Date Who is responsible for this account?

SS/HIC/Patient ID # 1 Relationship to Patient

Insurance Co.

Patient Name

Last Name Group #

Is patient covered by additional insurance? [JYes []No
First Name Middle Initial
Subscriber's Name

Address
City
State

Birthdate

Relationship to Patient

Insurance Co.

E-mail

Group #

Sex M F Birthdate Age
oMo g § ASSIGNMENT AND RELEASE
] Married [] Widowed [ Single ] Minor I certify that I, and/or my dependent(s), have insurance coverage with

Separated Divorced Partnered for ear: and assign directly to
[ Sep O . sk e A Name of Insurance Company(ies)

Occupation

Dr. all insurance benefits, if

Patient Employer/School 1 any, otherwise payable to me for services rendered. | understand that | am
. | financially responsible for all charges whether or not paid by insurance. | authorize

Employer/School Address 1 the use of my signature on all insurance submissions.

The above-named dentist may use my health care 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 the benefits payable for related services. This consent will end when my current
treatment plan is completed or one year from the date signed below.

Employer/School Phone (

Spouse’s Name

Birthdate : Signature of Patient, Parent, Guardian or Personal Representative

SS#

Please print name of Patient, Parent, Guardian or Personal Representative
Spouse’s Employer

Whom may we thank for referring you? D R anoTiE

Home ( ) Work ( Ext Alt. Phone (

Spouse’s Work ( ) Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name Relationship

Home Phone ( 5 . Work Phone (

Reason for today’s visit Chew on one side of mouth Mouth breathing [JYes
Cigarette, pipe, or cigar smoking Mouth pain, brushing [JYes
Former Dentist Clicking or popping jaw Orthodontic treatment [JYes
City/State Dry mouth Pain around ear [OYes
Date of last dental visit Fingernail biting Periodontal treatment [JYes
Date of last dental X-rays Food collection between the teeth Sensitivity to cold [Yes
Place a mark on “yes” or “no” to indicate if you Foreign objects Sensitivity to heat [JYes
have had any of the following: Grinding teeth Sensitivity to sweets OYes
Bad breath LlYes [INo  Gums swollen or tender Sensitivity when biting [ Yes

Bleeding gums ) [Yes [INo gy pain or tiredness Sores or growths in your mouth  [] Yes
Blisters on lips or mouth LlYes [INo |ip or cheek biting

Burning sensation on tongue OYes ONo | gose teeth or broken fillings

How often do you floss?
How often do you brush?




Physician’s Name

Have you ever used a bisphosphonate medication? Common brand names are Fosamax, Actonel, Atelvia, Didronel, Boniva. []Yes

Date of last visit

[JNo

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

Place a mark on “yes” or “no” to indicate if you have had any of the following:

AIDS/HIV

Anemia

Arthritis, Rheumatism
Artificial Heart Valves
Atrtificial Joints
Asthma

Back Problems

Bleeding abnormally, with
extractions or surgery

Blood Disease

Cancer

Chemical Dependency
Chemotherapy

Circulatory Problems
Congenital Heart Lesions
Cortisone Treatments
Cough, persistent or bloody
Diabetes

Emphysema

Do you wear contact lenses?

Women:
Are you pregnant?
Taking birth control pills?

[Yes
[ Yes
[JYes
[JYes
[JYes
[IYes
[Yes

[INo
[ No
[JNo
O No
[JNo
I No
] No

Epilepsy

Fainting or dizziness
Glaucoma
Headaches

Heart Murmur

Heart Problems
Hepatitis Type
Herpes

High Bload Pressure
Jaundice

Jaw Pain

Kidney Disease
Liver Disease

Low Blood Pressure
Mitral Valve Prolapse
Nervous Problems
Pacemaker
Psychiatric Care
Radiation Treatment

[1Yes
[JYes
[Yes
[JYes
[Yes
[Yes
[JYes
[Yes
[Yes
[JYes
[Yes

[1Yes

[J No
[JNo
[INo
[ No
[ No
[ No
[ No
[ No
[ No
[ No
I No

[JNo

[OYes [1No Due date

[JYes
[JYes
[Yes
[IYes
[JYes
[Yes
[Yes
[JYes
| Yes
[JYes
[JYes
[JYes
[Yes
[JYes
[JYes
[Yes
[JYes
[JYes
[JYes

