SPENCER TASKER D.M.D. CHRISTIAN PECK D.D.S.

NAME: LAST FIRST MI SEX: M F
ADDRESS CITY
STATE ZIP BIRTH DATE: / / AGE:

*##** APPOINTMENT REMINDERS ARE DONE THROUGH TEXT AND/OR EMAIL*****
IN ORDER TO CANCEL OR RESCHEDULE PLEASE REPLY TO APPOINTMENT
REMINDER OR CONTACT OUR OFFICE

HOW DID YOU HEAR ABOUT OUR OFFICE?

NAME: LAST FIRST MI SEX: M F
BIRTH DATE: / / AGE: SS#H - - MARITAL STATUS: S M W D
ADDRESS CITY

STATE ZIP HOME PHONE WORK

CELL EMPLOYER

NUMBER OF YEARS EMPLOYED: RELATIONSHIP TO PATIENT

SPOUSE/OTHER PARENT INFORMATION: NAME EMPLOYER
OCCUPATION SS# - - BIRTH DATE / /
WORK PHONE CELL PHONE

DENTAL HISTORY

NAME OF PREVIOUS DENTIST.

HOW LONG HAS IT BEEN SINCE YOU'VE SEEN A DENTIST? _ DATE OF LAST X-RAYS
HAVE YOU HAD ANY PERIODONTAL DO YOU HAVE HEADACHES,

(GUM) PROBLEMS? YES NO EARACHES, OR NECK PAIN? YES NO

DO YOUR GUMS BLEED OR HAVE YOU WORN BRACES

FEEL IRRITATED OR TENDER? YES NO ON YOUR TEETH? YES NO

DO YOU FLOSS REGULARLY? YES NO ARE YOU HAPPY WITH THE APPEARANCE OF YOUR TEETH? YES NO
ARE YOUR TEETH SENSITIVE HOT SWEETS IF NOT PLEASE EXPLAIN:

TO (PLEASE CIRCLE) COLD PRESSURE




DOES THE PATIENT HAVE ANY MEDICAL CONDITIONS? YES NO

(FOR EXAMPLE: ADHD, ASTHMA, AUTISM, CEREBRAL PALSY, DIABETES, EPILEPSY, ETC)

IF YES, WHAT CONDITIONS?

DOES THE PATIENT HAVE ANY HEART CONDITIONS? YES NO

(FOR EXAMPLE: HEART MURMUR, CONGENITAL HEART DEFECTS, ETC)

IF YES, WHAT CONDITIONS?

CONDITIONS
DOES THE PATIENT REQUIRE AN ANTIBIOTIC BEFORE BEING SEEN? __YES __NO
IF YES, DID THE PATIENT TAKE THE ANTIBIOTIC? YES NO
DOES THE PATIENT HAVE ANY HISTORY OF CANCER OR KIDNEY DISEASE? ___YES __NO
IF YES, PLEASE EXPLAIN:
[S THERE ANY POSSIBILITY OF PREGNANCY? __YES __NO
DOES THE PATIENT HAVE AN ALLERGY TO LATEX? __YES __NO
DOES THE PATIENT HAVE ANY OTHER ALLERGIES? __YES _ _NO

ALLERGIES (FOR EXAMPLE: SEASON ALLERGIES, ANIMALS, FOODS, MEDICATIONS, NICKEL, ETC)

IF YES, WHAT ALLERGIES?

[S THE PATIENT CURRENTLY TAKING ANY MEDICATIONS/ VITAMINS? __YES NO

IF YES, WHAT MEDICATIONS/ VITAMINS?
MEDICATIONS

WHY IS THE PATIENT TAKING THIS MEDICATION (WHAT CONDITION IS IT FOR)?

DO YOU (OR THE PATIENT) HAVE ANY DENTAL CONCERNS? YES NO

DENTAL
CONCERNS IF YES, WHAT CONCERNS DO YOU HAVE?

HAS THE PATIENT HAD ANY SURGERIES/HOSPITALIZATIONS IN THE PAST 2 YEARS? YES NO
SURGERY IF YES, WHAT WAS THE APPROXIMATE DATE AND REASON?

[ CERTIFY THAT THE INFORMATION | HAVE GIVEN IS CORRECT TO THE BEST OF MY KNOWLEDGE. IF ANY CHANGES DO OCCUR [ WILL NOTIFY
CABEZON PEDIATRIC DENTISTRY AND UPDATE MY FILE.

SIGNATURE: DATE:




OFFICE POLICIES

WELCOME TO OUR PRACTICE AND THANK YOU FOR CHOOSING US AS YOUR DENTAL CARE PROVIDERS. WE ARE
COMMITTED TO YOUR TREATMENT BEING SUCCESSFUL. ALL PATIENTS MUST COMPLETE AND SIGN OUR
INFORMATION/NEW PATIENT FORM PRIOR TO ANY TREATMENT. WE ASK THAT YOU PLEASE READ THE FOLLOWING OFFICE
POLICIES TO FAMILIARIZE YOURSELF WITH OUR OFFICE. AFTER READING, PLEASE SIGN BELOW. THANK YOU.

FULL PAYMENT IS DUE AT THE TIME OF SERVICE

ESTIMATES FOR MAJOR DENTAL CARE ARE AVAILABLE
THERE WILL

BE A $35.00 HANDLING FEE, IN ADDITION TO ANY BANK CHARGES FOR ANY RETURNED CHECKS. FOR YOUR CONVENIENCE WE ACCEPT CASH,
CHECKS, VISA, MASTER CARD AND DISCOVER.

REGARDING INSURANCE

WE MUST EMPHASIZE THAT AS DENTAL CARE PROVIDERS, OUR RELATIONSHIP IS WITH YOU AND NOT YOUR INSURANCE COMPANY. YOUR
INSURANCE POLICY IS A CONTRACT BETWEEN YOU AND YOUR INSURANCE COMPANY. ALTHOUGH WE ARE HAPPY TO ASSIST YOU WITH YOUR
INSURANCE CLAIMS, WE ARE NOT A PARTY TO THAT CONTRACT. IN THE EVENT THAT WE ARE ON CONTRACT WITH YOUR INSURANCE, WE
REQUIRE THAT YOU PAY THE DEDUCTIBLE (OR PROVIDE PROOF THAT YOU HAVE DONE SO) AND PAY THE ESTIMATED PORTION OF YOUR BILL AT
THE TIME OF SERVICE. WE OFTEN ACCEPT INSURANCE FEE SCHEDULES, HOWEVER THE BALANCE IS YOUR RESPONSIBILITY WHETHER YOUR
INSURANCE COMPANY PAYS OR NOT. WE ARE UNABLE TO BILL YOUR INSURANCE COMPANY UNLESS YOU GIVE US YOUR COMPLETE INSURANCE
INFORMATION.

WE ALLOW 60 DAYS FOR YOUR INSURANCE COMPANY TO PAY. [N THE EVENT YOUR INSURANCE HAS NOT PAID WITHIN A 860-DAY PERIOD, THE
BILL WILL THEN BE TURNED OVER TO YOU AND YOU WILL BE RESPONSIBLE TO PAY WITHIN THE NEXT 30 DAYS. AT THAT TIME WE ALSO
RESUBMIT TO YOUR INSURANCE COMPANY FOR THE LAST TIME. A SIMPLE CALL TO YOUR INSURANCE COMPANY FOR YOU WILL GREATLY
FACILITATE THE PAYMENT. REMEMBER, PAYMENT FOR YOUR DENTAL BILL IS ALWAYS YOUR RESPONSIBILITY. WE ALLOW YOUR INSURANCE
COMPANY 60 DAYS TO PAY AS A SERVICE TO YOU. ALL PERCENTAGES AND DEDUCTIBLES ARE DUE IN FULL AT THE TIME OF TREATMENT.

REMEMBER, WHAT WE COLLECT FROM YOU AT THE TIME OF VISIT IS ONLY AN ESTIMATE.

USUAL AND CUSTOMARY RATES

OUR PRACTICE IS COMMITTED TO PROVIDING THE BEST TREATMENT FOR OUR PATIENTS AND WE CHARGE WHAT IS USUALLY AND CUSTOMARY FOR
OUR AREA. YOU ARE RESPONSIBLE FOR PAYMENTS REGARDLESS OF ANY INSURANCE COMPANY’'S ARBITRARY, OUT-DATED DETERMINATION OF
USUAL AND CUSTOMARY RATES.

