1108 E. Clark Ave, Ste 160, Santa Maria, CA 93455
Smlles Phone: (805) 937 2059 Fax: (805) 937 0762
AptCoordinator@SmilesonClark.com

PATIENT INFORMATION

We are pleased to welcome you to our office. Please take a few minutes to fill out this form as completely as you can.
If you have any questions we'll be glad to help you.

PERSONAL
Name:

Last First Mi (Preferred)
Birthdate: SS #: Gender: [ M [F Married: [ |Y [|N
Work Phone: Wireless Phone:
Email:
Preferred Contact Method: [ HmPhone [ ] WkPhone [ | WirelessPh [ | Email [ | TextMessage
Preferred Contact Method for Confirmations: [ | HmPhone [ | WkPhone [ | WirelessPh [ | Email [ | TextMessage
Preferred Contact Method for Recall: [1HmPhone [ ] WkPhone [ | WirelessPh [ | Email [ | TextMessage

Student status if dependent over 19 (for ins): D Nonstudent D Fulltime D Parttime
How did you hear about us?

(If someone referred you here, please enter their name so we can thank them.)

ADDRESS AND HOME PHONE

Check box if same for entire family: ||

Address:

Address 2:

City: State: Zip:
Home Phone:

INSURANCE POLICY 1
Your Relationship to Subscriber: 7] self [ ] Spouse [ | Child

Subscriber Name: Subscriber ID #:
Insurance Company: Phone:
Employer: Group Name: Group #:

Please present insurance card to receptionist.

INSURANCE POLICY 2
Your Relationship to Subscriber: 7] self [ ] Spouse [ | Child
Subscriber Name: Subscriber ID #:

Insurance Company: Phone:

Employer: Group Name: Group #:




Last Name:
Name of Medical Doctor:
Emergency Contact

First Name:

. 1108 E. Clark Ave, Ste 160, Santa Maria, CA 93455
S}’nlles Phone: (805) 937 2059 Fax: (805) 937 0762
AptCoordinator@SmilesonClark.com

Medical History for New Patient

Birthdate:
City/State:

Relationship

List all medications that you are now taking:

Are you allergic to any of the following?

Y N

Anesthetic
Aspirin
Codeine
Ibuprofen

Do you have any of the following medical conditions?

Y N
Asthma

Bleeding Problems

Cancer
Diabetes
Heart Murmur
Heart Trouble

High Blood Pressure
Joint Replacement

Tobacco use? If so, what kind and how much?
Unusual reaction to dental injections?

Reason for today's visit

Y N

Y N
mjm
OO
OO
mjm
OO
OO
OO

O O O O 0 0
1 O3 O O 0 (0 (3 [

lodine
Latex
Penicillin
Sulfa

Kidney Disease

Liver Disease
Pregnancy
Psychiatric Treatment
Sinus Trouble

Stroke

Ulcers

Rheumatic Fever

Are you in pain?

New patients:

Do you have a Panoramic x-ray or Full Mouth x-rays that are less than 5 years old?
Do you have BiteWing x-rays that are less than 1 year old?

Name of former dentist
Date of last cleaning and exam

Date:

City/State

Signature:



1108 E. Clark Ave, Ste 140, Santa Maria, CA 93455
Smles Phone: (805) 937 2059 Fax: (805) 937 0762
AptCoordinator@SmilesonClark.com

OFFICE POLICY

Last Name: First Name: Birthdate:

Insurance Benefits and Account Balances: As a courtesy, we will file insurance claims for you. However, deductibles
and co-pays are due at the time services are rendered. These are an estimate only and not a guarantee of payment by
your insurance company. Over payments made by the patient will be refunded. If an insurance company has not paid
a claim after sixty days (60) of it being submitted, the office will require that the patient pay the account in full. This
office will help prepare the patient’s insurance forms or assist in making collections from insurance companies and will
credit any such collections to the patient’s account. | understand that my insurance is an agreement between my
insurance company and me. | also understand that | am responsible for the balance of my dental account regardless
of my insurance. Photo ID will be required with all insurance cards.

Treatment Estimates: The office routinely provides our patients with an estimate of cost for proposed treatment. Since
your insurance determines the benefits payable for services the office cannot be held responsible for 100% accuracy
on any estimate for treatment.

No Insurance: Payment is required in full at the time of service. A 5% discount will be given when payment is made
with cash or checks. We accept cash, checks, Visa, MasterCard, and American Express. For pre-payment of full
treatment plans there will be 10% cash or check discount or a 5% credit card discount. These discounts do not apply to
Smiles Dental Plan members.There is a $50 charge for a returned check. The amount of your check, plus the returned
check charge, will be due immediately and must be paid in cash, money order or credit card. A Photo ID will be
required for ALL non-cash payments. Financing is available.

