~) REEDLEY FAMILY DENTAL

~. PATIENT INFORMATION

PATIENT #

’1{ Cosmetic Dentistry, Orthodontics, & Implants H H
’ (Confidential) BATE
NAME BIRTHDATE HOME PHONE
FIRST Mi LAST
STATE/ ZIP/
ADDRESS CITYy PROV. P.C.
E-MAIL CELL PHONE
gETEIggTMS)%QI?PRIATE BOX: D MINOR D SINGLE D MARRIED D DIVORCED D WIDOWED D SEPARATED
PARENT/GUARDIAN’S EMPLOYER WORK PHONE
STATE/ ZIP/
BUSINESS ADDRESS CIty PROV. P.G:
SPOUSE OR
PARENT/GUARDIAN’S NAME EMPLOYER WORK PHONE STATE
IF PATIENT IS A STUDENT, NAME OF SCHOOL / COLLEGE CITY PROV.
HOW DID YOU HEAR ABOUT US?
PERSON TO CONTACT IN CASE OF AN EMERGENCY PHONE
RESPONSIBLE PARTY :
RELATIONSHIP
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PATIENT
ADDRESS HOME PHONE
E-MAIL CELL PHONE
DRIVER’S LICENSE # BIRTHDATE FINANCIAL INSTITUTION
EMPLOYER WORK PHONE
IS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? D YES D NO
INSURANCE INFORMATION
RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE SS #/SIN DATE EMPLOYED
NAME OF EMPLOYER WORK PHONE
STATE/ ZIP/
ADDRESS OF EMPLOYER CITY PROV. P.C.
INSURANCE COMPANY GROUP # UNION OR LOCAL #
STATE/ ZIP/
INS. CO. ADDRESS City PROV. P.C.

HOW MUCH IS YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED?

MAX. ANNUAL BENEFIT?

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ | YES [ | NO

IF YES, COMPLETE THE FOLLOWING:

RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE SS #/SIN DATE EMPLOYED
NAME OF EMPLOYER WORK PHONE
STATE/ ZIP/
ADDRESS OF EMPLOYER CITY PROV. P.C.
INSURANCE COMPANY GROUP # UNION OR LOCAL #
STATE/ ZIP/
INS. CO. ADDRESS CItY PROV. P.C.
\HOW MUCH IS YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED? MAX. ANNUAL BENEFIT?
" 5 SIGNATURE

SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR



f
D P e
PATIENT NAME TODAY'S [ r ?_‘
HOME ADDRESS DATE OF BIRTH g
-
HOME PHONE >
>
E-MAIL CELL PHONE ;
BUSINESS ADDRESS BUSINESS PHONE
SS #/SIN
PATIENT MEDICAL HISTORY
PHYSICIAN OFFICE PHONE DATE OF LAST EXAM
YES NO
T T 8. ARE YOU ALLERGIC TO OR HAVE YOU HAD ANY REACTIONS TO THE FOLLOWING?
LA A NOW?
A (W YES NO YES NO YES NO
2. HAVE YOU EVER BEEN HOSPITALIZED FOR ANY (J (J LOCALANESTHETICS (] (] BARBITURATES ] (] ASPIRIN
SURGICAL OPERATION OR SERIOUS ILLNESS? (] O (EG. NOVOCAINE)
PENICILLIN OR OTHER SEDATIVES OTHER
3. ARE YOU TAKING ANY MEDICATION(S) 00 00 B
ANTIBIOTICS
INCLUDING NON-PRESCRIPTION MEDICINE? (N (]
LFA DR IODINE
IF YES, WHAT MEDICATION(S) ARE YOUTAKING? D 0O SV MG D0
YES NO
9. DO YOU HAVE A PERSISTENT COUGH OR THROAT
CLEARING NOT ASSOCIATED WITH A KNOWN
. ?
4. HAVE YOU EVER TAKEN FEN-PHEN/REDUX () (] ILLNESS (LASTING MORE THAN 3 WEEKS)? O O
5. DO YOU USE TOBACCO? O (] 10. WOMEN ONLY:
A) ARE YOU PREGNANT OR THINK YOU MAY BE PREGNANT?(] [
: Y R ?
6. DO YOU USE ALCOHOL, COCAINE OR OTHER DRUGS? [J O B) ARE YOU NURSING? O O
7. ARE YOU WEARING CONTACT LENSES? O O C) ARE YOU TAKING BIRTH CONTROL PILLS? o 0O
1. DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING? COMMENTS
YES NO YES NO YES NO
(J (O HIGH BLOOD PRESSURE (] (J HEART DISEASE (0 [0 CHEST PAINS
O [ HEART ATTACK O [ CARDIAC PACEMAKER O [0 EASILY WINDED
O ) RHEUMATIC FEVER ) ) HEART MURMUR O [ STROKE
O ) SWOLLEN ANKLES O O ANGINA (] ) HAY FEVER / ALLERGIES
() ) FAINTING / SEIZURES (] [J FREQUENTLY TIRED O CJ TUBERCULOSIS
O O ASTHMA O O ANEMIA (0 [ RADIATION THERAPY
() ) LOW BLOOD PRESSURE (] [J EMPHYSEMA O [ GLAUCOMA
) [ EPILEPSY/ CONVULSIONS ] (] CANCER ) [ RECENT WEIGHT LOSS
O [ LEUKEMIA O O ARTHRITIS O [J LIVER DISEASE
) CJ DIABETES ) [ JOINT REPLACEMENT OR IMPLANT (] (J HEART TROUBLE
() [ KIDNEY DISEASES ) [ HEPATITIS / JAUNDICE () ) RESPIRATORY PROBLEMS
J [ AIDS OR HIV INFECTION (] (] SEXUALLY TRANSMITTED DISEASE (] (] OTHER
THYROID PROBLEM STOMACH TROUBLES / ULCERS SIGNATURE OF DENTIST DATE
%
PATIENT DENTAL HISTORY
YES NO YES NO
1. DO YOUR GUMS BLEED WHILE BRUSHING OR FLOSSING? O (] 8. DO YOU HAVE FREQUENT HEADACHES? O O
2. ARE YOUR TEETH SENSITIVE TO HOT OR COLD LIQUIDS/FooDps? [J (] 9. DO YOU CLENCH OR GRIND YOUR TEETH? O O
3. ARE YOUR TEETH SENSITIVE TO SWEET OR SOUR LIQUIDS/FOODS? [J (] 10. DO YOU BITE YOUR LIPS OR CHEEKS FREQUENTLY? [J (]
4. DO YOU FEEL PAIN TO ANY OF YOUR TEETH? L O 1. HAVE YOU EVER HAD ANY DIFFICULT EXTRACTIONS - C
5. DO YOU HAVE ANY SORES OR LUMPS IN OR NEAR YOUR MOUTH? [J (] IN THE PAST?
6. HAVE YOU HAD ANY HEAD, NECK OR JAW INJURIES? (] (] 12. HAVE YOU HAD ANY ORTHODONTIC WORK? O (]
7. HAVE YOU EVER EXPERIENCED ANY OF THE FOLLOWING 13. HAVE YOU EVER HAD PROLONGED BLEEDING
PROBLEMS IN YOUR JAW? FOLLOWING EXTRACTIONS? (] (N
A) CLICKING? U O 14. HAVE YOU EVER HAD INSTRUCTION ON THE
B) PAIN (JOINT, EAR, SIDE OF FACE)? (] (] CORRECT METHOD OF BRUSHING YOUR TEETH?  [J O
C) DIFFICULTY IN OPENING OR CLOSING?
D)) OEFICULEY (N SHESNG (. [ 15. HAVE YOU EVER HAD INSTRUCTIONS ON THE
L : O (] CARE OF YOUR GUMS? (] L

| CERTIFY THAT | HAVE READ AND UNDERSTAND THE ABOVE INFORMATION. TO THE BEST OF MY KNOWLEDGE, THE ABOVE QUESTIONS HAVE BEEN ACCURATELY ANSWERED.
| UNDERSTAND THAT PROVIDING INCORRECT INFORMATION CAN BE DANGEROUS TO MY HEALTH.