APPOINTMENTS AND SCHEDULING

PLEASE REMEMBER THAT ONCE YOU MAKE AN APPOINTMENT, THE DOCTOR’S TIME, TREATMENT ROOM, AND SUPPORT PERSONNEL HAVE BEEN
RESERVED SPECIFICALLY FOR YOU. WHEN WE SET ASIDE THIS RESERVED APPOINTMENT TIME FOR YOU WE WILL CONSIDER IT AS TIME YOU HAVE
COMMITTED. IF YOU FEEL THAT YOU REQUIRE A REMINDER PHONE CALL, PLEASE REQUEST THIS FROM OUR STAFF]
IF A MISSED
APPOINTMENT DOES OCCUR, WE WOULD ASK YOU TO PAY YOUR MISSED APPOINTMENT FEE PRIOR TO BEING SEEN. [F A SECOND MISSED
APPOINTMENT OCCURS, WE ASK THAT YOU PAY YOUR MISSED APPOINTMENT FEE PRIOR TO SCHEDULING YOUR NEXT APPOINTMENT. [F A THIRD
MISSED APPOINTMENT OCCURS, WE ASK THAT YOU TAKE THE TIME TO FIND A NEW DENTAL CARE PROVIDER. WHEN PATIENTS FAIL TO ARRIVE FOR
THE APPOINTMENTS THEY SCHEDULED, THAT TIME IS LOST WHICH COULD HAVE BEEN USED TO TREAT OTHER PEOPLE IN NEED. PLEASE HELP US
SERVE YOU BETTER BY KEEPING THE APPOINTMENTS YOU SCHEDULE.
YOUR TIME IS VALUABLE TO US. WE TRY TO STAY ON SCHEDULE AND MOST OF THE TIME WE DO. WE ASK THAT YOU HELP US TO DO THIS
BY ARRIVING AT LEAST 5 MINUTES PRIOR TO YOUR APPOINTMENT.
IF UNCONTROLLABLE CIRCUMSTANCES HAVE OCCURRED TO
MAKE YOU UP TO 15 MINUTES LATE, THERE MAY BE A POSSIBILITY THAT YOU MAY STILL BE SEEN. HOWEVER, OTHER PATIENTS THAT ARE
CURRENTLY SCHEDULED WILL BE SEEN FIRST. DESPITE OUR BEST INTENT, TREATMENT EMERGENCIES DO, ON OCCASION, ARISE IN OUR
SCHEDULE CAUSING UNAVOIDABLE DELAYS. WE WILL APPRISE YOU OF ANY SUCH CIRCUMSTANCE AT THE EARLIEST POSSIBLE OPPORTUNITY
TO AVOID ANY INCONVENIENCE FOR YOU. CABEZON PEDIATRIC DENTISTRY COMMUNICATES VIA TEXT OR EMAIL FOR APPOINTMENT REMINDERS
IF YOU WOULD PREFER A DIFFERENT FORM OF COMMUNICATION PLEASE INFORM THE FRONT DESK.

MINOR PATIENTS
FOR

AN UNACCOMPANIED MINOR, NON-EMERGENCY TREATMENT WILL BE DENIED UNLESS CHARGES HAVE BEEN PRE-AUTHORIZED TO AN APPROVED
CREDIT PLAN, CREDIT CARD, PAYMENT BY CASE OR CHECK AT THE TIME OF SERVICE. ALL CHILDREN MUST BE ACCOMPANIED BY THEIR LEGAL
GUARDIAN.

NITROUS

PLEASE BE AWARE THAT WE USE NITROUS OXIDE FOR ALL APPOINTMENTS REQUIRING ANESTHESIA. THE MAJORITY OF INSURANCES DO NOT
COVER NITROUS OXIDE. IF FOR ANY REASON YOU ARE NOT WANTING TO HAVE THIS ADMINISTERED TO YOUR CHILD, PLEASE LET THE OFFICE
KNOW BEFORE THE DAY OF THE APPOINTMENT.

I HAVE. READ THE POLICIES AND lUNDERSTAND AND AGREE TO THEM

NAME (PLEASE PRINT) SIGNATURE OF PATIENT OR RESPONSIBLE PARTY




Cabezon Pediatric Dentistry
2421 Cabezon Blvd. SE
Rio Rancho, NM 87124
Ph: 505.884.5437 — Fax: 505.994-2146

Notice of Privacy Practices and Patient Consent
For Use and Disclosure of Protected Health Information

Patient Name: Date:

I understand that under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), | have certain
Patient Rights regarding my protected health information.