Missed or Broken Appointments: We understand schedule changes; however please also understand we have
reserved staff time for you. If you must cancel, please give us a 24-hour notice. We regret that broken appointments
will be assessed a $50.00 service fee per hour.

Condition of Treatment: As a condition of treatment by this office, financial arrangements must be made in advance,
and financial responsibility (whether insurance remittance or patient portion) on the part of each patient is determined
before treatment. All emergency dental services, or any dental services performed without financial arrangements,
must be paid in cash at the time services are performed. If treatment is due to an accident and a third party is involved,
you will be responsible to pay the bill in full and receive the discount. If any insurance needs to be filed, we will be
happy to assist you in any way.

In Case of Divorce: The person who brings the child in for treatment is considered the responsible party, regardless of
who carries the insurance, and they will receive the billing statements each month. We do not split the bill for each
parent.

Signature of patients with insurance coverage: | certify that | (or my dependent) have dental insurance coverage and
assign directly to Emile J. Waked D.D.S., all insurance benefits, if any, otherwise payable to me for services rendered.
| hereby authorize the doctor to release all information necessary to secure the payment of benefits. | authorize the
use of this signature on all insurance submissions. | understand that this signature is for treatment, allowing Dr.
Waked to perform dental treatment for my health.

Dr. Waked reserves the right to update this office policy at any time without notification. My signature verifies that |

have read, understood, and accepted the policies described above, and further grant you or your assignee permission
to telephone me at home or at my work to discuss matters related to this form.

Date:

Signature:




1108 E. Clark Ave, Ste 160, Santa Maria, CA 93455
Srn'les Phone: (805) 937 2059 Fax: (805) 937 0762

AptCoordinator@SmilesonClark.com

Financial Agreement

Last Name: First Name: Birthdate:

* For my convenience, this office may release my information to my insurance company, and receive payment
directly from them.

* | understand that if | begin major treatment that involves lab work, | will be responsible for the fee at that
time.

* If sent to collections, | agree to pay all related fees and court costs.

* Every effort will be made to help me with my insurance, but if they do not pay as expected, | will still be
responsible.

* | agree to pay finance charges of 1.5% per month (18% APR) on any balance 90 days past due.

* | will pay a fee for appointments broken without 24 hours notice.

* Treatment plans may change, and | will be responsible for the work actually done.

| agree to let this office run a credit report. If no, then all fees are due at time of service.

[TYes
[MINo

Date:

Signature:

HIPAA Consent

Last Name: First Name: Birthdate:

| have had full opportunity to read and consider the contents of the Notice of Privacy Practices. | understand that
| am giving my permission to your use and disclosure of my protected health information in order to carry out
treatment, payment activities, and healthcare operations. | also understand that | have the right to revoke
permission.

Date:

Signature:




1108 E. Clark Ave, Ste 160, Santa Maria, CA 93455
Phone: (805) 937 2059 Fax: (805) 937 0762
AptCoordinator@SmilesonClark.com

Smiles

Consent to Dental Examination, X-rays and Treatment

Last Name: First Name: Birthdate:

Having presented for a dental examination and investigation, | understand and consent to
the examination of my head and neck, hard and soft tissues of the mouth, teeth and their
supporting tissues by way of clinical examination, supplemented by any necessary scan, x-
rays, impressions, and photographs. | further consent to any proposed treatment that may
be required, along with any referral to other members of the dental or medical team.

| have been informed of the risks and benefits involved, and all my questions have been
answered to my satisfaction.

Furthermore, | have been assured that any future questions | may have will also be
answered by a member of the dental team.

By signing below, | agree that:

* | have read and understood the content of this form, or it was read to me.

* | have informed the dentist of any change in my medical and social histories.

* | confirm that | have been informed if my examination or treatment is to be paid by
insurance or privately or a combination of both, | agree to pay all fees and charges
incurred.

* | was able to ask questions and they have been answered to my satisfaction.

« | was given the opportunity to have a support person/ an interpreter present.

* | choose to have this investigation and any emergency procedure/ operation/ treatment
done and authorised the dentist to complete the plan with his/ her designated assistants to
assist with the examination/ treatment.

* | consent to any other emergency procedure if or as required to treat an unforeseen life-
threatening event during my visit or treatment.

* | confirm that | have the ability to give my informed consent to the examination/ treatment
or | have the ability to give my informed consent to the examination/ treatment if signing on
behalf of the patient.

Signature of the patient or a person authorised to signed on behalf of the patient,

Date:

Signature:




