Patient Information (confidential)

V? Dn. DO%LA/

Date:

Name: Birth date Referred by:
Address State

Home Phone Cell Phone Email
Occupation Employer. Work Phone

Check Appropriate Boxes:[ 1Male[JFemale[IMinor(] Single[IMarriedIDivorced1Widowed[] Separated

Physician

Phone

Person to contact in case of emergency

Health Information :

Phone

Date of Last Exam

Have you ever had any of the following? Please check those apply:

CJAIDS/HV

CJAnemia

CJAnxiety or excessive stress
CJAllergies

OArthritis

OArtificial Joints/ Implants
OAsthma

[IBack Pain or Sciatica
[IBell’s Palsy
[IBiphosphonates for Bone Loss
[IBirth Control Pills
[IBlood Disease

ICancer.

[CJChemical Sensitivity
CJChemotherapy

OChronic Bronchitis
OIChronic Fatigue
OChronic Headaches
OChronic Muscle/Joint Pain
OCirculatory Problems

[0 Cough,persistent or bloody
OCovid 19

[IDepression

ODiabetes

[ODifficulty Sleeping

[(IDrug Addiction

CIEye Conditions
CJEmphysema
OEndocarditis

OlEpilepsy

OExcessive Bleeding
OFainting or dizziness
CIFrequent Sore throats
CIFrequent Urination
[JGlaucoma

Gl Disorders
[OHay Fever
OOHeadaches
[OHead Injuries
OHeavy Metal Toxicity
[OHeart Attack
[OHeart Disease
OOHeart Murmur
[OHeart Palpitations
OHepatitis Type
[OOHerniated Disk

[OHerpes

OHigh/Low Blood Pressure
OHigh/Low Thyroid
[COHypoglycemia

OlInsomnia

[JJaundice

[JJaw Pain

[JIKidney Disorders

[JLow body temperature
CILymph Glands swell frequently
[JPacemaker

[JPremedication

[JKidney Disease

OLiver Disease

OLupus

[JLyme’s Disease

[OMental Disorders

[OIMitral Valve Relapse
CIMulttiple Sclerosis

[INeck Pain

[INervous Disorders
[OINumbness fingers and toes
OOsteoporosis/Osteopenia
[JPacemaker

Relationship

I Are you Pregnant?
Duedate.______
OPsychiatric/Emotional care
[JRapid fatigue

[JRadiation Treatment
CORheumatic Fever
CORheumatism

CShaky Hands/Feet
[OShortness of Breath
[IShort term memory loss
[ISkin Problems

OSinus Problems

[ISleep Apnea

[ISpecial Diet

CSnoring

[JStroke

[CJISwollen feet or Ankles
[JSwollen Neck Glands
OTingling in my body
CITrouble making decisions
CTuberculosis

OTwitching of Muscles
OTumors or growth on head or neck
OUlcers

OUrinary Troubles
OVenereal Disease (STD)
CJUse Sugar Substitutes
ClUse Tobacco, pipe or cigar smoking
[JUse Recreational Drugs
[OUse Fen Phen

[JUse Hormones

[OWeight Loss,unexplained
COWork around mercury




Allergies (Please list the response next to each allergy- i.e. rash, hives, anaphylaxis)

CAcrylic ClLatex [JSleeping Pills
CAspirin [ClLocal Anesthetic [JSulfa Drugs
[1Codeine [IMetal [10thers,

Olodine OPenicillin

List any medications you are currently taking and the correlating diagnosis:
Medications Name Dosage Diagnosis

(if any additional medications please attached a separate page)

Nutritional Supplements:INone CIMultivitamins COTrace Minerals (1 EPA-DHA(Omega
3's)[1Macro-Minerals(Zinc,Magnesium ) 1Probiotics [1Digestive

Enzymes [JAminoAcids []Antioxidants[]Superfoods [10thers
Are you under medical treatment right now? [Yes [1No
Have you ever been hospitalized for any surgical operation/serious illness within the last years?
If yes, please explain
Are you wearing contact lenses? [1Yes [1No
Women only: a) are you pregnant or think you may be pregnant CIYes C1No
b) Are you nursing? [1Yes CINo
c)Are you taking any contraceptives Yes [1 No[J

Dental Information:
Reason for today’s visit
Date of last dental visit:__Date of last X-rays, Date of Last Hygiene
Previous Dentist: City/State Reason for leaving:
Have you ever taken an antibiotic prior to dental treatment? [1Yes [1 No

