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PATIENT INFORMATION

Name Preferred Name

Address Apti City State Zip Code
Home Phone Cell Phone Email

Birthdate Age [ 1Single [ ] Married [ ] Child [ ] Other Sex [ ]Male [ |Female

SSN: Employer Work Phone

How did you hear about us?

INSURANCE INFORMATION

Check all that apply: [ ] None [ ]Primary [ ] Secondary

Primary Insurance Company Policy Holder Subscriber ID#
Insurance Address Group ID#

Policy Holder’s Birthdate SSN Employer Relationship to Patient
Secondary Insurance Company Policy Holder Subscriber ID#
Insurance Address Group ID#

Policy Holder's Birthdate SSN Employer Relationship to Patient

PATIENT AGREEMENT Please initial each section

| authorize the release of my health information and treatment descriptions to my insurance carrier (if any) to secure the

payment of benefits in connection with my dental claims.

| agree to pay the fees charged for dental services at the time services are rendered. If | have insurance, my portion will be
estimated. This is just an estimate, my insurance company will decide on actual coverage. | understand that | am personally
responsible for my account regardless of whether my insurance company makes a full, partial or no payment on the account.

__ lunderstand that a service charge of 2.5% per month will be added monthly on any unpaid balance over 30 days. Should my
account be turned over for collections, | agree to pay all costs to collect the debt, including, but not limited to, interest,
attorney’s fees, court costs, and collection fees in the amount of 40%. The obligation to pay the collection fees shall be imposed
at the time of assignment of the debt to a third party debt collection agency. Furthermore, | authorize the release of all
financially identifiable information concerning my account to the collection agency or attorney.

Broken appointments inconvenience many people. If | am unable to keep my appointment, a 24 hour notification is
appreciated so that my appointment time can be given to someone else. | understand that appointments not cancelled or

re-scheduled at least 24 hours in advance MAY be subject to a fee.

| agree to receive electronic messages for appointment reminders. These messages may also be related to my healthcare, billing

or other services provided to patients. | understand that | can update my text preferences at any time.

Responsible Party’s Name Signature

Relationship to Patient Date
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PATIENT HEALTH FORM ARIDGE VIEW.

W' sviLE CARE

Name Date

HEALTH HISTORY

Check all that apply: [ ] None

[ ] Artificial Heart Valve [ ] Cigarette, Pipe, or Cigar Smoking [ ] Heart Murmur [ 1 Nervous Disorder

[ ] Artificial Joints [ ] Congenital Heart Disease [ 1 Herpes [ 1 Pacemaker

[ 1Bleeding Gums [ ] Diabetes [ 1Hepatitis: Type_______ [ ] Radiation Treatment
[ 1Blood Thinners [ ]1Dry Mouth [ 1HIV/AIDS [ 1Rheumatic Fever

[ ] Cancer [ ]1Epilepsy [ ] Mental Disorder [ 1Scarlet Fever

[ 1Chemotherapy [ ]1Grinding Teeth [ ] Mitral Valve Prolapse [ ] Tuberculosis

[ 1 Chewing Tobacco [ 1Heart Disease [ ] Other: Explain

Primary Physician Phone Number

Have you been told by your physician that you need to be pre-medicated with an antibiotic prior to dental visits? [ ] Yes [ ] No

Women: [ ] Pregnant? Due Date: [ ] Nursing?

ALLERGIES

Check all that apply: [ ] None

[ 1 Aspirin [ ] Codeine [ 1 Epinephrine [ ] Erythro [ ] Latex [ ] Penicillin [ ]Sulfa
[ 10ther:

CURRENT MEDICATIONS

[ 1None

Medication Reason Prescribing Doctor




INFORMED CONSENT FORM

Dr. Schvaneveldt would like all of his patients to have knowledge of risks and benefits of dental procedures. No dental
treatment is free of risk, but Dr. Schvaneveldt will take reasonable steps to limit any complications of your treatment. We
ask that you review the procedures listed and feel free to ask any questions.

1.

10.

11.

Drugs and Medication: 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.)

Changes in Treatment: 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.

Risks of Local Anesthetic: There is a possibility of injury to the nerves of the lips, jaws, teeth, tongue, or other
oral or facial tissues from any dental treatment, particularly those involving the administration of local anesthetics.
The resulting numbness that can occur is usually temporary but, in rare instances, could be permanent.

Removal of Teeth: Alternatives will be explained to you (root canal therapy, crowns, implants, and periodontal
surgery, etc.) The removal of teeth does not always remove all the infection, if present, and it may be necessary to
have further treatment. Some of the risks are pain, swelling, spread of infection, dry socket, loss of feeling in teeth,
lips, tongue and surrounding tissue (paresthesia) that can last for an indefinite period of time (days or months),
sinus perforation, or fractured jaw. Further treatment by a specialist or even hospitalization if complications arise
during or following treatment would be your responsibility.

Crown, and Bridges: Sometimes it is not possible to match the color of natural teeth exactly with artificial teeth.
You may wear temporary crowns, which may come off easily. You will need to be careful to ensure that they are
kept on until the permanent crowns are delivered. The final opportunity to make changes to a new crown, or bridge
(including shape, fit, size, or color) must be done at the preparation appointment.

Partials: They are artificial, constructed of plastic, metal and/or porcelain. The problem of wearing these
appliances, including looseness, soreness, and possible breakage. Most partials require relining approximately
three to twelve months after initial placement. The cost for this procedure is not included in the initial fee.

Endodontic Treatment (Root Canal): There is no guarantee that root canal treatment will save a tooth.
Complications can occur from the treatment and occasionally metal objects are cemented in the tooth or extend
through the root, which does not necessarily affect the success of the treatment. Occasionally additional surgical
procedures may be necessary following root canal treatment (apicoectomy).

Periodontal Loss (Tissue & Bone): This is a serious condition, causing gum and bone infection or loss and can
lead to the loss of teeth. Alternative treatment will be explained to you (gum surgery, replacements, and/or
extractions). Any dental procedure may have a future adverse effect on your periodontal condition.

Implants: They are a permanent alternative to bridges, partials or dentures. This process may involve the
participation of an oral surgeon. Fees for his/her services are separate from our service fees. This process involves
several steps and could last from 2-6 months before complete (depending on healing time needed). As with
crowns, color may not match perfectly with natural teeth.

Sealants: There is no guarantee that a sealant will prevent all cavities. They do, however, form a hard shield that
keeps food and bacteria from getting into tiny grooves and causing decay along the chewing surfaces of the back
teeth. Occasionally sealants need to be replaced, since they do not last a lifetime. Sealants can be done at any age
as long as the teeth are free of decay and fillings. The doctor will determine the best time to have them done.

Treatment risk: | understand that any time a restoration is performed there is a possibility of trauma to the nerve of
the tooth, which could result in varying degrees of sensitivity and complications including, but not limited to the
following: cold sensitivity, hot sensitivity, biting sensitivity, abscess, pulp necrosis.

Most of the symptoms usually resolve as the nerve heals. Complications may arise resulting in the need for
additional treatment. This may include one or more of the following: bite adjustments, replacement of the
restoration due to open margins discovered after final cementation, root canal treatment or tooth removal.

Your treatment plan, along with alternatives, will be discussed with you. Any costs discussed with you are estimates.

| have read the above informed consent and fully understand all risks, and have had any questions answered.

Patient (Guardian) Signature: Date:

Patient Name: Guardian Name (Print):
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