Robert A, Witek DDS INC

. L 31309 Temecula Parkwa
ADA American Dental Association® Ste 100 .
America’s leading advocate for oral health Temecula California 92592 Today's Date:

To our patients: Please know that we may ask follow-up questions to make sure we have all of the information we need in order to treat you.

PATIENT INFORMATION

Last Name First Name Middle Name:

Home Phone: Cell Phone. Work Phone:

Email Address.

Mailing Address City: State: Zip.
Date of Birth: / i Gender.

Occupation:

Emergency Contact: Name: Relationship: Phone

If you are completing this form for anather person, what is your name and relationship to that person? Name Relationship:

If executing this form as the patient’s personal representative, | represent and warrant that | have full legal right and authority te consent to the performance of any procedure(s) on this
patient. If for any reason | ne longer have such legal right and authority, | will iImmediately notify the practice in writing.

DENTAI . 'STORY & SYMPTOMS

What is the reasen for your visit today?

Are you currently experiencing any dental pain or discomfort?  ClYes CINo  If yes, where?

When was your last dental exam? i / What was done at that appointment?

When was the last time you had dental x-rays taken?

Please mark an “X* in the box ONLY if this applies to you.

Is 1t hard to open your mouth? ... ... [0 | Have you ever had a serious injury to your head or mouth? ... ... . ... O

Does it hurt to chew, bite or swallow? B 0O If yes, please describe what happened and when it happened:

Do your gums bleed when you brush or floss your teeth? O i

i i BEFiGHATE] RS T | d Fard C Have you ever had problems with dental treatment inthe past? : : O
ave you ever had periodontal (gum) treatments like scaling and root planing If yes, please describe what happened:

Do you have, or have you ever had, any sores or growths in your mouth? .. .. , [

Do you clench or grind your teeth? - B | Have you ever had a reaction to, or problem with, dental aresthesia? .0

Does your jaw click, pop or hurt? . ... .. . O | IFyes, please describe what happened:

Da you have earaches or neck pains? O

Does dental treatment make you nervous? . e S ... O | Areyou unhappy with your smile? St e g sy svess ss e

4 - : et ; - If yes, why? Please mark all that apply:

Hinge {:’U E\hrebr o ol ?;ny L els:je sTeeprrelbated reaL g ls;orders B O The color of your teeth O The shape of your teeth [ The position of your teeth
O Mouth breathing [ Snoring rouble breathing during sleep O Gther: Plasse dasribe:

MEDICATIONS & OTHER PRODUCTS/SUBSTANCES

Please use an “X*" to mark your answers to the following questions. Yes No ?

Are you taking any blood thinners (such as Coumadin, Warfarin, rivaroxaban (Xarelio®), dabigatran (Pradaxa®), clopidogrel (Plavix®), heparin oraspinn)? . ... ... . . O O O

If yes, what medication are you taking?
Are you taking any medication to treat osteoporosis or Paget’s disease? . . . . . . ... . _ Ll B 83

Serme commonly-prescribed drugs include alendronate (Fosamax®), risedronate (Actonel”) 1bar|dronate (Banwa‘ﬂ) zolendronate (Reclast”) and denosumab (Proha®}
If yes, what medication are you taking?

Are you taking, or scheduled to take, an IV medication to treat bone pain, hypercalcemla or skeletal complications resulting from Paget’s disease,
multiple myeloma or metastatic cancer? . i 5 = 5 e 1T | o [
Some commonly-prescribed drugs include denosumab (Xgevam) pamldronate (Ared|a4’) or zolendronate (?ometa”)

If yes, what medication are you taking? How many years have you been taking 1t?
Are you taking hoermonal replacements?, . | . — B A B S R B T T L == e
Do you use any form of tobacco or nicotine products (clgarettes agars, snuff, chew, bidis)? v B e I 17/ = 1
Do you use vaping products? : : . Oooao
How many alcoholic beverages do you have per week?
Do you use controlled substances (drugs), including marijuana, for either medicinal or recreational reasons? . e B A S + <[H +[E (@
If yes, what substances? If yes, how ofteniis your use? [Daily [ Several times per week [J Weekly | Occasmnally
Was the substance prescribed by adoctor? ClYes [INo If yes, for what reason(s)?
Do you take any other prescriptions and/or over-the-counter medicine(s), vitamins, herbs and/or supplements? . . ... . . . .. . .. .. Oooa
If yes, please list them here and include information about how much and how often you use each ore.
WOMEN ONLY: Are you:
Taking birth control pills? . . R N e 0:00
Pregnant? If yes, number of weeks: SRR S R A S T M S E T oo 2ot s 2 ST A M Oooao
Nursing? If yes, number of weeks: e S | | o

© 2021 American Dental Association
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ALLERGIES Please use an “X* ta mark your answers to the following questions.

I'have answered the above questions completely, accurately and to the best of my ability
Signature of Patient/Legal Guardian. Date:

Are you allergic to or have you had an allergic reaction to: Yes No ? Yes No ?
Aspirin .0 0O O  Sulfadrugs such as sulfamethoxazole- trimethoprim {Septra, Bactrim),
Barbiturates, sedatives or sleeping pills O O O  erythromycin-sulfisoxazole, sulfasala-zine (Azulfidine), erythromycin-
Codeine or other narcotics. .. .............. ... .. -0 0 O sulfisoxazole (Eryzole, Pediazole) glyburide (Diabeta, Glynase PresTabs),
Hay fever/seasonal allergies........ .. ... ... . .. 0O O O dapsone, sumatriptan (Imitrex), celecoxib (Celebrex), hydrachlorothiazide
MO s S et - s s -0 0 0O (Microzide) and furosemide (Lasix). ... ... . . . .. 1] i |
RO AUBDREL. ooty v ssisons s oot 54855 smsngg e L T S JE 5 m
e B 17y 1] o e O o ! ol s | | - T ) 3 ]
Metals LA g oo Fleasedescribeany "Yes" answers and include information about your experience.
Penicillin or other antibiotics. .. ..... |
MEDICAL & SURGICAL HISTORY
Date of last physical exam: / / What is your normal blood pressure (systolic, diastolic)?
Doctor’s Name: Phone.
Please nse an X" to mark your answers to the following questions. Yes No ?
Areyouincyod physicalhealth? ... . .. ! i s I
Are you ¢ kntlybemgseeﬁortreatedbyaphysluan? s S < e s R R KT S PR = B il 2
Has a physician ur previous dentist recommended that you take antibiotics before havmg dentalworkdone?.... ...... ........... ... .. ... .00 0O
Have you had a serious illness, operation or been hospitalized in the past 5 years?. . i . <1 O3
Have you had any type (either total or partial) of joint replacement surgery (such as for a hip, knee, shoulder, elbow, ﬂnger etc.)? 00 B T
Have you had 2 heart valve replacement or heart surgery? . = 18O
Have you had an organ or bone marrow/stem cell transplant? . . =8 03 0
Have you traveled internationally within the last 30 days. . .. ... ... . . .. . Oooag
Have you had a fever (100 4°F or above) in the last 72 hours? SN EEE
It you answered yes to any of the above, please explain’
MEDICAL HISTORY SPECIFIC Please use an “X” to mark your answers to the following questions.
Do you have, or have you been diagnosed with, any of the following conditions?
Yes No ? Yes No ? Yes No ?
Heart (Cardiac) Health Cancer. ... w5 Wl o .....0 O O Digestive Health
Pacemaker/implanted defibrillator I I | Type: Gastrointestinal disease . O oOoog
Artificial (prosthetic) heart valve [ | Date of diagnosis- GE reflux/persistent heartburn (GERD) OO0
Previous infective endocarditis . ... ... .O0Oo Chemotherapy- Stomach ulcers . LT TR ...0 0o
Congenital heart disease (CHD) . .28 '1 Radiation treatment: Eye (Vision) Health
Unrepaired, cyanotic CHD. -0 00 pgled (Circulatory) Health Glaucoma. ... ............. =0 00
Repaired (completely) in last 6 months . e ) i Y | ;
BT o s S0 ey s A )
Re_paared CHD with residual defects . ! e [ e Y 0 | Blood transfusion . ... . ... Oon At ooo
Arteriosclerosis. . ..... . ... ... ... o o s | r: date: 2 p
; yes, date: Chroenic pain vsp]. L O3
Coronary artery disease ... .. o | | Hirnanbili. O Ot
c tive heart fail Oooo emaop : = Diabetes (type | or 11} vl I T
DO"'QGS i;h 9"1 Ial ure sich: High or low biood pressure . R 1 7 o Eating disorder Oon
amaged heart valves : g 2
Heartittack . O OO Brain(Neurological)/Mental Health Frequent infections . . . el [
Heart murmur/rhylhm disoreisr B I : -ooo Type of infection: .
Depression e Ll LT, &2 Hepatitis, jaundice or liver disease ..., ..... [0 [0 O
Rheurnatic heart disease. Sk
SHroke oo FEplepsy.... ... | i [ Immune deficiency. . PO | O i 5 |
; i Mental health disorders O o0a Kidney problems ==t B 3
Breathing (Respiratory) Health Neurological disorders .0 0O 0O Malnutrition . = E 8 £
Asthma (COPD) o - O O O post-traumatic stress disorder O O O  Osteoporosis [ & s
E’U"Eh't's g S S Traumatic brain injury or concussion O O O  Rheumatoid arthritis wen B B B
m| a . ‘ ;
SII’!LI:J’S i’fgli&e 000 Autoimmune Disease Sexua}ly transmitted infection (ST)... ..... 0O O O
, Thyroidproblems.................. .....0 0O 0O
Tuberculosis. ... O O O AlDSorHWinfection..... ...... i Y i |
""""" T i i I |
Do you have any disease, condition, or problem that’s not listed here? If sq, please explain
MEDICAL SYMPTOMS/GENERAL Please use an “X* to mark your answers to the following questions,
In the past 30 days, have you: Yes No 7 Yes No ? Yes No ?
had pain or tightness inthe chest?.... ...... 0O O O | found it hard to catch yourbreath?. ....... 0O O O | experienced vomiting, diarrhea, chills,
coughed up blood or had a cough that had a high fever (greaterthan 101.5°F) for night sweats or bleeding?. ... ... .......0 O O
lasted longer than 3 weeks? O O O | noreason?. . 0 O O | had migraines or severe headaches? L]0 0
been exposed to anyone with tuberculosis?... [0 [0 O | naticed a change in your vision? o
had a rapid or irregular heart beat? . ... O 0O O | fainted fornoreason?.................... T i |
NOTE: It’s important for both the doctor and patient to talk honestly about the patient’s health before dental treatment starts.

FOR COMPLETICN BY DENTIST

Comments-

Office Use Only: [ Medical Alert O Premedication [ Allergies [ Anesthesia
Reviewed by: Date:

© 2021 American Dental Association
Form 550 *1 To reorder czll 800.947.4746 or go to ADAcatalog.org.




DENTAL TREATMENT CONSENT FORM

Please read and initial the items checked below Patient Name

WORK TO BE DONE Initial

T understand that I am having the  Fillings Bridges Crowns Extractions

following work done; Impacted teeth removed General Anesthesia Root Canals Other
DRUGS AND MEDICATIONS

Tunderstand that antibiotics and analgesics and other medications can cause allerg
pain, itching, vomiting, and/or anaphylactic shock (severe allergic reaction).

CHANGES IN TREATMENT PLAN Initial

I understand that during treatment it may be necessary to change or add procedures because of condition found while working on the
teeth that were not discovered during examination, the most comnion being root canal therapy follewing routine restorative
procedures. | give permission to the dentist to make any/all changed and additions as necessary.

REMOVAL OF TEETH Initial

Alternatives to removal have been explained to me (root canal therapy, crowns, and periodontal surgery etc) and I authorize the
dentist to remove the following teeth and any others necessary for reasons in paragraph #3. T understand removing teeth docs
not always remove all the infection, if present, and it may be necessary to have further treatment. I understand the risks involved in
having teeth removed, and some of which are pain, swelling, spread of infection, dry socket, loss of feeling in my teeth, lips, tongue
and surrounding tissue (Paresthesia) that can last for an indefinite period of time (days of months) or fractured jaw. I understand 1

may need further treatment by a specialist or even hospitalization if complications arise during or following treatment, the cost of
which is my responsibility.

ic reactions causing redness and swelling of tissues,

CROWN, BRIDGES AND CAPS Initial
[ understand that sometimes it is not possible to match the color of natural teeth exactly with artificial teeth. I further understand that I
may be wearing temporary crowns, which may come off casily and that | must be careful to ensure that they are kept on until the

permanent crowns are delivered. I realize the final opportunity to make changes in my new crown, bridge, or cap (including shape, fit
size and color) will be before cementation.

3

DENTURES, COMPLETE OR PARTIAL Initial

1 realize that full or partial dentures are artificial, constructed of acrylic, metal, and/or porcelain. The problems of wearing these
appliances have been explained to me, include looseness, soreness and possible breakage. I realize the final opportunity to make
changed in my new dentures (including shape, fit , size, placement, and color) will be the “teeth in wax” try-in visit. I understand that

most dentures require relining approximately thres to twelve months after initial placement. The cost of the procedure is not included
in the initial denture fee.

ENDODONTIC TREATMENT (ROOT CANAL) Initial

I realize there is no guarantee that root canal treatment will save my tooth, and that complications can occur from the treatment, and
that cecasionally metal objects are cemented in the tooth or extend through the root, which does not necessarily affect the success of
the treatment, I understand that oceasionally additional surgical procedures may be necessary following root canal treatment
(apicoectomy).

PERIODONTAL LOSS (TISSUE & BONE) Initial

Tunderstand that I have a serious condition, causing gum and bone infection or loss and that it can lead to the loss of my teeth.
Alternative treatment plans have been explained to me, including gum surgery, replacements and/or extractions. I understand that
undertaking any dental procedures may have a future adverse effect on my periodontal condition.

I understand that dentistry is not an exact science and that, therefore, reputable practitioners cannot fully guarantee results. 1
acknowledge that no guarantec or assurance has been made by anyone regarding the dental treatment which [ have requested and
authorized. | have had the opportunity to read this form and ask question. My questions have been answered to my satisfaction. I am
signing below that I have read and understood this form.

Signature of Patient Date

Signature of Parent/Guardian Date




Notice of Privacy Practices
Robert A. Witek DDS Inc.

Patient Name

Patient Signature

This notice describes how medical information about you may be used and disclosed and how you can get
access to this information. Please review it carefully.

Your Rights

When it comes to your health information, you have certain rights. This section explains your rights and
some of our responsibilities to help you.

You have the right to:
Get an electronic or paper copy of your medical record
¢ You can ask to see or get an electronic or paper copy of your medical record and other health
information we have about you. Ask us how to do this.
*  We will provide a copy or a summary of your health information, usually within 30 days of your
request. We may charge a reasonable, cost-based fee.

Ask us to correct your medical record
*  You can ask us to correct health information about you that you think is incorrect or incomplete. Ask us
how to do this.

* Wemay say “no” to your request, but we’ll tell you why in writing within 60 days.

Request confidential communications

You can ask us to contact you in a specific way about your medical information (for example, home or
office phone) or to send your medical information to a different address.
*  Wewill say, “yes” to all reasonable requests.

Ask us to limit what we use or share

You can ask us not to use or share certain health information for treatment, payment, or our operations.
We are not required to agree to your request, and we may say “no” if it would affect your care.
* It you pay for a service or healthcare item out-of-pocket in full, you can ask us not to share that

information for the purpose of payment or our operations with your health insurer. We will say “yes”
unless a law requires us to share that information.

Get a list of those with whom we’ve shared information

* You can ask for a list (accounting) of the times we’ve shared (disclosed) your health information, for up
to six years prior to the date you ask, who we shared it with, and why.

© 2023 Compliancy Group, LLC 1 Private
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We will include all the disclosures except for those about treatment, payment, and healthcare operations,
and certain other disclosures (such as any you asked us to make). We’ll provide one accounting a year
for free but will charge a reasonable, cost-based fee if you ask for another one within 12 months.

Get a copy of this privacy notice

You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice
electronically. We will provide you with a paper copy promptly.

Choose someone to act for you

If you have given someone medical power of attorney or if someone is your legal guardian, that person can
exercise your rights and make choices about your health information. We will make sure the person has this
authority and can act for you before we take any action.

File a complaint if you feel your rights are violated
You can file a complaint with us if you feel we have violated your rights by contacting our Privacy Officer.

* To file a complaint with our organization, please submit your request in writing to the Privacy Officer
(insert name of officer), (insert address, phone number, email) (insert city, state, zip).

*  You can file a complaint with the U.S. Department of Health and Human Services’ Office for Civil
Rights by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, by calling 877-
696-6775, or visiting www.hhs.gov/ecr/privacy/hipaa/complaints/

*  We will not retaliate against you for filing a complaint.

Your Choices
For certain health information, you can tell us your choices about what we share. If you have a clear

preference for how we share your information in the situations described below, contact us. Tell us what you
want us to do, and we will follow your instructions.

In these cases, you have both the right and choice to tell us to:
*  Share information with your family, close friends, or others involved in your care
*  Share information in a disaster relief situation
* Include your information in a hospital directory

If you are not able to tell us your preference - for example, if you are unconscious, we may share your

information if we believe it is in your best interest to do so. We may also share your information when needed to
lessen a serious and imminent threat to health or safety.

In these following cases, we never share your information unless you give us written permission:
* Marketing purposes
* Sale of your protected health information
*  Most sharing of psychotherapy notes

In the case of fundraising:

*  Wemay contact you for fundraising efforts, but you can tell us not to contact you again. We will honor
your request to not contact you again.

© 2023 Compliancy Group, LLC 2 Private
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Our Uses and Disclosures
We typically use or share your health information in the following ways:
® Treatment
We can use your health information and share it with other professionals who are treating you.

Example: A doctor treating you for an injury asks another doctor about your overall health
condition.

* Run our organization
We can use and share your health information to run our practice, improve your care, and contact
you when necessary.
Example: We use health information about you to manage your treatment and services.

e Bill for your services

We can use and share your health information to bill and get payment from health plans or other
entities.

Example: We give information about you to your health insurance plan so it will pay for your
services.

How else can we use or share your health information?

We are allowed or required to share your information in other ways — usually in ways that contribute to the
public good, such as public health and research. We have to meet many conditions in the law before we can
share your information for these purposes.

Help with public health and safety issues
We can share health information about you for certain situations such as:
* Preventing disease
* Helping with product recalls
* Reporting adverse reactions to medications
* Reporting suspected abuse, neglect, or domestic violence
* Preventing or reducing a serious threat to anyone’s health or safety

Do research
We can use or share your information for health research.

Comply with the law

We will share information about you if state or federal laws require it, including with the Department of Health
and Human Services if it wants to see that we’re complying with federal privacy law.

Respond to organ and tissue donation requests
We can share health information about you with organ procurement organizations.

Work with a medical examiner or funeral director
We can share health information with a coroner, medical examiner, or funeral director when an individual dies.

© 2023 Compliancy Group, LLC 3 Private
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Address workers’ compensation, law enforcement, and other government requests
We can use or share health information about you:
* For workers’ compensation claims
* For law enforcement purposes or with a law enforcement official
*  With health oversight agencies for activities authorized by law
*  For special government functions such as military, national security, and presidential protective services

Respond to lawsuits and legal actions

We can share health information about you in response to a court or administrative order, or in response to a
subpoena.

Our Responsibilities
*  We are required by law to maintain the privacy and security of your protected health information.
*  We will let you know promptly if a breach occurs that may have compromised the privacy or security of
your information.
*  We must follow the duties and privacy practices described in this notice and give you a copy of it.
*  We will not use or share your information other than as described here unless you tell us we can in

writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you
change your mind.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you.
The new notice will be available upon request, on our website, and we will mail a copy to you.

Effective Date of Notice (To be Completed by Provider):

Other Instructions for Notice
*  The Privacy Rule requires you to describe any state or other laws that require greater limits on
disclosures. For example, “We will never share any substance abuse treatment records without your

written permission.” Insert this type of information here. If no laws with greater limits apply to your
entity, no information needs to be added.

* If your entity provides patients with access to their health information via the Blue Button protocol, you
may want to insert a reference to it here.

* If your entity is part of an OHCA (organized health care arrangement) that has agreed to a joint notice,
use this space to inform your patients of how you share information within the OHCA (such as for
treatment, payment, and operations related to the OHCA). Also, describe the other entities covered by

this notice and their service locations. For example, “This notice applies to Community
Hospitals and Emergency Services Incorporated which operate the emergency services within all
hospitals in the greater area.”
© 2023 Compliancy Group, LLC 4 Private
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ARBITRATION AGREEMENT
Article 1: AGREEMENT TO ARBITRATE

I understand that any dispute as to dental malpractice, that is asto whether any dental care and treatment render.ed o
patient under this agreement were unnecessary or unauthorized, or were improperly, ncgli‘genﬂy or incompetently rendered, W}ll be
determined by submission to arbitration as provided by [insert "State"] law, and not by lawsuit or resort to court process except as [insert
"State"] law provides for judicial review of arbitration proceedings. Both parties to this contract, by entering into it, are giving up their
constitutional right to have any such dispute decided in a court of law before a jury, and instead are accepting the use of arbitration.

Article IT: ALL CLAIMS MUST BE ARBITRATED

2

It is the intent of the parties that this agreement binds all parties whose claims may arise out of or related to treamment

or services provided by the dentist, partners, associates and agents or employees, including any spouse or heirs of the patient, born or
unborN, at the time of the occurrence giving rise to any claim.

4 All claims for monetary damages exceeding the Jurisdictional limit of the small claims court against the dentist, part-
ners, assaciates, and employees or agents, must be arbitrated, including, without limitation, claims for lost of consortium, wrongful deatt
emotional disress punitive damages. filling, of any action in any court by the dentist 10 collect any fee from the patient shall not waive the-
right to compel arbitration of any malpractice claim. However, following the assertion of any claim against, the dentist, any fee dispute,
whether or not the subject of any existing court action, shall also be resolved by arbitration.

Article IIl: PROCEDURES AND APPLICABLE LAW

A demand for arbitration must be communicated in writing to all parties. Each party shall select an arbitrator (party
arbitrator) within thirty (30) days and third arbitrator (meutral arbitrator) shall be selected by the arbitrators appointed to the parties within
thirty (30) days thereafter. Each party to the arbitrator shall pay such party's pro rata share of the expenses and fees of the neuiral
arbitrator, not including counsel fees or witness fees, or other expenses incurred by a party for such party's own benefit.

Either party shall have the absolute right to arbitrate the issues of liability and damages upon written request 1o the
neutral arbitrator.

The parties consent to the intervention and joinder in this arbitration of any person or an y entity which would otherwis-

by a proper additional party in a court action, and upon such intervention and joinder any existing court action against such additiona.,
person or entity shall be stayed pending arbitration,

The parties agree that provisions of (insert "State”) law applicable 10 health care providers shall apply to disputes
within this arbitration agreement, includin g, but not limited to, [insert appropriate state laws by Code & Section number.]

Article IV: GENERAL PROVISIONS

All clalms based upon the same Incident, transaction or related circumstances shall be arbitrated in one proceeding. A
claim shall be waived and forever bamred if (1) on the date notice thereof is received, the claim, if asserted as a civil action, would be
barred by the applicable California statste of limitations or (2) the claimant falls to pursue the arbitration clzim in accordance with the
procedures prescribed herein with reasonable diligence. With respect to any matter not herein expressly provided for, the arbitration shall
be govemed by the [insert "State”) Code of Civil Procedure provision relating to arbitration.

/ Pagelof 2
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Atrticle V: REVOCATION

This agreement way be revoked by written notice delivered within thirty (30) days of signa-
ture and if not revoked will govern all dental services received by the patient.

Ariicle VI: RETROACTIVE EFFECT
If patient intend this agreement to cover services rendered before the date it is signed (for

example, emergency treatment), patient should initial below:

Effective as of the date of first medical services. Pt. Initials

If any provision of this Arbitration Agreement -is held invalid or unenforceable, the remain-
ing provisions shall remain in full force and shall not be affected by the invalidity of any otber provision.”

NOTICE: BY SIGNING AGREEMENT YOU ARE AGREEING TG HAVE ANY IS-
SUE OF DENTAL MALPRACTICE DECIDED BY NEUTRALARBITRATION AND YOU ARE GIVING
y UPACCESS TO A JURY OR COURT TRIAL. See Article I of this.

Print nome of Dentist. Dental Group, Assaciztion Patient Signature

Date
ROBERT A. WITEK, D.D.S., INC,
By:
Dentist of Duty Date Patient Printed Name
Authorized Representative
" Translared by: (if applicable) Patient’s Agent or Represeitative Date
¥If patient is under 18 years of age a parent
or legal guardian must sign
Signonire Date
Priat Mame .
Print Naroe
A signed copy of this document is given to the patient, Relationship to Patient
Original 1o be filed in patient's chast,

Creating Smiles

Robert A, Witek, DDS., Ine.

Pagelof 2
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Robert A Witek D.D.S. Inc
31309 Temecula Parkway Ste 109
Temecula, CA 92592

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowledgement*

iy ; .. have received a copy of this
office's Notlce of Privacy Practices,

Please Frint Name

Signatucs

Date

For OHlce Uce Only

We attempted to Obtain written acknowtedgement of receipt of our Notace of Privacy Practices, but
acknowledgement could not be sbtained because:

O Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement

O
[3 Anemergency situation prevented us from obtaining acknowledgement
0

- Other {Please Specify)

© 2002 Amercan Dental Associailon
Al Rights Reserved |

Reproduttion and use of this form by dentists and their staff Is permitted. Any othar use, dupiication or distribution of this form By any ether party requinis the prinr
writlen approval of the American Dantal Asencutinn,

This Farm ls educatignal only, does not constituta legal advice, and covers oaly fedadl, not state, law {August 14, 2008,



Creating Smiles Dental Office
Robert A. Witek, D.D.S., Inc

Pavment Policy

Full payment for service rendered is expected at the time services are provided for all cash and
non-insured patie&ts. Co-payments and deductibles are also due at the time services are provided
for those insured patients.

We will do our best in getting your benefits and co-payment information from your insurance
company; however, we are relying on insurance information given to us over the phone and per
the insurance company quotes, “this is not a guarantee of payment” from them.

You will be billed for any amount not paid by your insurance company. We will send you a
statement as soon as possible, but keep in mind it takes 2-4 months (or longer) to get payment
from your insurance company.

If you need to make payment arrangements, please do so prior to your treatment being done. Qur
office accepts cash, Visa, Master Card, Discover, and Care Credit.

Cancellation Policy

This office requires 24hr notice if you must cancel or reschedule any appointment. Failure to do
so may result in a $75 charge on your account. This fee is not covered by your insurance.

I understand the policies of the office.

Signature of Patient

Date



CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Mame:

Address:

Telephone: E.mail:
Patient #; Sacial Security #:

SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Furpose of Coasent: By signing this form, you will consent to cur use and disclosure of your profected health infor-
mation to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Natice of Privacy Practices before you decide whelher
to sign this Consent. Our Notice provides a description of our treatment, payment activities, and heaithcace oper-
ations, of the uses and disclosures we may make of your protected health information, and of other irmportant mat-
ters about your protected health information. A copy of our Notice accompanies thls Consent. We encourage you to
read it carefully and completely before signing this Consent.

We reserve the right ta change our-privacy practices as described in our Notice of Privacy Practices, If we change
our privacy practices, we will issug a revised Notice of Privacy Practices, which will conlain the changes. Those
changes may apply to any of your protected heaith information that we maintain,

Yfou may obtain & copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time hy contacting:

Robert A Witek D.D.S. Inc
31309 Temecula Parkway Ste 109
Temecula, CA 92592

Phone (951) 302-9800 fax (951) 302-9800

Right to Revoke: You will have the nght to revoke this Consent at any time b’y Qiving us written notice of your
revocation submitted to the Contact Person listed above. Please understand that revocation of this Consent will nat
affect any action we took in reliance on this Consent before we received yaur revocation, and that we may decline to
treat you or to continue treating you if you revoke this Consent.

SIGNATURE

l, . have had full opportunity to read and consider the
contents of this Consent form and your Notice of Privacy Practices. | understand that, by signing this Consent
form, | am giving my consent to your use and disclosure of my protected health information to carry cut treatment,
payment activities and health care operations.

Signature: Date:

Ifthis Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative's Name:

Relalionship o Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGH iT.
Include completed Consent in the patient's chart.



REVOCATIGN OF CONSENT

| revoke my Consent for your use and disclosure of my protected health information for treatment, payment
activities, and healthcare operations.

1 understand that revocation of my Consent will not affect any action you took in refiance on my Consent before you
received this written Notice of Ravoeation. I-also understand that you may decline lo treat oc to conhnue to treat me
after | have revoked my Consent.

Signature: Date:

© 2002 American Dental Association
All Rights Resarved

Repreduction and use of this form by denlists and Heir stafl Is permitted. Any oiher use. duplication ar distabution of this fofm & i
3 = any other party cequi
writlen approval of the American Dental Association. . Rt

This Form is educatianal anly, does nat constitule legal advice, and covers anly federal, aol slate, law (August 14, 2002).
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