Have you ever had any problem associated with dental anesthetic? L1Yes [1No

[IBad Breath LGrinding Teeth [ISensitivity to cold
[IBleeding Gums [JJaw pain or tiredness [ISensitivity to heat
OIBlisters on lips or mouth OlLip or cheek biting OSensitivity sweets
[JBurning sensation on tongue [ClLoose teeth or broken fillings [ISensitivity when biting
LIChew on one side of mouth [IMetallic taste [ISores or growths in your mouth
OClicking or popping jaw CIMouth breathing How often do you floss?
[IDentures or partial CIMouth pain, brushing

LIDry mouth CINightguard How often do you brush?
OFingernail biting OPain around the ear

[JFood collection between teeth [Periodontal treatment

C1Gum Swollen or tender C1Orthodontic treatment

Is having silver mercury fillings a concern for you? [1Yes L1No

Are you accustomed to seeing a dentist on a regular basis ? [(1Yes C1No

Please rate your comfort level with receiving dental treatment: C1No problem Slight C1Moderate
Please describe any problems you have had with past dental experiences
Is Biologic Dentistry (using materials that are compatible with your body)an interest to you? CIYes [1 No
Do you believe that the health of the mouth can affect the health of the whole body? [1Yes [1 No




Epworth Sleepiness Scale
Daytime Sleepiness Evaluation
For the following situations, answer with one of the following numbers:
0-would never doze

1-Slight chance of dozing
2-Moderate chance of

dozing
3-High chance of dozing

Situation Score
Sitiing and reading
Watching television
Sitting, inactive in a public place
As a passenger in a car for an hour without a break
Lying down to rest in the afternoon when circumstances permit
Sitting and talking to someone
Sitting quietly after a lunch without alcohol
In a car, while stopped for a few minutes in traffic
Total Score

Nighttime Sleepiness Evaluation
1. Snoring
A) Do you snore on most night (more than 3x nights per week)?
Yes (2) No (0)
B) Is your snoring loud? Can it be heard through a door or wall?
Yes (2) No (0) _
2. Has it ever been reported to you that you stop breathing or gasp during sleep?
Never (0) Occasionally (3) Frequently (5) -
3. What is your collar size?
Male: Less than 17 inches (0) more than 17 inches (5)
Female: Less than 16 inches (0) more than 16 inches (5)
4. Do you occasionally fall asleep during the day when:
You are busy or active? Yes(2) No(0) -
You are driving or stop at a light? Yes(2) No(0)
5. Have you had or are you being treated for high blood pressure ?
Yes (1) No (0) -

Total
Score
9 points or more 6-8 points 5 points or less
Refer to sleep Gray area Low probability
specialist or order use clinical of sleep apnea

sleep study judgment




DENTAL TREATMENT CONSEN+ FORM

Patient Name Birthdate

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 L \%S[ Q¥M_S

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, )

(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 treatment, 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

| 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

(Vers.D28SS04) #21153 — © 2004 Medical Arts Press® 1-800-328-2179



Patient Agreement to Office Policies

Dr Dollins appreciates your trust and interest in scheduling a new patient exam. We take pleasure in reserving a special amount

of time to listen to your specific needs knowing you are wanting the highest quality of care and time to discuss your unique
situation.

Financial Agreement

As a condition of your treatment by this office, financial agreements must be made in advance. | understand that all
responsibility of 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. | understand that the fee estimate listed for this dental
care can be extended for a period of 6 months from the date of the patient examination. |

Insurance Filing

Patients who carry dental insurance understand that all dental service furnished are charged directly to the patient and that he
or she is personally responsible for payment of all dental services. This office will help patients by providing treatment
information for their insurance forms. However, this dental office cannot render services on the assumption that our charges
will be paid by an insurance company. | understand this facility is not a participating provider of my insurance network and that |
will be financially responsible for any additional out-of-pocket costs that may result. | further acknowledge that it is my
responsibility to verify my out-of-network benefits with my insurance company and | will not hold Dr Dollins DDS liable for any
obscure or omitted contractual language in my insurance contract. .

Returned Checks

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

Collection Proceedings

In the event my account is turned over to a collection agency for non-payment or other delinquency, | will be responsible for a
payment of any collection cost (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 | will be
responsible for payments of regular fee for procedure at the time of service.

Failed Appointments

If I arrive more than 15 minutes late for my appointment, | may ask to reschedule. Any appointments that are not confirmed in
24 hours will be removed from our schedule. | understand that my appointment time has been especially reserved for me, and
in the event that | need to reschedule, | will give a 72-business hour notice. Failure to do so will result in cancellation fee of

$75/hr. If | am considered a no show for three missed appointments or have excessive cancellations, Dr Dollins’ retains the right
to dismiss me from the practice. I

Change of Information

I understand that it is my responsibility to advise this office of any change in the information | provide regarding my patient
information and health form. l.

