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Patient's Name

PATIENT NUMBER

Age Date

Date of Bitth

Lust Flrst

It Child: Parent's Name

How do you wish to be addressed

SingleQ  Married O Separatedd Divorced QO  Widowed O Minor Q
Residence - Street

City State Zip
Business Address

Telephone; Res, . Blig.t

Fax Cell Phone #

eMail

Patent/Parent Employed By

Prasent Position

How Long Held

Spouse/Parent Name

Spouse Employed By

Presen! Position

How Long Held

Who is Responsible for this account

Drvers License No,

Method of Payment: Insurance @ Cash@ Credit Card O
Purpose of Call

Other Family Members in this Practice

QO Male QFemale
inital

DENTAL INSURANCE
IST COVERAGE
Employes Name Date of Birth
Relationship to patient
Employer Name Yrs.
Name of Insurance Co.
Address

Telephone
Program or policy #
Soclal Security No,
Unlon Local or Group

DENTAL INSUIRANCE
2ND COVERAGE
Employee Name Date of Birth
Relationship to patient :
Employer Name Yrs.
Name of Insurance Co,
Address

Telephone
Program or policy #

Soclal Securty No, :
Unlon Local or Grou

CONSENT;

| consant 1o the diagnastic procedures and treatment by the dentist necessary lor
proper dental cara, : :

I consent o the dentst's use and disciosure of my records {or my child's records) lo
carry oul Ueatment, lo oblain payment, and for those activities and health care oper-
alions Ihat are related |o lreatment or payment.

| consent lo the disclosura of my records {or my child's records) to the lollowing per-
sons who are Involved In my care (or my child's care) or payment lor thal cars.

Whom may we thank for this referral

Patientparent Social Security No,

Spouse/Parent Social Security No.

Someone to notify in case of emergency not living with you

My consant to disciosure of racords shall ba effective until | revoke it In wiiting.

| autharize payment directly to the dentit or dental group of insurance benefils other-
¥ise payable 1o me. | understand thal my denlal care insurance carrier or payor of
my dental benefis may pay less than the actual bil for sarvices, and that [ em finan-
clal ragﬂ:orwlbw for paymant In full of all accounts. By signing this stalement, |

e previous agraements lo the conlrary and agres to be responsiole for pay-
mant of services not pald, by my dental care payor,

I attes! to the accuracy of the information on this page.
PATIENT'S OR GUARDIAN'S SIGNATURE

Form Mo, T1I0R

DATE

'REGISTRATION



~Patient Name

MEDICAL HISTORY
(Patient Account No. Medical Alert |
1, Physiclan'sNeme — _ Phone |
Have you had any medical care within the past two years? Yes No
Describe
2. Have you taken any medication or drugs during the past two years? Yes  No
3. Are you currently taking any medication, drugs, pills or herbal remedies, including regular dosages of aspirin? Yes  No
If yes, please list name and dosage
4, Have you ever taken prescription medications for weight loss (diet pills)? Yes  No
If yes, did you take any of the following? (circle if yes) Fen-Phen Pondimen Redux Other
If yes to any of the above, did you have a medical exam for heart issugs? Yes  No
5. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other similar drugs? Yes  No
6. Are you aware of having an allergic (or adverse) reaction to any substance or medication? Yes  No
If yes, please specify
7. Have you been a patient in the hospital during the past five years? Yes No
8. Indicate which of the following you have had, or have at present. Circle "yes or "no™ toeach item.
Heart (Surgery, Disease, Attack)... Yes No Ulcers Yes No Hepatitis A B C (circle) ... Yes No
Chest Pain Yes No Diabetes Yes No Venereal Disease Yes No
Congenital Heart Disease Yes No Thyroid Problems Yes No ALD.S./H.LV. Positive Yes No
Heart Murmur Yes No Glaucoma Yes No Cold Sores/Fever Blisters Yes Ne
High/Low Blood Pressure Yes  No Contact lenses Yes No Blood Transfusion Yes No
Mitral Valve Prolapse Yes  No Emphysema Yes  No Hemophilia Yes Mo
Artificial Heart Valve/Pacemaker Yes No Chronic Cough Yes No Sickle Cell Disease Yes No
Rheumatic Fever Yes No Tuberculosis Yes No Bruise Easlly Yes No
Arthritis/Rheumatism Yes No Asthma Yes No Liver Disease/Yellow Jaundice Yes  No
Cortisone Medicine Yes No Hay Fever/Allergy/Hives Yes No Neurological Disorders Yes  No
Swollen Ankles Yes  No Latex Sensitivity Yes No Epilepsy or Seizures Yes No
Stroke Yes No Sinus Trouble Yes No Falnting or Dizzy Spells Yes No
Diet (Special/Restricted) Yes No Radiation Therapy Yes No Nervous/Anxious Yes No
Artificial Joints (hip, knee, ete.)  Yes  No Chemotherapy Yes Mo Psychiatric/Psychological Care.. Yes  No
Kidney Trouble Yes No Tumars Yes No
9. Have you lost or gained more than 10 pounds in the past year? Yes No
10. Do you have or have you had any disease, condition, or problem not listed? Yes  Ne
If yes, please list:
11. Women: Are you pregnant or think you could be pregnant?  Yes________ Months No Nursing? Yes No
12. Do you use birth control prescriptions? Yes  Ne

