I

DR. MOHAMED SOLIMAN

9340 W. Stockton Blvd. Ste 100
Elk Grove, CA 95758

, consent to be a patient at the above named office and

agree to a radiographic and clinical examination. I also understand and consent to the
following:

I

During the course of treatment, I may undergo procedures in all phases of
dentistry including periodontics (gum treatment and surgery), oral surgery,
endodontics (root canals), fixed and removable prosthodontics (crowns, bridges,
and dentures), implant dentistry, restorative dentistry, temporomandibular
disorder treatment, sleep apnea treatment, oral pathology, pediatric dentistry, and
radiography.

[ will provide a thorough and complete medical history, supply a full list of my
medications with dosages, and consent to my dentist communicating with my
other medical practitioners to inquire about any aspect of my health history.

No guarantees can be made about treatment outcomes, restoration longevity, or
prognoses. [ understand that any branch of medicine, including dentistry, can
involve unanticipated results.

['will pay in full any cost of treatment or insurance copayments according to the
office’s financial policy. Iunderstand that even if an insurance pre-estimate is
given or a procedure has been preapproved, I am responsible for any costs that my
insurance does not cover.

My treatment plan may change at any time and I will do my best to approach my
dental care with optimism and open communication with my dentist, hygienist,
and dental office staff.

[ am welcome to ask questions about any aspects of my dental care and will
request information if I am confused or need more information. I am responsible
for clarifying any aspects of my treatment that I am unsure about.

Patient or Guardian Name Date

Witness Date



Dr. Soliman

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

You may Refuse to Sign This Acknowledgement

L , have received a copy of this office’s
Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

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

O Individual refused to sign
O Communications barriers prohibited obtaining the acknowledgement
O An emergency situation prevented us from obtaining acknowledgement

O Other (Please Specify:




Financial Agreement

Our goal is to provide the highest quality of dental care possible and to have clear communication of
our financial policy.

ALL ACCOUNTS ARE DUE AND PAYABLE AT TIME OF SERVICE. If a procedure requires multiple
appointments, payment is required in full at the first appointment.

Payment options:

1. Cash

2. Check

3. MasterCard

4. Visa

5. Novus/Discover

6. Credit card authorization for recurring charges:
a. Treatment exceeds $200
b. Plan may not exceed 4 months

Patient with insurance: The PATIENT is responsible for the ESTIMATED non-covered portion,
procedures and/or deductibles at the time of the service, OR the patient can sign a credit card
authorization to bill their credit card AFTER insurance has paid for the visit. If the insurance company
does not pay after 60 days, we will bill you directly for the full balance.

Parents not accompanying their child to an appointment must make PRIOR arrangements for
payment (cash, check or credit card authorization).

Parents accompanying their children are financially responsible for payment.

18% annual interest is charged for any unpaid balance. A $15 fee is charged for nonpayment.
There is a $30.00 processing charge for non-sufficient funds or returned checks.

Records can be viewed at any time. There is a nominal charge for release or copies of records.

Because instruments, chairs, and personnel are reserved exclusively for your appointment, there is a
$25 - $50 CHARGE FOR CHANGED OR BROKEN APPOINTMENTS LESS THAN 48 HOURS IN
ADVANCE.

l, , agree to these financial terms.

Signature Date




PATIENT INFORMATION

Welcome to our office. We appreciate the confidence you place with us to provide dental services. To assist us in serving you, please
complete the following form. The information provided on this form is important to your dental health. If there have been any changes
in your health, please tell us. If you have any questions, don’t hesitate to ask.

Patient name: Date of birth: Sex: Age:
Home address: City: State: Zip:

Billing address (if different): City: State: Zip:

Home phone: Cell: E-mail: Driver’s license #: State: __
S Employer/Occupation: Bus. Phane:

Spouse’s name & phone #: Emergency phone # (other than spouse):

Primary dental insurance: Croup #:

Secondary dental insurance: Croup #:

Subscriber’s name: Date of birth: SS #:

Name of your medical doctor: Date of last visit to medical doctor:

Name of previous dentist: Date of last visit to dentist:

Referred to us by:

DENTAL HEALTH HISTORY
Yes No Yes No
Are you apprehensive about dental treatment? R ) i How often do you brush?
Have you had problems with previous dental treatment?__ [ | How often do you floss?
Do you gag easily? 0 O Does your jaw make noise so that it bothers you
S or others? S L 0
Do you wear dentures? v == ; o T ]
S T ———— ] 0 Do you clench or grind your jaws frequently? dJ
’ ) h i rene A Do your jaws ever feel tired? [ T
Do you have difficulty in chewing your food? : 1 El el . -
5 N [ e i 0 0O Does your jaw get stuck so that you can't open freely? N
o you chew an only one side of your mouth? | ’
B e ik Y fY Y " Daoes it hurt when you chew or open wide to take a bite? i
o you avoid brushing any part of your mout
Y:N'auw of pain?g e 4 1 & Do you have earaches or pain in front of the ears? £y 1
Do your gums bleed easily? I - 0 j Do you have any jaw symptoms or headaches
L ; upon awaking in the morning? ) 5
Do your gums bleed when you floss? 1 O p . g, & i
= — g 0 6 Does jaw pain or discomfort affect your appetite,
0 your gums feel swollenortender? L sleep, daily routine, or other activities?___________ El ]
Have l iced s -healing sores i
awq:;z:v:r nmlz::::low heallngsaces In-ap i1 0 Do you find jaw pain or discomfort extremely
E rm ¢ 1 v r f
i t Yt: 0.[. ?' ¥ :| P frustrating or depressing? I [y I
re your sensitive? - " 2
LA . o e g S i Do you take medications or pills for pain or discomfort
Do youu.feel M";gps of pain when your teeth come in {pain relievers, muscle relaxants, antidepressants)? i
contact with:
Ho: '_:: —— 0 Do you have a temporomandibular (jaw) disorder
1ase L -
Cold foods or liquids? po] 4 (Vo) i X PR
Sourst.,. Ny o = Do you have pain in the face, cheeks, jaws, joints,
—_— M throat, or temples? 1 [
Do you take fluoride supplements? O O Are you unable to open your mouth as far as you want? ___ 1
Are you dissatisfied with the appearance of your teeth? = Are yau aware of an uncomfortable bite? .. j .
Do you prefer to save your teeth? [ Have you had a blow to the jaw (trauma)? . L
Do you want complete dental care? . - | Are you a habitual gum chewer or pipe smoker? L) El



MEDICAL HEALTH HISTORY:

Do you have, or have you had, any of the following?

No Yes No
Heart Problems L] Diabetes Ll T
Chest pain " ] Urinate more than 6 timesaday O O
Shortnessof breath 0] Thirsty or mouth is dry much of the time [ 5|
Blood pressure problem :| Family history of diabetes i (]
Heart murmur i lo¢i h - g M M
e M Tuberculosis or other respiratory disease .
Taking heart medication ] Do you drink alcohol? O (]
Rheumatic fever 3 » If so, how much?
Pac.e.m.aker - Do you smoke? O O
Artificial heart valve U
If so, how much?
Blood Pruble.rr{s S E Hepatitis, jaundice, or liver trouble O :]
Easy bruising Ll
Frequentnosebleeds J Herpes or other STD 0 g
Abnormal bleeding I—l HIV-positive/AIDS ol ]
Blood disease (anemia) . = _
Ever require a blood transfusion? ¢ ] Glavcoma . [T A
Allergy Problems Do you wear contact lenses? M |
Hay fever History of head injury? [l ]
Sinus problems ' ) :
S e Epilepsy or other neurological disease? O oJ
Taking allergy medication Histary of alcohal or drug abuse? O ]
Asthma

Do you have any disease, condition, or problem not listed

Intestinal Problems previously that you feel we should know about?
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L]
NGRS e ; ] If so, please describe:
Weight gainorloss ]
Special diet '1
Constipation/Diarrhea O During the past 12 months, have you taken
Kidney or bladder problems U any of the following? Yes No
Bone or joint Problems ] Antibiotics or sulfa drugs J 3
ATt i Gl Anticoagulants (e.g., Coumadin) I I3
Back or neck pain ] High blood pressure medicine N [
Joint replacement 0 Tranquilizers (] O
fe.g., total hip, pins, or implants) Insulin, Orinase, or similar drug ] [
Fainting Spells, Seizures, or Epilepsy il Aspirin 0l E
= Digitalis or drugs for heart trouble ] ]
Stroke(s) Nitroglycerin O [J
Frequent or severe headaches | Cortisone (steroids) L [}
Thyroid orobl =] Natural remedies L] O
bl Ll Nonprescription drug/supplements [ [
Persistent cough or swollen glands [ Other
Premedications required by physician L]
Cancer/Tumor .
Women Yes No
Are you allergic, or ha\'re you reacted adversely, Are you taking contraceptives or
to any of the following? Yes No other hormones? O O
Local anesthelics (“Novocaine”) fiil = Are you pregnant? M [
Penicillin or other antibiotics ] 8 M-85, et dullvery; dutes - ;
Sulfa drugs ed =| Are you nursing? [ [
Barhiturates, sedatives, or sleeping pills O :| Have you reached menopause? J C
Aspirin, Acetaminophen, or Ibuprofen L] = If s0, do you have any symptoms?
Codeine, Demerol, or other narcotics B, =,
Reaction to metals M 1
Latex or rubber dam 1 =l
Other Notes:
Notes:
Patient/Parent Signature:
Date: Dentist Initial:
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