Acknowledgment of Receipt of Notice of Privacy Practice

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

Patient Dismissal

I understand that there are grounds for immediate dismissal as a patient from Dr Dollins DDS if any offenses are committed; the
offenses include, but are not limited to: rude or abusive behavior toward any staff member, non-compliance with treatment
plans, medication misuse, multiple missed office visits, failure to pay on the account. e

Email and/or Text Message for Appointment Reminders and Other Healthcare Communications

Patients in this practice may be contacted via email and/or text messaging to remind them of an appointment, to obtain
feedback on their experience with the healthcare team, and to provide general health reminders/information. | consent to
receiving appointment reminders and other healthcare communications/information through email and/or text I

Pediatric Patients Only

In order for the staff to develop a patient/doctor relationship with your, we ask that you stay in the waiting room during your
child’s treatment. Children act differently without the parents around and in this way, we can get to know your child better.
Don’t worry, we will never do a procedure without your consent. WE take a great amount of time explaining everything we do
to the child and to you. If you have any questions, don’t hesitate to ask, and encourage your child to ask as well. We also take
time to work through any fears the child may have of the dentist and our surroundings. That is why we allot as much time as
any adult being treated. During the first visit, we talk to the child, answer questions, do a cleaning, take X-Rays (after age 6), and
give a complete head, neck, and oral exam. For younger children, we will complete as much as the child will allow us. Afterward
we will bring the parent(s) into the exam room, discuss our findings, treatment plan, and costs, and answer questions. WE will
not force your child to do anything against their will. This only encourages fear and dislike of dentists as well as other doctors.
Please do not threaten or use “scare tactics” to get your child to cooperate with us. If we absolutely cannot get your child to
coorperate, we may refer her/him to a pediatric dentist (a dentist who specializes in child dentistry). .

’



; Dr. L. _.ns Biological Dentistry
o 41377 Margarita Rd. Ste.107
Temecula, CA 92591

Patient-Dentist Arbitration Agreement

Article T,

Tt is understood that any dispute 4s to dental walpractice, this, 4s to whether any dental se}Viccs reu}lerf,d u\1de|" tlu.s conft a(c"t 1\;fs'tfzrc pn{:&fs::gﬂo;;{;;ﬂ:l}l;& :i«’;ﬁ glf
were improperly, negligently or incompeteutly rendered, would be determined by subm.isswn to m'l}lt’rutlon as provided 1?/' ali :':.lt‘:::ab en}ex'ing b 1t hove:ghven
Lesort to couit process, excent us California law provides for Judicial review or m"bltratl'on px'ocec?clmgs. Both pal’ti;s of1 this conf\ bitthion s

up their constitutional right to have any such dispute decided in a cowt of law before a Jury, and instead are aceepting the use of ar 3

Treatment in this office is contingent upon both parties consenting to this Arbitration Agreement,

ArticleIl,

A. Parties to the Agreement; ) o o . . ; i
The term “patient” as used in this agreement includes thendersigned individual, his or her spouss, children (whether SOT Cgh%“lzl:;}oi]‘&gi“ts‘;
assigns or personal representatives. The individual signing this Agresment signs it on behalf of the foregoing persons, and intends to
arbitration to the full extent permitted by law, . . . | ol
Theterm "doctoir)" asused | zthlsngreemem includes the undersigned doctor and his or her professional corporation or partnership, and any employees,
agents, successors in interest, heirs and assign

s of the foregoing individuals or entities and independent contractors: The doctor signing this agreement signs it on
behalf of all the foregoing individual and entities, and fntends to bind cach of them to arbitration to fall extent permitted by law.
B

. Treatment Covered:

Pationt understands and aguees that any dispute of the sort descried in Article 1 betwesn doctor and pationt will be subject to compulsory, binding
arbitration, ) o

C. Coverage of Pre-Natal Claims (If Applicable);
Patient understands and agrees that,

if doctor tieats her during pregaancy, any dispute or sort descried in Articls I s to dental treatment rendered to or
affecting the unborn child will be subject to compulsory, binding arbitration.

Article IIT,

A. Tuformal Resolution of Disputes: o ) ) . : " . — . tor
Tu the event patient foels that o problem has avisen in connestion with the dental cule.xeud?;:ed by doctor to patnent,'pan?ut vs]"n;tgé :g;;;l_};i:;tgo?;cfgr

50 that doctor may have the opportunity to resolve the matter, Notice may be given orally or in writing, and shall stop the running ol

ninety (90) days.

