TURNERDENTALCARE

smile with us!

@ Patient Information

NAME DATE oF BIRTH
Home PHoNE NumBER ( ) SS#
HomEe ADDRESS

Ciry STATE Zip
EmpLoYED By PosiTion
BusiNEss PHONE NUMBER ( ) Pacer ( )
Spouse’s NAME SPoUsE’s BUSINESs PHONE ( )
WHO wiLL PAY THIS ACCOUNT? E-MaiL

e YVE C/g '{I—jANrKa n Ce I nTO r m at I O n FOR YOUR REFERRAL.

DenTAL INsuRANCE CARRIER INSuRANCE PHONE ( )

INSURANCE BILLING ADDRESS

Crry STATE Zip
INSURED /EMPLOYEE's NAME GRroup # EmpLovee's DOB__
EmvpLoYED BY EmpLOYEE's SS#
Do You HAVE SECONDARY DENTAL INSURANCE?  YES El
€ Medical History
Have you ever had or do you have: Yes No
ALLERGIES TO... Yes No ARE YOU PREGNANT? O O
PeniciLLIN O O RESPIRATORY PROBLEMS C C
LOCAL ANESTHETIC Ci | ASTHMA OR TUBERCULOSIS | Ci
OTHER DRrUGS O O HepaTimis (A or B) O O
PLEASE LIST DIABETES OR LEUKEMIA o o
History oF CANCER OR TUMOR - -
HisTory oF ABNORMAL BLEEDING E E AIDS or HIV g =
ANGINA OR PACEMAKER | | OTHER SERIOUS ILLNESS O
HeART Disease or M.V.P.
O O
RHeumATIC HEART DISEASE OR FEVER (= = O—r—
HicH BLooD PRESSURE | | TAKING MEDICATION(S)?
SINUS PrROBLEM [ | | LIST

JOINT OR VALVE REPLACEMENT O O
ARE YOU PRESENTLY UNDER MEDICAL TREATMENT?

My MepicaL DocTor’s NAME: PHONE:
I consent to any and all examination and treatments which may be deemed advisable, including the administration of
local anesthetics and other medications. I understand that my financial responsibility is strictly between myself
and the Doctor, even though the office may assist me by billing my Dental Insurance Carrier. I understand that any
insurance coverage quoted is only an estimate. I understand that I must make full payment at the time profes-
sional services are rendered. Any other arrangements must be made in writing before the services are begun.

@ Signature D




© Patient Dental Information

NAME

DaTe

CHART NUMBER

INITIAL CONCERN

DaTe oF Last DentaL Visit

1. Do YOu HAVE ANY DENTAL PROBLEMS NOW?
2. Do YOU HAVE ANY TEETH THAT ARE SENSITIVE TO
HoTt or coLp?

DATE oF LAsT DeNTAL CLEANING

DATE oF LAsT FuLL SET oF X-

SWEETS?
BITING OR CHEWING?

3. HAVE YOU EVER HAD:

A. ORTHODONTIC TREATMENT?
B. ORAL SURGERY?

C. PERIODONTAL TREATMENT?

E. A NIGHT GUARD OR OTHER APPLIANCE?
4. HAVE YOU NOTICED ANY LOOSENING OR

MOVEMENT OF YOUR TEETH?
5. DOES FOOD TEND TO BECOME CAUGHT BETWEEN

YOUR TEETH?

6. ARE YOU CONCERNED WITH BAD BREATH?

7. Do YOU SUFFER FROM PAIN AND/OR SWELLING OF
YOUR GUMS?

8. DO YOUR GUMS OFTEN BLEED WHEN YOU BRUSH

YOUR TEETH?
9. Do YOU EVER GET SORES IN YOUR MOUTH?
10. HAVE YOU EXPERIENCED:

A. CLICKING OF THE JAW?
B. PAIN (JOINT, EAR, SIDE OF FACE)?
C. DIFFICULTY IN OPENING OR CLOSING?

D. DIFFICULTY IN CHEWING?

OOoOoo Oooo

O

OQ

11. Do You:
A. SMOKE OrR CHEW TOBACCO?

YES

B. CLENCH OR GRIND YOUR TEETH WHILE AWAKE

OR ASLEEP? -
C. BITE YOUR LIPS OR CHEEKS REGULARLY?
D. HOLD FOREIGN OBJECTS WITH YOUR TEETH
(SUCH AS PENCILS, PIPE, PINS OR FINGERNAILS)?
E. MOUTH BREATHE WHILE AWAKE OR ASLEEP?
F. REGULARLY SUCK ON CANDY OR MINTS?
12. DO YOU HAVE A HISTORY OF GAGGING DURING
DENTAL TREATMENT?

13. ARE YOU DISSATISFIED WITH THE APPEARANCE OF

YOUR TEETH?
14. Is THERE ANYTHING ABOUT YOUR MOUTH OR
ABOUT HAVING DENTAL TREATMENT THAT

CONCERNS YOU?
15. Is THERE ANY HISTORY OF ALLERGY TO LATEX?

EXPLANATION:

SIGNATURE

DATE

FOR OFFICE USE ONLY

HOME ORAL HYGIENE INSTRUCTION GIVEN
SOFT TISSUE WITHIN NORMAL LIMITS

1 VYes
ClYes [ No (SEe CHART)
...... GENERALIZED LocALIZED

PLaque ConTRroL ..... GOOD FAR Poor
GINGIVITIS ...vcereenenen GENERALIZED  LocALIzED
PERIODONTITIS ......... MiLo MODERATE  SEVERE
OCCLUSION ... Ciass|  CrassIl - Crass I
TMD ... Popping  CRrepiTus  PAIN

LimiTED OPENING



Notice of Privacy Practices

To our patients. This notice describes how health information about you (as a patient of this prac-
tice) may be used and disclosed, and how you can get access to your health information. This is required by
the Privacy Regulations created as a result of the Health Insurance Portability and Accountability Act of 1996

(HIPAA).

Our commitment to your privacy

Our practice is dedicated to maintaining the privacy of your health information. We are required by
law to maintain the confidentiality of your health information.

We realize that these laws are complicated, but we must provide you with the following important
information:

Use and disclosure of your health information in certain special circumstances
The following circumstances may require us to use or disclose your health information:

1. To public health authorities and health oversight agencies that are authorized by law to collect informa-
tion.

2. Lawsuits and similar proceedings in response to a court or administrative order.

3. If required to do so by a law enforcement official.

4. When necessary to reduce or prevent a serious threat to your health and safety or the health and safety of

another individual or the public. We will only make disclosures to a person or organization able to help prevent
the threat.

5. If you are a member of U.S. or foreign military forces (including veterans) and if required by the appro-
priate authorities.

6. To federal officials for intelligence and national security activities authorized by law.

7. To correctional institutions or law enforcement officials if you are an inmate or under the custody of a
law enforcement official.

8. For Workers Compensation and similar programs.

Your rights regarding your health information

1. Communications. You can request that our practice communicate with you about your health and related
issues in a particular manner or at a certain location. For instance, you may ask that we contact you at home,
rather than work. We will accommodate reasonable requests.

2. You can request a restriction in our use or disclosure of your health information for treatment, payment,
or health care operations. Additionally, you have the right to request that we restrict our disclosure of your
health information to only certain individuals involved in your care or the payment for your care, such as family
members and friends. We are not required to agree to your request; however, if we do agree, we are bound by
our agreement except when otherwise required by law, in emergencies, or when the information is necessary to
treat you.

3. You have the right to inspect and obtain a copy of the health information that may be used to make deci-
sions about you, including patient medical records and billing records, but not including psychotherapy notes.



You must submit your request in writing to (insert practice/doctor name, or title, and telephone number of a
person or office to contact for further information).

4. You may ask us to amend your health information if you believe it is incorrect or incomplete, and as
long as the information is kept by or for our practice. To request an amendment, your request must be made in
writing and submitted to (insert practice/doctor name, or title, and telephone number of a person or office to
contact for further information). You must provide us with a reason that supports your request for amendment.
5. Right to a copy of this notice. You are entitled to receive a copy of this Notice of Privacy Practices. You
may ask us to give you a copy of this Notice at any time. To obtain a copy of this notice, contact our front desk
receptionist.

6. Right to file a complaint. If you believe your privacy rights have been violated, you may file a complaint
with our practice or with the Secretary of the Department of Health and Human Services. To file a complaint
with our practice, contact (insert practice/doctor name, title, and telephone number of the person or office re-
sponsible for handling complaints). All complaints must be submitted in writing. You will not be penalized for
filing a complaint.

7. Right to provide an authorization for other uses and disclosures. Our practice will obtain your written
authorization for uses and disclosures that are not identified by this notice or permitted by applicable law.

If you have any questions regarding this notice or our health information privacy policies, please contact Jeff
Turner, D.D.S. ad (949)770-3294.

I hereby acknowledge that I have been presented with a copy of Jeff Turner, D.D.S. Notice of Privacy Practices.

Signature

Date

Name of Patient




Office Policies

Jeff Turner, D.D.S.
23961 Calle de la Magdalena, Suite 205
Laguna Hills, CA 92653

Appointments: Please remember, appointment time is reserved exclusively for you. This enables us to better serve
each patient. If it becomes necessary, please reschedule or cancel appointments with our office at least two business
days in advance. Our office assesses a charge for the time lost due to a late cancellation or missed appointment.

As a courtesy, a voice message concerning appointment information will be left at the phone numbers you provide.

Finances: Payment is due at the time services are rendered. We accept cash, checks, Visa, MasterCard, and American
Express. A $20 monthly late fee and an interest charge (18% annual percentage rate) will be assessed on all past due
accounts. A bank fee will be charged on all returned checks.

Dental Insurance: As a courtesy to you, we will bill your insurance company for treatment rendered. However, it is
the patient’s responsibility to know the current status of their insurance coverage and benefits. Our staff will esti-
mate your co-payment based upon the policy information provided by you. This amount will be due at the time of
treatment. Actual coverage may vary from our estimate, as your insurance carrier ultimately determines participant
eligibility and claim benefits. When our office receives an insurance payment, you will be billed for any amount not
covered, which will be due in full upon receipt of the statement.

I understand and agree to the foregoing office policies and I hereby agree to accept responsibility for full payment of
all treatment fees regardless of any insurance payment or participation.

In addition, I acknowledge that I have received a copy of the Dental Materials Fact Sheet and the Notice of Privacy
Practices as required by California State law.

Signature of Patient or Responsible Party Date