I understand that Cabezon Pediatric Dentistry may use or disclose my protected health information for
treatment, payment, or health care operations — which means for providing health care to me, the patient;
handling billing payment; and, taking care of other health care operations. Unless required by law, there will
be no other uses and disclosures of this information without my authorization.

Cabezon Pediatric Dentistry has a detailed document called the ‘Notice of Privacy Practices’. It contains a
more complete description of your rights to privacy and how we may use and disclose protected health
information.

I understand that | have the right to read the ‘Notice’ before signing this agreement. If | ask, Cabezon Pediatric
Dentistry will provide me with the most current Notice of Privacy Practices.

My Signature below indicates that | have been given the chance to review such a copy of the Notice of Privacy
Practices. My signature means that | agree to allow Cabezon Pediatric Dentistry to use and disclose my
protected health information to carry out treatment, payment, and health care operations. | have the right to
revoke this consent in writing at any time, except to the extent that Cabezon Pediatric Dentistry has taken
action relying on this consent.

SIGNATURE (Patient or Legal Custodian/Authorized Representative) DATE

Relationship to Patient (if signed by another party) DATE

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our ‘Notice” at any time by
contacting: Cabezon Pediatric Dentistry ¢ 2421 Cabezon Blvd. SE ¢ Rio Rancho, NM 87124 e 505-884-5437

Copyright @2013 Stericycle, Inc. All rights reserved.
HIPAA Compliance Program



CABEZON PEDIATRIC DENTISTRY
DR. SPENCER TASKER ¢ DR. CHRISTIAN PECK

REQUEST AND CONSENT FOR PEDIATRIC DENTAL TREATMENT
PLEASE READ THIS FORM CAREFULLY! IF YOU DO NOT UNDERSTAND SOMETHING TO YOUR SATISFACTION, PLEASE

ASK QUESTIONS. WE WILL BE PLEASED TO EXPLAIN IT!
1. Irequest and authorize the treatment and procedures (i.e. exam, x-rays, and / or cleaning) outlined on the PLAN OF CARE

for: Patient Name:

2. | further request and authorize the taking of oral dental x-rays and the use of such anesthetics as may be considered
necessary to treat the patient’s dental problem(s)

3. The usual and most frequent risks or complications occurring from the planned treatment and procedures also have been
explained to me. These risks include, but are not limited to the possibility of pain or discomfort during the treatment,
swelling, infection, bleeding, injury to adjacent teeth and surrounding tissue, development of a temporomandibular joint
disorder, temporary or permanent numbness, and allergic reactions.

4. | understand that during the course of the patient’s dental treatment, something unexpected may arise that may
necessitate procedures in addition to or different from those listed on the patient’s plan of care and that | will be consulted
prior to initiation of treatment procedures not listed. | am aware that the practice of dentistry is not an exact science and
acknowledges that no guarantees have been made to me concerning the results of the dental treatment that the patient
receives at Cabezon Pediatric Dentistry.

5. lunderstand that treatment for children includes efforts to guide their behavior by helping them understand the treatment
in terms appropriate for their age. Behavior will be guided using praise, explanation and demonstration of procedures and
instruments, and using variable voice tone.

6. | understand that should the patient become uncooperative during dental procedures with movement of the head, arms
and /or legs, dental treatment cannot be safely provided. During such disruptive behavior, it may be necessary for the
assistant(s) and / or parent to hold the patient’s hands, stabilize the head and / or control leg movements. At this time, you
have the option of stopping treatment and discussing stronger sedation options such as oral sedation, deep sedation, or
general anesthesia.

7. For the purpose of advancing medical-dental education, | give permission for the use of clinical photographs of the patient
for diagnostic, scientific, educational, or research purposes.

8. All of my questions have been answered to my satisfaction and consent to the treatment and procedures prescribed for the
patient on the plan of care.

9. | confirm that | have read and understand this form or it was read to me, and that all blanks were filled in and all
inapplicable paragraphs, if any, were stricken before | signed below.

Signature of Person Consenting to Treatment Date

Signature of Doctor Date



