DENTAL REGISTRATION AND HISTORY

PATIENT INFORMATION DENTAL INSURANCE
Date Who is responsible for this account?
SS/HIC/Patient ID # Relationship to Patient
Patient Name Insurance Co.
Last Name
Group #
First Name Middle Initial Is patient covered by additional insurance? [C]Yes €] No
Address Subscriber’s Name
- &
E-mail Birthdate Ss#
City Relationship to Patient
State Zip Insurance Co.
Sex @M [EIF Age Group #
Birthdate ASSIGNMENT AND RELEASE
S it : ] | certify that I, and/or my dependent(s), have insurance coverage with
€] Married Widowed [C] Single Minor
: : and assign directly to
[C] Separated Divorced Partnered for years Name of Insurance Company(ies)
Patient Employer/School Dr. all insurance benefits, if
: any, otherwise payable to me for services rendered. | understand that | am
Occupation financially responsible for all charges whether or not paid by insurance. | authorize
the use of my signature on all insurance submissions.
Employer/School Address
X 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
Employer/School Phone ( 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.
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? Date Relationship to Patient
PHONE NUMBERS
Phone ( ) Work ( ) Ext Cell ( )
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 ( ) Work Phone ( )

DENTAL HISTORY

Reason for today’s visit

Former Dentist

City/State

Date of last dental visit

Date of last dental X-rays

Place a mark on “yes” or “no” to indicate if you

have had any of the following:
Bad breath

Bleeding gums

Blisters on lips or mouth

ClYes [ No
ClYes [cl No
ElYes [ No

Burning sensation on tongue
Chew on one side of mouth

Cigarette, pipe, or cigar smoking

Clicking or popping jaw
Dry mouth
Fingernail biting

Food collection between the teeth

Foreign objects

Grinding teeth

Gums swollen or tender

Jaw pain or tiredness

Lip or cheek biting

Loose teeth or broken fillings

[ClYes [CJNo Mouth breathing Yes [C] No
Yes No Mouth pain, brushing [clYes ElNo
[CYes [C]No Orthodontic treatment [ClYes [B]No
[]Yes []No Pain around ear [ClYes 5] No
[ClYes [C]No Periodontal treatment Yes []No
[FlYes [C]No Sensitivity to cold Yes [0] No
B Yes [E]No Sensitivity to heat ClYes ] No
[ClYes [C]No Sensitivity to sweets ElYes E]No
[ClYes [C]No Sensitivity when biting Yes [ No
[lYes []No Sores or growths in your mouth Yes [£]No
Yes 0 No How often do you floss?

[cl Yes No

[C] Yes No How often do you brush?
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HEALTH HISTORY

LY
Physician’s Name Date of last visit

Have you ever used a bisphosphonate medication? Common brand names are Fosamax, Actonel, Atelvia, Didronel, Boniva. [ClYes [E] No

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). [C] Yes  [C No

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

AIDS/HIV Yes [C] No Epilepsy Yes [C] No Respiratory Disease Yes [C No
Anemia Yes No Fainting or dizziness [@ Yes No Rheumatic Fever Yes [C No
Arthritis, Rheumatism ElYes CINo - Glaucoma [l Yes [C]No Scarlet Fever Yes [C No
Artificial Heart Valves ClYes [C] No Headaches [CYes [C]No Shortness of Breath [CYes [C No
Artificial Joints ClYes [C]No Heart Murmur [lYes [C]No Sinus Trouble Yes &[c] No
Asthma ] Yes No Heart Problems [C] Yes No Skin Rash Yes [C No
Back Problems Yes [c] No Hepatitis Type [@ Yes No Special Diet [EYes [dNo
Bleeding abnormally, with 2l Yes No Herpes [EYes [ No Stroke Yes [C No