B. Method of Initiating Arbitration: i
g n: . y vty bitrat ;
If the dispute is not resolved by mutual Agreement within ninety (90) days, patient may initiate arbitration by notlf}zungddot‘:wfl: ttl?et:iat;ftf\iztonq;::
arbitvator shall be seleoted by the chief administiator of JAMS ENDISPUTE. The arbitrator must be selected within twenty-one (21) days o o
receipt for a lefter sent certified mail v

stuin receipt request demanding that a dispute submitted to arbitration, *Following the selection of the atbitrator, arbitration
must be held within thirty (30) days,

C. Applicable Law: o g e e o : i i

The arbitration shall be conducted pursuant the California Arbitration Aot (C.C.P, 1280-1296). The Albﬂlaf?l Shallll,b m-ndgg-‘:é\’i::::o?g:;z:t\?/itﬁ
order such other discovery as he/she desmed appropriate for 4 full and fair hearing of the case. A determination on the merits shall be ren
the law of the State of

Califoria, including the provisions of the Medical Tnjury Compensation Reform Act 1975 which shall apply to the same extent as if to
dispute or pending before a Superior Cowt of the State of California. -

The arbitrator shall not have the power to cormit errors of law or legal reasoning, and the arbitrator's decishwy be vacated or corvected pursuant
the California Code of Civil Procedure Sections 12806.2 or 12086.6 tor any such eror,

The prevailing party shall be exititled to attomey fees,

Article TV,
A. Revoeation: ) ! i g . « weitten
If you are signing this agresment and then change your mind, the law permits you to revoke the Ag sement pr o.vxdnlxgtyou gﬁ?n}x,?:is?s;?;r“g 613::&\1
notice within thirty (30) days of signing that you want to withdraw from the Agreement, 'However., doctor and pationt agroo ¢ }/a 5nyti'elationship should you
services rendsred prior to revocation shall be subjected to arbitration, Furthermore, doctor is not obligated to continue the doctor patien
decide to withdvaw fron the agresment,

NOTICE: BY-SIGNING THIS CONTRACT, YOU ARE AGREEING TO HAVE ANY ISSUE OF DENTAL MALPRACTICE DECIDED BY
MUTUAL ARBITRATION A

ND YOU ARE GIVING UP RIGHT TO JURY OR COURT TRIAL, SEE ARTICLE I OF Tms CONTRACT.
PATIENT'S NAME: (Please Print)

; : DATE;

SIGNED:

SIGNED: :
Patient/Legal Guardian Witness

DOCTOR SIGNATURE




HIPAA Information and Consent Form Initial Date.

The Health Insurance Portability and Accountability Act (HIPAA) provides safequards to protect your
privacy- Implementation of HIPAA requirements officially began on April 14, 2003+ Many of the
policies have been our practice for years- This form is a “friendly” version- A more complete text is
posted in the office- What this is all about: Specifically, there are rules and restrictions on who may
see or be notified of your Protected Health Information (PHI)- These restrictions do not include the
normal interchange of information necessary to provide you with office services- HIPAA provides certain
rights and protections to you as the patient: We balance these needs with our goal of providing you
with quality professional service and care- Additional information is available from the U-5- Department
of Health and Human Services: www-hhs-gov- We have adopted the following policies:

7- Patient information will be kept confidential except as is necessary to provide services or to ensure
that all administrative matters related to your care are handled appropriately: This specifically includes
the sharing of information with other healthcare providers, laboratories, health insurance payers as is
necessary and appropriate for your care: Patient files may be stored in open file racks and will not
contain any coding which identifies a patient’s condition or information which is not already a matter
of public record- The normal course of providing care means that such records may be left, at least
temporarily, in administrative areas such as the front office, examination room, etc- Those records will |
not be available to persons other than office staff - You agree to the normal procedures utilized within
the office for the handling of charts, patient records, PHI and other documents or information:

2- It is the policy of this office to remind patients of their appointments: We may do this by
telephone, text, e-mail, U-5 mail, or by any means convenient for the practice and/or as requested by
you: We may send you other communications informing you of changes to office policy and new
technology that you might find valuable or informative-

3- The practice utilizes a number of vendors in the conduct of business- These vendors may have
access to PHI but must agree to abide by the confidentiality rules of HIPAA-

4- You understand and agree to inspections of the office and review of documents which may include
PHI by government agencies or insurance payers in normal performance of their duties-

5 You agree to bring any concerns or complaints regarding privacy to the attention of the office
manager or the doctor-

6 Your confidential information will not be used for the purposes of marketing or advertising of
products, goods or services:

7- We agree to provide patients with access to their records in accordance with state and federal laws-
8- We may change, add, delete or modify any of these provisions to better serve the needs of the
both the practice and the patient-

9- You have the right to request restrictions in the use of your protected health information and to
request change in certain policies used within the office concerning your PHI- However, we are not

obligated to alter internal policies to conform to your request-