X

PATIENT, PARENT OR GUARDIAN DATE




Rakesh Kumar DDS

929 W. Manning Ave.
A Reedley, CA. 93654

Phone: (559) 637-0123

j’j; REEDLEY FAMILY DENTAL

v Cosmetic Dentistry, Orthodontics, & Implants PN

INFORMED CONSENT

Name Chart Number

1. WORK TO BE DONE

I understand that | am having the following work done: Fillings O Bridges O. Crowns 0O. Extractions 0O,
Impacted teeth removed O, |.V Sedation O, Root Canais O, Other 0.

Intiaks

2. DRUGS AND MEDICATIONS

I understand that antbiotics and analgesics and other medications can cause allergic reactions causing redness and swelling of tissues, pain,
itching, vomiting, and/or anaphalactic shock (severe allergic reaction).

intas

3. CHANGES IN TREATMENT PLAN

I understand that duning reatment 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 Dentst to make any/all changes and additions as necessary.

intias

4. REMOVAL OF TEETH

Alternauves to removal have been explained to me (root canal therapy, crowns and periodontal surgery, etc.) and | authonze the Dentist to remove
the following teeth and any others necessary for reasons in paragraph #3. | understand removing teeth does not
always remove all the infecton, if present, and it may be necessary to have further treatment. | understand the risks invoived in having teeth
removed, some of which are pain, swelling, spread of infection, dry socket, loss of feeling in my teeth, lips, tongue and surrounding ussue (Parasthesia)
that can last for an indefinite penod of time (days or months) or fractured jaw. | understand | may need further treatment by a specialist or even
hospitalization it complications arise during or following treatment.

Inmais

5. ANESTHESIA

| realize the nisks involved in receiving an anesthetic, some of which are: upset stomach, dizziness. vomiting, sore arm_ inflamed vessels of the arm.

adverse reacuons to drugs causing cardiac arrest. miscarnage, dislodging or chipping teeth and jaw bone s

6. CROWNS, BRIDGES AND CAPS

I understand that sometimes itis 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

7. DENTURES - COMPLETE OR PARTIAL

I realize that tull or partial dentures are artificial, constructed of plastic. metal. and/or porcelain. The problems of wearing these appliances have been

explained to me including looseness, soreness. and possible breakage, and relining due to tissue change s
N3l

8. ENDODONTIC TREATMENT (ROOT CANAL)
| realize there is no guarantee that root canal treatment will save my tooth and that complication can occur from the treatment and that occasionally

metal objects are cemented to the tooth or extended through the root which does not necessarily atfect the success of the treatment. TR

9. PERIODONTAL LOSS (TISSUE AND BONE)
I understand that | have a serious condition causing gum and bone inflammaton or loss and that it can lead to the loss of my teeth and other
compiications. The alternatve treatment plans have been explained to me including, gum surgery. replacements and/or extractions. | understand

that although these treatments have a high degree of success. it cannot be guaranteed. Occasionally, treated teeth may require extraction e

10. FILLINGS

! have been advised by the Dentist that the silver amalgam restoration is an acceptable procedure according to ADA guidelines and. as such, 1s a
treatment used by Dental Group. The advantage and disadvantage of alternate matenals has been explained to me

intiais
| hereby request and authonize the Dentists and their Staff to perform dental work upon me for the purpose of attempting to improve my appearance,
function and the health of my mouth, teeth, bone and tissue, as explained above.