extractions or surgery High Blood Pressure [@Yes [c] No Swollen Feet or Ankles Yes [G No
Blood Disease €l Yes No Jaundice [@Yes [@No Swollen Neck Glands [@Yes [ENo
Cancer ClYes No Jaw Pain [EYes [ No Thyroid Problems @ Yes [E No
Chemical Dependency Yes [0 No Kidney Disease [@ Yes No Tonsillitis [ClYes [C No
Chemotherapy dYes No Liver Disease [ Yes No Tuberculosis [CYes [C No
Circulatory Problems CYes [@No Low Blood Pressure [©Yes [dNo Tumor or growth on head or [ Yes [C No
Congenital Heart Lesions [BlYes [€]No Mitral Valve Prolapse [© Yes No neck
Cortisone Treatments [C] Yes No Nervous Problems @ Yes No Ulcer Yes [c No
Cough, persistent or bloody Yes No Pacemaker OYes [JNo Venereal Disease [EYes [C No
Diabetes Yes [C] No : Psychiatric Care [© Yes No Weight Loss, unexplained [EYes [C No
Emphysema € Yes No Radiation Treatment [CYes [ No
Do you wear contact lenses? Yes [C No
Women:

Are you pregnant? [C] Yes  [C] No Due date Are you nursing? [C] Yes  [C] No

Taking birth control pills? [C] Yes  [C] No

MEDICATIONS ALLERGIES
v
List any medications you are currently taking and the correlating [] Aspirin [] Local Anesthetic
diagnosis:
[[] Barbiturates (Sleeping pills) [] Penicillin
[[] Codeine [] Sulfa

Pharmacy Name [] lodine [] Other
Phone ( ) [] Latex

' UPDATES (To be filled in at future appointments)

Has there been any change in your health since your last dental appointment? []Yes [] No

For what conditions?

Are you taking any new medications? If so, what?
Patient’s Signature Date
Doctor’s Signature Date

D S S S I S S T T S S S S R S S S R R R R R R R I I ]

Has there been any change in your health since your last dental appointment? [C] Yes  [C] No

For what conditions?

Are you taking any new medications? If so, what?

Patient’s Signature Date

Doctor's Signature Date




Patient Name Birthdate

O

DENTAL TREATMENT CONSENT FORM

Please read and initial the items checked below. Then read and sign the section at the bottom of form.

1. WORK TO BE DONE

| understand that | am having the following work done: Fillings Bridges Crowns Extractions

Impacted teeth removed General Anesthesia Root Canals Other

(Initials )

2. DRUGS AND MEDICATIONS

§
| understand that antibiotics and analgesics and other medications can cause allergic reactions causing redness and swelling of tissues, pain, itching,
vomiting, and/or anaphylactic shock (severe allergic reaction).

(Initials )

3. CHANGES IN TREATMENT PLAN

| 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, the most common being root canal therapy following routine restorative procedures. | give my permission to the
Dentist to make any/all changes and additions as necessary.

(Initials )

4. REMOVAL OF TEETH

Alternatives to removal have been explained to me (root canal therapy, crowns, and periodontal surgery, etc.) and | authorize 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 infection, if present, and it may be necessary to have further treatment. | understand the risks involved 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 tissue (Paresthesia) that can
last for an indefinite period of time (days or months) or fractured jaw. | understand | may need further treatment by a specialist or even hospitalization if
complications arise during or following treatrrient, the cost of which is my responsibility.

(Initials )

5. CROWN, BRIDGES AND CAPS

| understand that sometimes it is 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. | realize
the final opportunity to make changes in my new crown, bridge, or cap (including shape, fit, size, and color) will be before cementation.

(Initials )

6. DENTURES, COMPLETE OR PARTIAL v

| realize that full 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. | realize the final opportunity to make changes in my new dentures (including
shape, fit, size, placement, and color) will be the “teeth in wax” try-in visit. | understand that most dentures require relining approximately three to twelve
months after initial placement. The cost for this procedure is not included in the initial denture fee.

(Initials )

7. ENDODONTIC TREATMENT (ROOT CANAL)

| realize there is no guarantee that root canal treatment will save my tooth, and that complications can occur from the treatment, and that occasionally
metal objects are cemented in the tooth or extend through the root, which does not necessarily affect the success of the treatment, | understand that
occasionally additional surgical procedures may be necessary following root canal treatment (apicoectomy).