[ No

O No
[ No
O No
[J No
[INo
[JNo
[ No
[ No
[JNo
[JNo
[JNo
[JNo
[INo
[1No
[JNo
[ No
[JNo
I No
[JNo

Respiratory Disease
Rheumatic Fever
Scarlet Fever
Shortness of Breath
Sinus Trouble

Skin Rash

Special Diet

Stroke

Swollen Feet or Ankles
Swollen Neck Glands
Thyroid Problems
Tonsillitis
Tuberculosis

Tumor or growth on head
or neck

Ulcer
Venereal Disease
Weight Loss, unexplained

Are you nursing? []Yes

[JYes [JNo

List any medications you are currently taking and the correlating

diagnosis:

Pharmacy Name

Phone ( )

Has there been any change in your health since your last dental appointment? []Yes

For what conditions?

+

[] Aspirin

[] Barbiturates (Sleeping pills)

[] Codeine
[ lodine

[ Latex

[ Local Anesthetic
[] Penicillin

[] Sulfa
[] Other

[INo

V\

Are you taking any new medications? If so, what?
Patient’s Signature \\ /

/

Doctor’s Signature

M T,

Has there been any change in your he

For what conditions?

®© 00 0600506000000 6000000000000 000

since your last dental appointment? [JYes []No

Are you taking any

Patient’s Signature

medications?

If so, what?

Doctor’s Signature




. -:.Tobias
“Maynardg

Name

Last First

Date

Please tell us how you learned about our practice. (Select ALL that apply)

___ Referral - Patient Name:
__ Referral - Staff Name:
_____ Referral - Dentist/Dr Name:
____ Ourwebsite
Internet search (e.g. a basic search for "dentist")

Insurance Company Which insurance?




Tobias Maynard DDS. Inc.

Dentistry for your Pearly Whites www.pearlywhitesdds.com

Help Us Get to Know You

Please tell us how you feel about dentistry, your teeth and taking care of them. There are NO wrong
answers!

I. Your Dental Experience
A. At your prior dentist’s office, were you getting regularly scheduled cleanings? Yes No
B. Has anyone ever mentioned you might have periodontal (gum) disease? Yes No
If yes, have you ever had root planing or periodontal surgery?  Yes  No
C. Do you have allergies to metals? Yes  No
If yes, have you been tested for dental materials reactivity? Yes No
D. Have you ever had a dental emergency? Yes No
If yes, what happened?
E. Have you had much dental treatment in your lifetime? Yes No
Overall, have your experiences been: Positive?  Unremarkable?  Horrific?
F. At the dental office, are you: Relaxed? Anxious? Fearful?
G. Most of our patients enjoy overhearing small-talk between Doctor and Assistant during their dental
treatment. They say it’s an entertaining distraction. If you prefer this, please check here

II. Your View of Your Teeth
A. Do you work in the public eye? Yes No
B. How important to you is the appearance of your smile? Very? Somewhat? Not Important?
C. Are there any future special events you are planning to attend? Yes No
D. Looking in the mirror, what would you change about the appearance of your teeth?
1. Lighten their shade: Yes No
Replace old metal fillings with tooth-colored fillings: Yes No
a) Ifyes, are you concerned about: Aesthetics? Mercury Toxicity? Both?
3. Make them appear more even: Yes No
4.  Any other desires?

ITII. Your Plan for Your Teeth
A. Our dental restorations are metal-free, amalgam-free, and BPA-free. If your goal is to become
completely metal, amalgam, and BPA-free, please check here
B. Our first goal is to provide comprehensive treatment to remove all decay and halt gum disease. If
this is not your preference, please indicate your plan below:

C. We prefer to structure your treatment the best way that’s feasible for you. If you have financial
concerns, a busy schedule, or any health issues, please share them below:

710 Brookside Ave, Suite 8, Redlands, CA 92373  Phone (909) 792-1775 | Fax (909) 792-1475
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Tobias Maynard DDS. Inc.