The ettect and nature of the proceeding 1o be pertormed, and the risks involved. as well as the possible alternative methods of treatment have been
fully explained to me

| aiso authonze the operatng Dentist and Assistants to perform any other procedure which they may deem necessary or desirable «n attempling o
improve the conditon stated on the diagnostc treatment form, or treat unhealthy or unforeseen conditions that may be encountered during the
operation.

| know that the practice of Denustry and surgery is not an exact science and that therefore reputable practtioners cannot properly guarantee results.
| acknowledge that no guarantee or assurance has been made by anyone regarding the treatment which | have requested and authorized.

| also understand that it is my responsibility to inform the Dentstif | am having any problems during the following treatment so as to allow him to help —_—
minimize any problems

Alternative and possible reactions have been explained to me in clearly and in detail. Complicauons, such as infection, hemorrhage and/or bleeding,
scarring, contraction, possible deformities, prolonged healing time over the estimate, reaction to any drugs before, during and after surgery, numb-
ness or iiching of the tongue, lip, teeth, ussues (Parasthesia), fractured jaw, etc., have been clearly explained to me.
| CERTIFY THAT | HAVE READ AND FULLY UNDERSTAND THE ABOVE CONSENT TO DENTAL TREATMENT AND THAT THE EXPLANATIONS
THEREIN REFERRED TO WERE MADE. ANYTHING | DID NOT UNDERSTAND HAS BEEN EXPLAINED TO ME.

Signature Relationship Date

Doctor Witness Date




Rakesh Kumar DDS

929 W. Manning Ave.
Reedley, CA. 93654
Phone: (559) 637-0123

(O REEDLEY FAMILY DENTAL

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
*$YOU May Refuse to Sign This Acknowledgement**

\, , have received a copy of the Notice of Privacy Practices.

(Please Print Name)

(Signature)

(Date)

If this Acknowledgement is signed by a personal representative on behalf of the patient,
Complete the following:

Personal Representative’s name

Relationship to Patient

For Program Use Only

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

o Individual refuse to sign
o Communications barriers prohibited obtaining the acknowledgement
o An emergency situation prevented us from obtaining acknowledgement

o Other (Please Specify)




(? REEDLEY FAMILY DENTAL

Rakesh Kumar DDS
929 W. Manning Ave.
Reedley, CA. 93654

Phone: (559) 637-0123

The following document i8 the Dental board of California’s dental materiais Fact sheet. The Department of consumer Affairs has

no position with respect the language of this Dental Materials Fact sheet: and it's linkage to the DCA website does not constitiute
and andorsment of the content of this document.

The Dental Board of California
Dental Materials Fact sheet

As requierd by chapter 801, statutes of 1992, the Dental Board of California has prepare this fact to summarize
information on the most frequently used rertorative dental materials. Information on this fact sheet is intended to
encourage discussion between the patient and dentist regarding the selection of the dental materials best suited for
the patients dental needs It is not intended to be complete guide to dental materials science.

The most frequently used materials in restorative dentistry are amaigam, composite resin, glass ionomer cement,
porcelain (ceramic), porcelain (fused to metal), gold alloid (noble) and nickel or cobalt-chrome (base-metal) alloys.
Each has it's own advanteges, 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 aiso attached to assist the reader in
understanding the terms used.

The statements made are supported by relevant, credible dental reserch published mainly between 1983-2001 In

some cases, where contemporary research is sparse, we have indicator best perceptions based upon information that
predates 1993.

The reader should be aware that the outcome of dental treatment or durability of a restoration is not solely a function of
the materiais from which the restoration was made.

The durability of any restoration is influenced by the dentists technique when placing the restoration, the ancillary
materaials used in the procedure, and the patient cooperation during the procedure, following restoration of the teath.

The longevity of the restoration will be strongly influenced by the patients compliance with dental hygiene and home
care, their diet and chewing habits.

Today | have recived a copy of the "The Dental Board of California-Dental Materials Fact
Sheet" dated May 17, 2001 from the staff at Reedley Family Dental
Dr. Rakesh Kumar, DDS

Signed by Patient Date

Witness