(Initials )

8. PERIODONTAL LOSS (TISSUE & BONE)

| understand that | have a serious condition, causing gum and bone infection 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. | understand that undertaking any dental procedures may have
a future adverse effect on my periodontal condition.

(Initials )
| understand that dentistry is not an exact science and that, therefore, reputable practitioners cannot guarantee results. | acknowledge that no

guarantee or assurance has been made to me by anyone regarding the dental treatment that | have requested and authorized for my self or my minor
child. | have had full opportunity to discuss and ask questions regarding the dental treatment, and all questions have been answered to my satisfaction.

Signature of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient
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Financial Agreement

| understand that all responsibility for payment for the dental work provided in the office for my dependents or myself is
mine, due and payable at times services are rendered unless other arrangements have been made. In the event
payments are not received by the agreed upon date. | understand that a 1.5% finance charge (18% APR) may be added
to my account.

Insurance Filling )

You, the patient, are ultimately responsible for payment in full on your account, not the insurance

company. We do, however, file dental benefit claims as a courtesy to our patients. We can only make estimates
regarding your insurance benefits based on the information provided by you and the insurance company. Some
insurance companies arbitrarily select certain procedures they will not cover. In the event your insurance does not pay
as much as expected, the remaining balance is due and payable immediately by you, the patient.

Assignment of Dental Benefits )

I/We hereby assign directly to Bel Villaggio Dental benefits otherwise payable to me/us. I/ We hereby authorize the
release of any information relating to any claims. I/We understand that I/We are financially responsible for the changes
not paid by the assignment.

&

Responsible Party Signature

Collection Proceedings

In the event your account is turned over to a collection agency for non-payment or other delinquency, you will be
responsible for a payment of any.collection costs (30%) and/or attorney fees. In addition to the balance owed. Any
account turned over to a collection agency forfeits any past special fee and/or discount. Such special fees and/or
discounts will be reserved and you will be responsible for payments of regular fee for procedure at the time of service.
Failed Appointments

| understand that my appointment time has been especially reserved for me, and in the event that | need to reschedule,
I will give a 48-business hour notice. Failure to do so will result in a cancellation fee of $75.

Responsible Party Signatufé

Returned Checks

| understand that there will be a $35 insufficient funds fee added to my account in the event of a returned check.
Change of Information

| understand that it is my responsibility to advise this office of any change in the information | provide regarding my
insurance, patient information, or the health form.

Acknowledgment of Receipt of Notice of Privacy Practice

| have received a copy of this office’s Notice of Privacy Practice. | understand that | have the right to refuse to sign this
acknowledgment.

Responsible Party Signature

Patient Dismissal

| understand that there are grounds for Immediate dismissal as a patient from Bel Villaggio Dental if any offenses are
committed; there offenses include, but not limited to: rude or abusive behavior toward any staff member, non-
compliance with treatment plan, medication misuse, multiple office visits, failure to pay on the account

Responsible Party Signature



s Nes,
Bel Villaggio-Dental

Ruby Ann Dollins, DDS

HIPPA Patient Consent Form

The department of Health and Human Services has established a "Privacy
Rule" to help insure that personal health information is protected for privacy.
The Privacy Rule was also created in order to provide a standard for certain
health care providers to obtain their patients consent for uses and disclosures of
health information about the patient to carry out treatment, payment, or health
care operations.

As our patient we want you to know that we respect the privacy of your
personal dental records and will do all we can to secure and protect that privacy.
We strive to always take reasonable precautions to protect your privacy. When it
is appropriate and necessary, we provide the minimum necessary information to
only those we feel are in need of your health care information and information
about your treatment, payment or health care operations, in order to provide
health care that is in your best interest. We also want you to know that we
support your full access to your personal dental records. We may have indirect
treatment relationships with you (such as laboratories that only interact with
doctors and not patients), and may have to disclose personal health information
for purposes of treatment, payment, or health care operations. These entities are
most often not required to obtain patient consent. '

You may refuse to consent to the use or disclosure of your personal health
information, but this must be in writing. Under this law, we have the right to
refuse to treat you should yot choose to refuse to disclose your Personal Health
Information (PHI). If you choose to give consent in this document, at some future
time you may request to refuse all or part of your PHI. You may not revoke
actions that have already been taken which relied on this or a previously signed
consent.