Dentistry for your Pearly Whites www.pearlywhitesdds.com

Important Information

Please initial on each line below

intment time is r
o We request a minimum of 48 hours for cancellation or rescheduling of an
appointment. This will give us adequate time to fill your space and help others
who may be experiencing an emergency.
o Multiple short-notice cancellations may result in a cancellation fee.
Payment for services is due at the time of service.

If you have insurance:

2. We estimate your treatment costs to the best of our ability

o For your convenience, we will bill your insurance for covered services,
but we cannot predict exactly what insurance will pay. For co-pay information in
advance of an appointment, please contact your insurance company for exact
benefits information.

You are responsible for any amount due after the claim has been paid.

We do not keep track of your exams. Your insurance will usually pay for
two exams (evaluations, consultations) of any kind, per year. You are responsible
for calculating your exam usage during the year. Unpaid exam fees are your
responsibility.

o Insurance considers an emergency exam the same as a check-up exam,
and will deduct it from your “per year” allowance. Exams for toothaches,
periodontal exams, or anything with the word “exam” or “evaluation,” will be
charged as an exam and will count toward your yearly limit.

710 Brookside Ave, Suite 8, Redlands, CA 92373  Phone (909) 792-1775 | Fax (909) 792-1475
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Tobias Maynard DDS. Inc.

Dentistry for your Pearly Whites www.pearlywhitesdds.com

Notice of Privacy Practices

You may request a copy of our Notice at any time.

I have received and reviewed a copy of this dental practice’s privacy, security and
breach notification policies and procedures.

I understand that I should ask this dental practice’s Privacy Official if [ have any
questions about these policies and procedures.

Print
Name:

Signature:

Date:

You May Refuse to Sign This Acknowledgement

We are required by law to maintain the privacy of protected health information, to provide individuals
with notice of our legal duties and privacy practices with respect to protected health information, and to
notify affected individuals following a breach of unsecured protected health information. We must follow
the privacy practices that are described in this Notice while it is in effect. This notice takes effect January
1, 2010 and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided
such changes are permitted by applicable law, and to make new Notice provisions effective for all
protected health information that we maintain. When we make a significant change in our privacy
practices, we will change this Notice and post the new Notice clearly and prominently at our practice
location, online. Copies of the new Notice will be available upon request.

For Office Use Only:
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:
Individual refused to sign

e Communications barriers prohibited obtaining the acknowledgement
e An emergency situation prevented us from obtaining acknowledgement
e Other (please specity)

710 Brookside Ave, Suite 8, Redlands, CA 92373  Phone (909) 792-1775 | Fax (909) 792-1475
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Tobias Maynard DDS. Inc.

Dentistry for your Pearly Whites www.pearlywhitesdds.com

Patient Acknowledgment of Receipt of Dental
Materials Fact Sheet

I, , acknowledge I
Patient Name

have received from Tobias F. Maynard, DDS, a copy of the Dental Materials
Fact Sheet dated October 2001.

Signature Date

SAMPLE

The following document is the Dental Board of California’s Dental Materials Fact Sheet. The
Department of Consumer Affairs has no position with respect to the language of this Dental
Material Fact Sheet; and its linkage to the DCA website does not constitute an endorsement of
the content of this document.

The Dental Board of California

Dental Materials Fact Sheet
Adopted by the Board on October 17, 2001

As required by Chapter 801, Statutes of 1992, the Dental Board of California 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 a complete guide to dental materials science.

The most frequently used rmaterials 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 cobalt-chrome (base-metal) alloys. Each material has its own advantages and disadvantages, benefits and
risks. These and other relevant factors are compared in the attached matrix titled “Comparisons of Restorative
Dental Materials.” A Glossary of Terms” is also attached to assist the reader in understanding the terms used.

The statements made are supported by relevant, credible dental research published mainly between 1993 -

2001. In some cases, where contemporary research is sparse, we have indicated our best perceptions based
upon information that predates 1993.
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