TIME 2:30 PM

ID: Chart ID:

First Name:
~ | Policy Holder
| Responsible Party
Responsible Party (if someone other than the patient)

Patient is:

- First Name:
Address:
' City, State, Zip:
‘. Home Phone: Work Phone:
- Birth Date: Soc Sec:

@) Responsible Party is also a Policy Holder for Patient
Patient Information

DATE 12/16/2010

PATIENT REGISTRATION

Last Name: Middle Initial:
Preferred Name:
Last Name: Middle Initial:
Address 2:
Pager:
Ext: Cellular:

Drivers Lic:

O Primary Insurance Policy Holder O secondary Insurance Policy Holder

Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Sex: ) Male () Female Marital Status: () Married () Single (O Divorced () Separated () Widowed
Birth Date: Age: Soc. Sec: Drivers Lic:
E-mail: | 1 would like to receive correspondences via e-mail.
Section 2 Seétion 3
Employment Status: () Full Tme () Pat Time () Retired Additional Comments:

Student Status: () Full Time (O Part Time

Medicaid ID: Pref. Dentist:
- Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg.:
Primary Insurance Information =
Name of Insured: Relationship to Insured(( > Seif () Spouse () Child () Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: . i Address 2:
- At — -
City,State, Zip: | City,State,Zip: i
Rem. Benefits: .00 Rem. Deduct: .00
Secondary Insurance Information s ' i
" Name of Insured: Relationship to Insured{_) Self () Spouse () Child () Other
Insured Soc. Sec: _ Insured Birth Date:
Employer: Ins. Company:
Address: Address:
| Address 2: Address 2:
City,State, Zip: ) City, State, Zip:
© Rem. Benefits: Rem. Deduct: .00

.00



Clyde S. Ikeda, D.D.S.

DENTAL HISTORY

Patient’s name Date

Please check any of the following that apply to you.

e Sensitivity (hot, cold, sweets) O
Where? UR LR UL LL
e Headaches, earaches, neck pain 0
e Jaw joint pain O
e Teeth or fillings breaking O
e Grinding or clenching teeth O
e Bleeding, swollen or irritated gums O
e Loose, tipped or shifted teeth O
e Bad breath O
Do you have or have you had any of the following?
e Dentures O
e Partial dentures O
e Braces J
¢ Gum treatments O

Please share the following dates:
¢  Your last cleaning

e Your last oral cancer screening

e Your last complete x-rays

Please give us the name of your previous dentist

City and state

Phone number

Why did you leave your previous dentist?

What is the most important thing to you about your future smile and dental health?

What is the most important thing to you about your visit with us today?

On a scale of 1 to 10, with 10 being the highest rating:
How important is your dental health to you?
1 23 45 6 7 8 9 10
Where would you rate your current dental health?
1 23 45 6 7 8 9 10

If you could whiten your teeth for a cost anyone could afford; would you do it? [
Do you smoke or use chewing tobacco?
If yes, how much? For how long?
If you could change your smile, would you: ' _
Make them straighter? ] Close spaces? O
Replace dark/stained fillings? 00 Repair chipped teeth? 0
Replace missing teeth? O Replace unsightly crowns? [



TIME 2:32 PM

Clyde S. lkeda, D.D.S.

DATE 12/16/2010

MEDICAL HISTORY

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Heaith 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

Have you ever been hospitalized or had a major operation?( ) Yes () No
Have you ever had a serious head or neck injury? () Yes () No

Are you taking any medications, pills, or drugs? () Yes () No

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

Are you on a special diet? ( ) Yes () No

Do you use tobacco? () Yes () No

Do you use controlled substances? () Yes () No

Are you allergic to any of the following?
| Aspirin | | Penicillin | Codeine [ ] Acrylic

| Other If yes, please explain:

If yes, please explain:
If yes, please explain:

If yes, please explain:

If yes, please explain:

Women: Are you
| Pregnant/Trying to get pregnant? Nursing?

| | Taking oral contraceptives?

Latex Local Anesthetics

Do you have, or have you had, any of the following?
| ' AIDS/HIV Positive | | Chest Pains

Alzheimer's Disease Cold Sores/Fever Blisters

L
=

\
Anaphylaxis | Congenital Heart Disorder | | Glaucoma
| Anemia | Convulsions | | Hay Fever
| Angina | Cortisone Medicine | | Heart Attack/Failure
| Arthritis/Gout Diabetes | Heart Murmur
Aificial Heart Valve Drug Addiction | Heart Pace Maker
| | Artificial Joint | | Easily Winded Heart Trouble/Disease
| | Asthma | | Emphysema Hemophilia
| | Blood Disease | | Epilepsy or Seizures Hepatitis A
| | Blood Transfusion [ | Excessive Bleeding | | Hepatitis B or C
| | Breathing Problem || Excessive Thirst Herpes
Bruise Easily | Fainting Spells/Dizziness | | High Blood Pressure
_| cancer | Frequent Cough | | Hives or Rash
| Chemotherapy || Frequent Diarrhea | Hypoglycemia

" Frequent Headaches
Genital Herpes

| | Irregular Heartbeat | Scarlet Fever
| | Kidney Problems Shingles
| Leukemia Sickle Cell Disease

Liver Disease || Sinus Trouble

| Low Blood Pressure | = Spina Bifida
| Lung Disease | | Stomach/Intestinal Disease
| Mitral Valve Prolapse | | stroke
|

| | Painin Jaw Joints | sweliing of Limbs

|
|
Parathyroid Disease -] Thyroid Disease
| Tonsiliitis
Tuberculosis

| | Psychiatric Care
| | Radiation Treatments

|| Recent Weight Loss Tumors or Growths
|| Renal Dialysis [ Ulcers
| Rheumatic Fever || Venereal Disease
Rheumatism | | Yellow Jaundice

Have you ever had any serious iliness not listed above? () Yes () No If yes, please explain:

Comments:

. To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
1 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




Photography Authorization

I, , hereby give my consent for Dr. Clyde S. Ikeda to take

photographs, slides, or images of my face, jaw, and teeth. I also grant permission to reproduce,
print, and/or publish these images for use in articles, lectures, or advertisements to promote
* cosmetic dentistry.

I understand that some of these images may be used by dental laboratories for fabrication of
crowns, veneers, bridges, or dentures, and these images will become part of my dental record.

I do not expect compensation, financial or otherwise, for the use of these images.

Please initial:

I consent to the use of my photographs, slides, and/or images for articles, lectures,
marketing, advertising, and laboratory use.

I consent to the use of my photographs, slides, and/or images for ONLY
laboratory use.

I do NOT consent to the use of my photographs, slides, and/or images.

I understand that I may inspect or copy the protected health information to be used or disclosed.
I understand that the information disclosed under this authorization may be subject to
redisclosure, and no longer protected by the federal privacy regulations. I understand that I may
refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain
treatment. Finally, I understand that I may revoke this authorization in writing at any time by
sending a letter to your office at the address below. Unless revoked by me, this authorization
expires 10 years from the date I sign below.

Patient’s Signature Date




1,

Clyde S. Ikeda, DDS

Acknowledgement of Receipt of
Notice of Privacy Practices

* You May Refuse to Sign This Acknowledgment*

, have received a copy of this office’s Notice of

Privacy Practices.

Print Name

Signature

Date

For Office Use Only

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

0

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

Other (Please Specify)

Reproduction of this material by dentists and their staff is permitted. Any other use, duplication or distribution by any other party
requires the prior written approval of the American Dental Association. This material is educational only, does not constitute legal
advice, and covers only federal, not state, law. Changes in applicable laws or regulations may require revision. Dentists should
contact their personal attorneys for legal advice pertaining to HIPAA compliance, the HITECH Act, and the U.S. Department of
Health and Human Services rules and regulations.

© 2010 American Dental Association. All Rights Reserved.



Clyde S. lkeda, DDS

Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY. THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

Our Legal Duty

We are required by applicable federal and state law to maintain the privacy of your protected health information. We are also required to give
you this Notice about our privacy practices, our legal duties, and your rights concerning your protected health information. We must follow the
privacy practices that are described in this Notice while it is in effect. This Notice takes effect 01/01/2011, and will remain in effect until we
replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by
applicable law. We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all health
information that we maintain, including health information we created or received before we made the changes. Before we make a significant
change in our privacy practices, we will change this Notice and provide the new Notice at our practice location, and we will distribute it upon
request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this Notice,
please contact us using the information listed at the end of this notice.

Your Authorization: In addition to our use of your health information for the following purposes, you may give us written authorization to use
your health information or to disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in writing at any time.
Your revocation will not affect any use or disclosures permitted by your authorization while it was in effect. Unless you give us a written
authorization, we cannot use or disclose your health information for any reason except those described in this Notice.

Uses and Disclosures of Health Information
We use and disclose health information about you without authorization for the following purposes.

Treatment: We may use or disclose your health information for your treatment. For example, we may disclose your health information to a
physician or other healthcare provider providing treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you. For example, we may send
claims to your dental health plan containing certain health information.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. For example,
healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications of healthcare
professionals, evaluating practitioner and provider performance, conducting training programs, accreditation, certification, licensing or
credentialing activities.

To You Or Your Personal Representative: We must disclose your health information to you, as described in the Patient Rights section of this
Notice. We may disclose your health information to your personal representative, but only if you agree that we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of (including identifying or locating) a
family member, your personal representative or another person responsible for your care, of your location, your general condition, or death. If
you are present, then prior to use or disclosure of your health information, we will provide you with an opportunity to object to such uses or
disclosures. In the event of your absence or incapacity or in emergency circumstances, we will disclose health information based on a
determination using our professional judgment disclosing only health information that is directly relevant to the person’s involvement in your
healthcare. We will also use our professional judgment and our experience with common practice to make reasonable inferences of your best
interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other similar forms of health information.

Disaster Relief: We may use or disclose your health information to assist in disaster relief efforts.

Marketing Health-Related Services: We will not use your health information for marketing communications without your written
authorization.

Required by Law: We may use or disclose your health information when we are required to do so by law.

© 2010 American Dental Association. All Rights Reserved.



Public Health and Public Benefit: We may use or disclose your health information to report abuse, neglect, or domestic violence; to report
disease, injury, and vital statistics; to report certain information to the Food and Drug Administration (FDA); to alert someone who may be at
risk of contracting or spreading a disease; for health oversight activities; for certain judicial and administrative proceedings; for certain law
enforcement purposes; to avert a serious threat to health or safety; and to comply with workers’ compensation or similar programs.

Decedents: We may disclose health information about a decedent as authorized or required by law.

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances. We
may disclose to authorized federal officials health information required for lawful intelligence, counterintelligence, and other national security
activities. We may disclose to correctional institution or law enforcement official having lawful custody the protected health information of an
inmate or patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as voicemail
messages, postcards, or letters).

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request that we provide copies
in a format other than photocopies. We will use the format you request unless we cannot practicably do so. You must make a request in
writing to obtain access to your health information. You may obtain a form to request access by using the contact information listed at the end
of this Notice. You may also request access by sending us a letter to the address at the end of this Notice. We will charge you a reasonable
cost-based fee for the cost of supplies and labor of copying. If you request copies, we will charge you $0.25 for each page, $25 per hour for
staff time to copy your health information, and postage if you want the copies mailed to you. If you request an alternative format, we will
charge a cost-based fee for providing your health information in that format. If you prefer, we will prepare a summary or an explanation of your
health information for a fee. Contact us using the information listed at the end of this Notice for a full explanation of our fee structure.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health information
for purposes other than treatment, payment, healthcare operations, and certain other activities, for the last 6 years, but not before April 14,
2003. If you request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to
these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information. In most
cases we are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in certain
circumstances where disclosure is required or permitted, such as an emergency, for public health activities, or when disclosure is required by
law). We must comply with a request to restrict the disclosure of protected health information to a health plan for purposes of carrying out
payment or health care operations (as defined by HIPAA) if the protected health information pertains solely to a health care item or service for
which we have been paid out of pocket in full.

Alternative Communication: You have the right to request that we communicate with you about your health information by alternative means
or at alternative locations. (You must make your request in writing.) Your request must specify the alternative means or location, and provide
satisfactory explanation of how payments will be handled under the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. Your request must be in writing, and it must explain why
the information should be amended. We may deny your request under certain circumstances.

Electronic Notice: You may receive a paper copy of this notice upon request, even if you have agreed to receive this notice electronically on our
Web site or by electronic mail (e-mail).

Questions and Complaints
If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your health
information or in response to a request you made to amend or restrict the use or disclosure of your health information or to have us
communicate with you by alternative means or at alternative locations, you may complain to us using the contact information listed at the end
of this Notice. You also may submit a written complaint to the U.S. Department of Health and Human Services. We will provide you with the
address to file your complaint with the U.S. Department of Health and Human Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint with us or
with the U.S. Department of Health and Human Services.

Contact Officer: Clyde S. Ikeda, DDS

Telephone: 805-934-4500 Fax: 805-934-5263
E-mail: drikeda@drikeda.com

Address: 2503 Professional Pkwy, Santa Maria, CA 93455

© 2010 American Dental Association. All Rights Reserved.



