute arise over dental services provided to me, that is whether dental service rendered was allegdly unnecessary,
unauthorized or was improperly, negligently, orincompetently performed, said dispute will be submitted to Peer Review by the
local component of The American dental Association. The decision df Peer Review shall be binding on both parties. I have read,
understood, and agreed to the above,

Signature Date:

Doctor: Wimess:




Acknowledgement of Notice of Privacy Practicés
Consent for use andDisclosure of Health Information

| have read, been offered, or received a copy of the Notices of Privacy Practices.

Date

Signed

Print Name

If signing as a parent or guardian, please note the name of the patient

Acknowledgement of Appointment Policy

| understand that any future appointment time is reserved especially for me, and there will be a charge

of $75 for the 1** 45 minutes for broken appointments or cancellations made less than 48 hours

prior to scheduled appointment.

X Date Reviewed by

Acknowledgement of the Dental Materials Fact Sheet

| have read, been offered, or received a copy of the Dental Materials Fact Sheet, dated

October
17, 2001.

Date

Signed

Print Name

If signed as a parent or guardian, please note the name of the patient



Name

NEW PATIENT INFORMATION

Home Number/Cell

work Number

Address

Name of Referral

chief complaint or Need

Insurance

Private

Former D.D.S.

Date of Last visit

Number

Appointment Date

Told Estimate of cost

Date of Last X-Rays

No [J OR Yes []

special Notes

SUBMIT
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