You have the right to review our privacy notice, to request restrictions
and revoke consent in writing after you have reviewed our privacy
notice.

Signature of Patient/Guardian Date



Ruby Ann Dollins, D.D.S_ |
General & Cosmetic Dentistry @ Integrative Oral Medicine |

41377 Margarita Road, Suite 107 @ Temecula, CA 92501 ¢ www.makeoverdental.com §
Phone: (851) 206-2080 » Fax: (851) 286-1520 ¢ drdollins@makecverdental com |

Credit Card Authorization:

Please complete this form even if you will not be charging you
payment on a regular basis. Missed Appointments, returned checks
and Uncollected balance on your account will automatically be charged
to this credit account.

Patients Name:

Name as it appears on the credit card:

Billing Address:

Card Type:

Credit Card Number:

Expiration Date:

Billing Zip Code:

Please Initial:

I authorize Ruby Ann Dollins, DDS Inc. To process my credit card for payment
of service on a recurring basis for all scheduled appointments including, scheduled
treatment, uncollected balance, missed appointments, late cancellations (We
require 48 business hours) and returned checks.

| authorize Ruby Ann Dollins, DDS Inc. to process my credit card for payment
of returned checks, missed appointments, late cancellations (We require 48 business
hour notice) and visits for which | do not pay cash or check.

Patients Signature: Date:




Bel Villaggio Dental

Ruby Ann Dollins, D.D.S.

- Proposition 65 Warning
Dental Amalgam, used in mahy dental fillings, causes exposure to merecury, a
chemical known to the State of California to cause birth defects or other
reproductive harm.

Root canal treatments and restorations, including fillings, crowns and bridges,
use chemicals known to the State of California to cause cancer.

The U.S. Food and Drug Administration has studied the situation and approved
for use all dental restorative methods.

Consult your Dentist to determine which materials are appropriate for your
treatment.

This is to certify that, I, (Self, parent, or guardian)
acknowledged and understood the above information.

Signature of Patient/Guardian Date



EXAM VIA TELEDENTISTRY CONSENT FORM

Advanced Dental Centers will be using TeleDent’s remote communication technology to
conduct problem-focused evaluations/re-evaluations virtually, to help manage your oral health
problem and to determine whether you have a condition that requires immediate in-office
treatment.

During the current pandemic the federal government announced that it will not enforce HIPAA
regulations (privacy for health records) in connection with medical and dental offices’ good faith
provision of medical or dental services using non-public facing audio or video remote
communications services. Remote patient consultations may take place over applications that
allow video chats such as Apple Face Time, Facebook Messenger video chat, Google Hangouts,
Skype, or Zoom and may involve or be based on photos or videos taken with smart phones by
the patient and transmitted to the dental office. Please do not contact us using public-facing
services such as Facebook Live, Twitch, or TikTok, which are not permitted by the federal
government for this purpose.

As always, our office will take dental record confidentiality very seriously, and will do what we
can under the circumstances to protect the information you send us. While we believe the risk to
such confidentiality is not high, it may be greater than it would be if these remote electronic
communications were encrypted, which is one of the main HIPAA requirement’s that is being
relaxed during the nationwide COVID-19 public health emergency.

Certain major dental plans have announced that they will reimburse dental offices for conducting
such remote evaluations, and we will submit claims in connection with them.

Our dental office is using one or more of the permitted modalities listed above for remote
transmission of information to conduct limited problem focused evaluations. While entirely
adequate in the vast majority of cases for such limited purposes, these evaluations may not reveal
conditions that would be discovered during an office visit or through the use of specialized
teledentistry technology.

Please indicate your understanding of and informed consent to these terms, which will be in
effect until the government rescinds its suspension of these HIPAA requirements, by sign your
name in the space provided and return via email to this office.

Patient Signature

Date
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