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CONSENT FORTREATMENT

1. | hereby authorize doctor or designated staff to take x-rays, study models, photographs,
and other diagnostic aids deemed appropriate by doctor to make a thorough diagnosis
of (name of patient) 's dental needs.

2. Upon such diagnosis, | authorize doctor to perform all recommended treatment
mutually agreed upon by me and to employ such assistance as required to provide
proper care.

3. l agree to the use of anesthetics, sedatives and other medication as necessary. | fully
understand that using anesthetic agents embodies certain risks. | understand that |
can ask for a complete recital of any possible complications.

4. 1 give consent to the doctor's or designated staff's use and disclosure of any oral,
written or electronic health records that are individually identifiable as mine for the
purpose of carrying out my treatment, payment and heaith care operations. |
understand that only the minimum amount of information necessary to provide quality
care will be used or disclosed and that a notice fully outlining the protection of my
personal heatth information is available.

5. | agree to be responsible for payment of all services rendered on my behalf or my
dependents. | understand that payment is due at the time of service unless other
arrangements have been made. In the event payments are not received by agreed
upon dates, | understand that a 1-1/2% late charge (18% APR) may be added to my
account. If required, | also understand a check of my credit history may be made.

Patient's Signature Date Witness

Parent/Responsible Party's Signatture Relationship to Patient




TIME 9:40 AM YANASE, TOFUKUJI, OKAMOTO, & YANASE DATE 5/9/2013

MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may

have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
following questions.

Are you under a physician's care now? () Yes () No If yes, please explain:

Have you ever been hospitalized or had a major operation?( ) Yes ( ) No If yes, please explain:

Have you ever had a serious head or neck injury? () Yes () No If yes, please explain:

Are you taking any medications, pills, or drugs? () Yes () No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No

Have you ever taken Fosamax, Boniva, Actonel or any —, Yes () N
other medications containing bisphosphonates? - esi) No

Are you on a special diet? () Yes () No
Do you use tobacco? () Yes () No
Do you use controlled substances? () Yes () No
—Women: Are you
Pregnant/Trying to get pregnant? () Yes () No Taking oral contraceptives? () Yes () No Nursing? () Yes( ) No

—Are you allergic to any of the following?

[ Aspirin [] Penicillin [ ] Codeine " Local Anesthetics | Acrylic [ ] Metal | Latex | Sulfadrugs
__| Other Ifyes, please explain:
~Do you have, or have you had, any of the following?
AIDS/HIV Positive (O Yes () No | Cortisone Medicine (O Yes (O No | Hemophilia () Yes () No | Radiation Treatments ) Yes ) No
Alzheimer's Disease () Yes () No | Diabetes () Yes () No | Hepatitis A () Yes () No | Recent Weight Loss () Yes () No
Anaphylaxis () Yes () No | Drug Addiction () ves () No | Hepatitis BorC () Yes () No | Renal Dialysis (O Yes ) No
Anemia (O Yes () No | Easily Winded () Yes () No | Herpes () Yes () No | Rheumatic Fever O ves () No
Angina () Yes () No | Emphysema () Yes () No | High Blood Pressure () Yes () No | Rheumatism (O Yes (O No
Arthritis/Gout (O Yes () No | Epilepsyor Seizures () Yes () No | High Cholesterol () Yes () No | Scarlet Fever () Yes () No
Artificial Heart Valve (O Yes () No | Excessive Bleeding () Yes () No | Hives or Rash () Yes () No | Shingles (O Yes () No
Artificial Joint (O Yes () No | Excessive Thirst () Yes () No | Hypoglycemia () Yes () No | Sickle Cell Disease (O Yes () No
Asthma (O Yes () No | Fainting Spells/Dizziness() Yes () No | Iregular Heartbeat () Yes () No | Sinus Trouble (O Yes () No
Blood Disease (O Yes () No | Frequent Cough () Yes () No | Kidney Problems () Yes () No | Spina Bifida () ves () No
Blood Transfusion (O Yes () No | Frequent Diarrhea ) Yes () No | Leukemia () Yes () No | Stomach/intestinal Disease (_) Yes () No
Breathing Problem (O Yes () No | Frequent Headaches () Yes () No | Liver Disease () Yes () No | Stroke (O Yes () No
Bruise Easily (O Yes () No | Genital Herpes () Yes () No | Low Blood Pressure () Yes () No | Swelling of Limbs O Yes (O No
Cancer () Yes () No | Glaucoma () Yes () No | Lung Disease () Yes () No | Thyroid Disease O Yes (O No
| Chemotherapy () Yes () No | Hay Fever () Yes () No | Mitral Valve Prolapse{ ) Yes { ) No | Tonsillitis (O Yes (J No
Chest Pains (O Yes (O No | Heart Attack/Failure () Yes () No | Osteoporosis () Yes () No | Tuberculosis () Yes (J No
Cold Seres/Fever Blisters () Yes () No | Heart Murmur (O Yes () No | PaininJawJoints () Yes () No | rumorsor Growths Q) Yes () No
Congenital Heart Disorder( ) Yes () No | Heart Pacemaker (7 Yes () No | Parathyroid Disease () Yes () No vieas, . Q Yes C—% No
Convulsions (O Yes (O No | Heart Trouble/Disease () Yes () No | PsychiatricCare () Yes () No o IoT A Q Yes O No
: . Yellow Jaundice (O Yes () No

Have you ever had any serious illness not listed above? () Yes () No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




Patient Name

DENTAL HISTORY

Patient Account No. Medical Alert

Welcome! So that we may provide you with the best possible care
please complete both sides of this medicalldental history form.
All information is completely confidential.

What is the reason for your visit today?

Date of Last Dental Visit

Last Dental Cleaning

Last Full Mouth X-rays

What was done at your last dental visit?

Previous Dentist's Name
Address State Zip
Telephene
How often do you have dental examinations?
How often do you brush your teeth? How often do you floss?
Have you ever used or are currently using topical fluoride? Yes No
What other dental aids do you use? (Interplak, toothpick, etc.)
Do you have any dental problems now? Yes No
If yes, please describe:
Are any of your teeth sensitive to; Have you ever had:
Hotorcold? Yes No Orthodontic treatment?  Yes  No
Sweels? Yes No Oral Surgery? Yes No
Biting or Chewing? Yes No Pericdontal treatment? Yes No
Have you noticed any mouth odors or bad tastes?  Yes  No Your teeth ground or the bite adjusted? Yes  No
Do you frequently get cold sores, blisters or Abite plate or mouth quard? Yes No
any other oral lesions?  Yes  No Aserious injury fo the mouthorhead? Yes No
If so, please describe, including cause
Doyour gums bleedorhurt?  Yes  No
Have your parents experienced gum disease )
ortoothloss? Yes No Have you experienced:
Have you noficed any loose teeth or change Clicking or popping of the jaw?  Yes  No
inyourbite? Yes No Pain? (joint, ear, side of face) Yes No
Does food tend to become caught in between Difficulty in opening or closing the mouth? ~ Yes  No
yourteeh? Yes No Difficully in chewing on either side of the mouth?  Yes  No
If yes, where? Headaches, neckaches or shoulder aches? Yes  No
Sore muscles (neck, shoulders)? Yes  No
Do you:
Clench or grind your leeth while awake or asleep?  Yes  No Are you satisfied with your teeth’s appearance? Yes No
Bite your lips or cheeks requlary?  Yes  No Would you fike to keep all of your teeth all of your fife?  Yes No
Hold foreign objects with your teeth?
(pencils, pipe, pins, nails, fingemalls) Yes No Do you feel nervous about having dental reatment?  Yes  No
Mouth breathe while awake or asleep? Yes  No If so, what is your biggest concem?
Have tired jaws, especially inthe moming? Yes No
Snore or have any other sleeping disorders?  Yes  No Have you ever had an upsetting dental experience? Yes No
Smoke/chew tobacco or use other tobacco products?  Yes  No Ifyes, please describe
Have you ever been fold to take a pre-medication prior o dental treatment? | ‘ Yes No
Is there anything else about having dental treatment that you would like us to know? Yes No

If yes, please describe

(Please complete other side)



YANASE DENTAL GROUP

FINANCIAL AGREEMENTS AND PAYMENT GUIDELINES

Thank you for choosing our practice for your dental care. In order to

ensure that your visits with us are positive, our administrative staff is happy to
assist you in understanding your treatment, and addressing your questions
regarding fees and financial arrangements. If you would like to discuss a
payment arrangement, please let us know before treatment commences. We
don't want the expense of care to keep you from needed dental treatment.

Our office policy is to request payment in full at the time services are
rendered. For your convenience, we do accept MasterCard, VISA, American
Express, and Discover cards. For those patients with dental plan benefits
available, we will make sure those payments are reimbursed to you immediately
upon receipt.

Group or Individual Dental Plans: We are always happy to assist our
patients in utilizing their dental benefits as efficiently as possible. Please
familiarize yourself with your plan. All plan information is provided to the
subscriber by the plan carrier upon enroliment in the plan. The term “dental
insurance” is misleading; the accurate term is “dental plan”. Benefits provided
by a dental plan are not intended to pay for all treatment; rather, a dental plan
provides the patient an option that assists with treatment costs. The patient has
the ultimate financial responsibility for all treatment rendered, regardless of
dental plan benefits.

Optimum dental health for each patient is our prime concern. We are here to
assist our patients in obtaining the highest quality of care possible. We
recommend treatment that will promote better dental health for each patient,
not what a dental plan will cover.

Each plan carrier assigns a plan-specific maximum allowable benefit amount and
deductible for a contract year. Every plan has a maximum allowable benefit
amount for each procedure, as well as a percentage of coverage for each type of
procedure. Every carrier has plan-specific criteria for coverage, fee schedules,
and percentages of coverage for procedures. We will be happy to submit a pre-
determination of benefits claim to your carrier, prior to commencement of
treatment; this will enable us to better estimate what your patient portion will
be, before you start your treatment. Please request this claim be submitted at
least three weeks prior to your treatment start date. Your remaining benefits



and deductible for the contract year at the time services are rendered, and any
plan provisions or restrictions, will dictate your benefit amount.

We are Delta Dental Premier network providers, but we work with most carriers
to ensure that our patients receive the dental benefits for which they are
entitled. We will submit claims and all necessary documentation to your carrier.
We do request that your estimated patient portion for treatment be paid at the
time treatment is rendered. Generally, we receive benefits for services within 30
days. However, if we do not receive benefits for your treatment after 60 days,
we request that the balance for the treatment be paid in full; we will continue to
assist you in obtaining your reimbursement for dental services.

Outside Financing: We are part of a network of providers with CareCredit, a
company that offers credit to qualified individuals for dental, medical, vision, and
even veterinary care. You may apply for a line of credit by accessing their
website: www.carecredit.com. If you qualify for this line of credit, you may take
advantage of a one year, interest-deferred payment option for dental services.
Please ask for assistance if you are interested in this option.

Please notify us if: 1.) you have already established a line of credit through a
source (other than CareCredit) that is available for use in this office, or 2.) you
have an FSA (flexible spending account) or reimbursement plan through your
employer. We will assist you in utilizing these options efficiently.

Account balances over 90 days will be assessed a 1.5% monthly finance charge
(18% APR). All account balances must be paid in full, regardless of outstanding
dental plan claims, within 90 days.

Our success is dependent upon a healthy partnership between the
patient and our team — accessibility and clear communication are keys
to that partnership. Please feel free to ask questions — we will be
happy to assist you!



YANASE DENTAL GROUP
FINANCIAL AGREEMENTS AND PAYMENT GUIDELINES

PATIENT:

The treatment and fees presented to you reflect conditions as they exist at this
time. Delaying treatment may lead to the progression of decay, infection or
other conditions which could necessitate additional treatment. Therefore, the
treatment plan procedures and fees will be honored for a period of three months
from the date of the initial presentation, after which re-examination, diagnosis,
and plan procedure revision may be required.

I HAVE READ AND UNDERSTAND THE FINANCIAL AGREEMENTS AND
PAYMENT GUIDELINES OF THE YANASE DENTAL GROUP

PRINT NAME  (RESPONSIBLE PARTY )

SIGNATURE (RESPONSIBLE PARTY ) DATE

AUTHORIZATION TO RELEASE INFORMATION TO DENTAL PLAN
CARRIER AND BENEFITS TO PROVIDER OF SERVICES

To the extent permitted under HIPAA regulations, I authorize the release of
information relating to my dental treatment for the purpose of billing by dental
plan carrier.

I agree to be responsible for all agreed upon fees for dental services and
materials not covered by my dental plan, and I hereby authorize dental benefits
otherwise payable to me to be released to for services rendered.

SIGNATURE  (RESPONSIBLE PARTY) DATE