I understand the above information is necessary to provide me with dental care if a safe and efficient manner. 1 have
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to
ask the respective health care provider or agency, who may release such information to you. | will notify the doctor of
any change in my health or medication,

Patient/Guardian Signature Date
instcry Review
|Dentist Signature Bare oo
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0

PATIENT NUMBER

PATIENT'S NAME

@ 1994 Wisconsin Dental Associalion

(800) 243-4675

Last First
1. Purpose of initial visit

2. Areyou aware of a problem?

3. How long since your last dental visit?

4. What was done at that time?

5. Previous dentist's name

Address: Tel. ( )
6. When was the last time your teeth were cleaned?

CIRCLE THE APPROFRIATE ANSWER. IF YOU DON'T KNOW THE CORRECT ANSWER,
PLEASE WRITE "DON'T KNOW" ON THE LINE AFTER THE QUESTION.,
7. Have you made tegular visits?

....................................................................... YES NO
How often:
8. Were dental x-rays tAKBNT ....c.iiiieieie e ieeeeeeeserneseeeern s as s eracas e iaees YES NO
9. Have you lost any teeth or have any testh besn removedT ......icovviviniii YES NO
Why?
10. Have they been replaced? .........cccovvisnnes R R T R S AR S R R AR YES NO
11. How have they been replaced?
a. Fixed bridge Age
b. Removable bridge Age
c. Denture i Age
12, Are YOu UNhappy With the replacement? ... ..o eieeian i s eieenr YES NO
I yes, explain;
13. 'Would you like to know about permanent replacements?  ......ccueeiiisiireersenisionion YES NO
14, Have you ever had any problems or complications with previous dental treatment? ... YES NO
If yes, explain:
15 Doyouelenchorgring Yourteeth? o s a e YES NO
16, D0ES YOUr JaW ClICK OF POBT  ovrrireriimmarerrmrenriorsioniesassrosssssssinessinsessnsmsssinssensasns YES NO
17, Have you experienced any pain or soreness in the muscles or your face or
=12 e o [0 T | e e S YES NO
18. Do you have Irequent headaches, neckaches or shouldar 8Ches? ..o .YES NO

18: Duoesfood gatcaught in yourteeth? s nunaanaamsnnsnaamaunnss YES

NO

20. Are any of your teeth sensitive to; [ Hot? O Cold? (] Swests? [ Pressure?

21, Do your gums bleed or hunt?

........................................................................ YES NO
When?

22. How often do you brush your leeth? When?

23, ‘Buyonusa denial Mossl wuwisasnmis s S YES NO
How often?

24, Are any of your leeth loose, tipped, shifted or chippad? ........ovvveiiiiiiierieimmirniains YES NO

25. Are you unhappy with the appearance of your teeth?
26. How do you feel about your teeth in genaral?

27, Do you feel your breath is offensive at times?
28. Have you ever had gum treatment or surgery?
What?

NO
NO

Where?

When?

20, Have'you fradany onhodontio WorkD i s s YES
30. Have you had any unpleasant dental experignces or is there
anything about dentistry that you strongly dislike?

NO

31. Do you have any questions or coNems?  ........ocoeeviens P ——— e Ve
| CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE

PATIENT'S /| GUARDIAN'S SIGNATURE

NO

DENTIST'S SIGNATURE

ANEST.

DENTAL HISTORY

Initial Date of Birth
COMMENTS
DATE
DATE

MED. ALERT




CONSENT FOR USE AND DISCLOSURE OF HEALTH
INFORMATION OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Address:

Telephone: Email:
Patient#: Social Security #:

SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMTNS CARELULLY

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected
health information to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide
whether to sign this Consent. Our Notice provides a description of our treatment, payment activities, and
healthcare operations, of the uses and disclosures we may make of your protected health information and of
other important matter about your protected health information. A copy of our Notice accompanies this

Consent. We encourage you to read it carefully you to read it carefully and completely before signing this
Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. [f we
change our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the
changes. These changes may apply to any of your protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any rewsmn of our Notice, at any time
by contacting

Contact Person: Dental Care Studios

Telephone: (818) 240-3700 Fax: (818)240-2301
E-mail:

Address: 1141 N. Brand Blvd., Suite 500, Glendale, CA 91202

Right to Revoke: You will have the right to revoke this Consent ay any time by giving us written notice of
revocation submitted to the Contact Person listed above. Please understand that revocation of this Consent
will affect any action we took in reliance on this Consent before we received your revocation, and that we

may decline to treat you or to continue treating you if you revoke this Content.
SIGNATURE

E , have had full opportunity to read and consider the
contents of this COnsént form and your Not:c:a of Privacy Practices. I understand that by signing this

Consent form, I am giving my consent to your use and disclosure of my protected health information to
carry out treatment payment activities and health care operations,

L1

Signature: Date:

If this Consent is signed by a personal representative on behalf of the patient, complete the following:
Personal Representative’s Name:
Relationship to Patient:
YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
Include completed Consent in the patient’s chart.




Patient Acknowledgment of receipt of Dental Materials Fact Sheet

L, , acknowledge that I have received from Dental Care Studios

patien! nome

a copy of the Dental Materials Fact Sheet dated October 2001.

dentist or dental office nome

Potient Signature Dote

The following document is the Dental Board of California’s Dental Materials Fact Sheet. The Department of

Consumer Affairs bas no position with respect to the language of this Dental Material Fact Sheet; and iis linkage
v the DCA web site does not constitute an endorsement of the content of this document.

The following document is ihe Dental Board of California’s Denlal Materials Fact Sheel. The Department of Consumer Affairs

has ne positicn with respec lo the language of this Denlal Malerials Faci Sheet; and ils linkage lo the DCA Web site does noi
constilule an endorsement of the conlent of this documenl.

The Dental Board of California
Dental Materials Fact Sheet

Adopted by the-Board on Oclober 17, 2007

As required by Chapter 801, Statutes of 1992, the Dental Board of Colifornia has prepared this fact sheet to
summarize information on the most frequently used restorative dental materials. Information on this fact sheet is
intended to encourage discussion between the patient and dentist regarding the selection of dental materials best
suited for the patient’s dental needs. It is not intended to be o complete guide to dental materials science.

The most frequently used materials in restorative dentistry are amalgam,: composite resin, glass ionomer cement,
resin-ionomer cement, porcelain {ceramic), porcelain (fused-to-metal), gold alloys {noble) and nickel or cobali-
chrome (bose-metol) alloys. Each material has its own advantages and disadvantages, benefits and risks. These ond
other relevant tactors are compared in the aftached matrix titled “Comparisons of Restorative Dental Materials.” “A
Glossory of Terms” is also aftached to ossist the reader in understanding the terms used.

The stotements made are supported by relevant, credible dental research published moinly between 1993 -

2001. In some coses, where contemporory reseorch is sporse, we have indicated our best perceptions based upon
information that predates 1993.

The reoder should be aware that the outcome of dental freatment or durability of a restoration is not solely o
tunction of the material from which the restoration was made.

The durobility of any restoration is influenced by the dentist's technique when placing the resioration, the ancil-
lory materiols used in the procedure, and the patient’s cooperation during the procedure. Following restoration of the

teeth, the longevity of the restorafion will be strongly influenced by the patient’s compliance with dental hygiene and
home care, their diet and chewing habits,




Jacklyn Azarian D.D.S.
Uental Care Studios
14! N. Brand Blvd Ste.500 Glendale, CA 81202
Tel. (BIR) 240-3700 Fax (818) 240-230

Thank you for choosing Or. Jacklyn Azarian, inc. for your dental needs. We are committed
to your treatment being successful. The following is a statement of our Financial Palicy that we
ask you to read, agree to and sign prior to any treatment.

| Payment is due at the time services are rendered, including co-payment and
deductibles. We do bill insurance plans as a courtesy, but it is not a guarantee of
payment. We accept cash. Check, Visa, & MasterCard.

2. ltis your respnhsihility to verify with your insurance plan/carrier prior to each
appointment that our doctors are participating providers.

3. Written or verbal authorizations from insurance plans or management groups are
not a guarantee of payment. All claims are reviewed by the insurance carriers after

services are rendered and authaorizations can be denied at the time of review. Denied
claims become the patient's responsibility.

4. Statements are mailed after the insurance company has paid their portion. The account
is then payable within 30 days. Overdue accounts are subject to $15.00 fee. Accounts 80

days in arrears will be subject to collection by an external agency unless financial
arrangements are made with our billing office.

| HAVE READ THE ABOVE AGREEMENT AND AGREE TO THE TERMS AND CONDITIONS AS SET
FORTH BY DR. JACKLYN AZARIAN.

Print Account Responsible Name:

Signature: Date:




