Name

B\

FRANKLIN DENTAL CARE

PATIENT INFO / B & ER

Birth Date

SSN

Home Address

Phone / &%

Email

Employer Occupation

Work Address

Emergency Contact Person Relationship

Phone / B5E

Whom may we Thank for referring you to our Friendly Dental Office?

Website

Subscriber Name
Subscriber DOB
Subscriber SSN
Insurance Co

Employer

o Other/ Hfth

Subscriber Name
Subscriber DOB
Subscriber SSN
Insurance Co

Employer

Insurance Google Yelp
Doctor/Friend/Family/Coworker

Primary Dental Insurance / Seguro Dental Primario / = ZF £ {£&

Group No.

Insurance Phone
Patient's relationship to Subscriber / J§ ABETF ARSI % o Self / B O Spouse / {18 o Child/ RE
Secondary Dental Insurance / Seguro Dental secundario / — R F & {Rb&

Group No. HHAER

Insurance Phone

o Self/ B O Spouse / {#{® o Child/ RE

Patient's relationship to Subscriber / fi5 A EBAET 5 H9R9 (%

o Other/ Hfth

PLEASE TURN OVER PAGE TO CONTINUE / B E#EHE




We require the above information so that we can help obtain the dental benefits you are eligible for. This may require submitting the
Doctor's treatment plan to the insurance company(s) for a pre-determination of benefits, or in some cases, obtain the information by
phone or internet. We can NEVER guarantee payment by your insurance company. Treatment by Franklin Dental Care is a contract
between you the patient, and Franklin Dental Care the provider, and therefore payment for services rendered is ultimately the
responsibility of you the patient. The insurance company's contract is between you, the subscriber's employer and your dental insurance
company.

BMFELRER, UERMAIUEMEESHSEGNTHITFR. SR EREErARTEIRERE A B UFELHE
EFE, REAXLHERT, ATLLEEEESABBEESER. EMKETRERBENREEA TR, Franklin Dental Care
HaREREEBEZRZEMARE, MFranklin Dental Care BIZIRME ZHMERE, Ht, XARREMEFEREEEHENER.
RIEATIMERZE, FTPMEZTMEMTRRIEATZHENER,

Financial Policy and Responsibility / Politica Financiera y Responsabilidad / B4 Bt K Ed B {£

By signing below, | have read, acknowledge, understand and agree that regardless of my insurance status, | am financially
responsible for all charges whether or not paid by insurance. Estimates are only estimates , and they are provided as a
courtesy. In the event that my insurance carrier pays less than the estimated amount, or declines to pay the claim, |
acknowledge and agree that | am ultimately responsible for the unpaid balance for any dental services rendered. | certify the
information on the Patient Information Form is true and correct to the best of my knowledge. | will immediately notify
Franklin Dental Care of any changes in the above information. | hereby authorize Franklin Dental Care to release all

information necessary to obtain the payment of benefits.
By signing below, | acknowledge that | have read, understood and agree to the the aforementioned Financial Policy as

outlined above. By signing, | also authorize Franklin Dental Care to perform diagnostic procedures on me such as dental
radiographs (x-rays), an exam and other necessary diagnostic procedures.

BBEETHER, HERE ML ERYRE EHRVREREBENM, ERESHEREBARZMT, KHEHFAE
BERREREER, MEEREELEE  EHE2E - IRBNWRBASIZNNERDRMESTHEER - IR NERE
. BEAFRLERE, HEARUEMEMATEEFHRCRERERERE. TRE, DEHFHM BEEERLHERR
EFHEREN, MRUEESREMAEL, BRELMBMERRMTIHRE, AAFREEEERMTIHREATE
MATARENER LERGEFE,

BBAETHSEA, HEIECHE ERIURE L EMBER., FEE KERESEERMIMEIESR OHEH
TROERER, BN REXSREBR XS  BENEMMNZNZERER -

Signature of Patient / (or if applicable, Guardian / Parent):

Print Parent / Guardian Name: Date

Acknowledgement of Receipt of Notice of Privacy Practices / FEER Ik FI| B 7418 8 &0

** You may refuse to sign this Acknowledgment / R B[ LIE /B 55 B IL IR Z **

| have received a copy of the Franklin Dental Care Notice of Privacy Practices.
H E LUk ZF Franklin Dental Care BIEIA

Signature of Patient / (or if applicable, Guardian / Parent):

Print Parent / Guardian Name: Date

For Office Use Only

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

Individual or Guardian/Parent Refused to sign the Acknowledgement.
Communications barriers prohibited obtaining the Acknowledgment.

An emergency situation prevented us from obtaining the Acknowledgement
Other:

O 0O o o




1 Medical and Dental History

BEMITHE

FRANKLIN DENTAL CARE Name

YES NO Are you currently under a physician’s care?
= 2F RIREEEAMBETE?

If YES, why? / BIR 2, A{EE?

Primary Physician: | Phone

YES NO Have you ever taken osteoporosis drugs called Bis-Phosphonate drugs? Common drug names in this drug class
include Fosamax, Didronel, Zometa, Reclast, Boniva, Aclasta, Atelvia, Actonel, Aredia, Binostos or Skelid. Note these
drugs may be used for other purposes like cancer treatment.

= 2f MEECRABALEHMBEEYNSEMMRIEEY) ? ZZEYER P E REEY) & B13EFosamax, Didronel,
Zometa, Reclast, Boniva, Fosamax, Aclasta, Atelvia, Actonel, Aredia, Binostos or Skelid. 35 &

BRPELEY AR Hith B 89, INEELE R

YES NO If you replied YES to the above Bis-Phosphonate question, are you still taking this medication?
= &F" NP ERERKERERE R, BB EERALE?

How long have you been taking this medication?

fRERFASEES AT ?

If you no longer take this medication, when did you stop?

IMERMABRAEREEY, RHERHRELE?

How long did you take it?
RATEA?

YES NO Have you ever been hospitalized or had a major operation?
R”E REEEEEFERETT KFM?

bl

If YES, why? / BIR 2, AHE?

YES NO Have you ever had a serious injury to your head or neck?

= &F fREJERSRENZ T RREMIGSIE ?

YES NO Have you ever taken a drug called Fen-Phen?

= &F IRA 2B ZIE— T2 3535 (Fen-Phen) R ZE 2

YES NO Do you currently, or have you in the past, used recreational drugs?

= %2F CEAIEEHEABREMEY), SEREREEABREELEY)?

If yes, when was the last time?

MRZE, RR—RIHERFE?

Please list / F55IH |

YES NO Are you allergic to any of the following? Please tick or note which one:

= 2A BREHUTEM—TERE ? B ESGFERH—E:
O Penicillin/ F#3% O Acrylic/ RGNS
O Sulfa Drugs / TR EREZEY) O Metal/€B
O Aspirin / Al &) PFL#K O Latex/ BEL
O Codeine/ AI#EFEAE O Novocaine / I f#~&H
O Amoxicillin / FTE T #4 O Epinephrine/ & LIR%
O Other/ Hith

PLEASE TURN OVER PAGE TO CONTINUE / B EIE#E#E



Do you have any of the following medical conditions? Please cirgle Y = Yes, N = No

RAEUTEA—ERREE?FEB Y= N=%F

< << << << << << << << << << << << << << << =< =< =<

2

2 2222222222222222222222222222222

Y
YES NO
= &8

Heart Disease / 10> §i9%

Heart Murmur / 1[0 i3 &

Irregular Heart Beat / A~ #R BIlily B
Mitral Valve Prolapse / Z 5§ IE &
High Blood Pressure / & Il JEE

Low Blood Pressure / {& 0 &
Artificial Heart Valve / A& iUy J§i I iE
Heart Pace Maker / 1 [BAC 5 35
Bruise Easily / S5

Sickle Cell Disease / #iK M2 =
Breathing Problems / IR 51 78
Cancer / ffE

Radiation Treatment / 8418 &
Recent Weight Loss / 5% 3T i AR
Thyroid Disease / B HR AR & I&
Parathyroid Disease / BF ik 35 iR /R
Arthritis / B 8 ¢

Gout / & /&

Sinus Trouble / & M FFE

Asthma / Il

Hepatitis A / R B4 %

Hepatitis B/ Z BURF %

Hepatitis C / BB &

Liver Disease / AT 9%

Psychiatric Care / ¥& #{R &
Alzheimer’s Disease / [l B8 % i 2k K IR
Parkinson’s Disease / 4 #x &
Stroke / &,

Allergies to Pollen / TE#} B &R
Epilepsy / &I

Fainting / &

Congestive Heart Failure / FEM 1410 h =il
Congenital Heart Disorder / & X140 B8R

< < << << << << << << << << << << << << << < < <

2 222222222222222222222222222222

Leukemia / B M0 &

Heart Attack / 1[0 859"

Heart Surgery / 10 F 7
Anemia / &1

Excessive Bleeding / 18 & i Ifl
Hemophilia / M X%
Artificial Joint / A 1& B &
Osteoporosis / B BB
Shortness of Breath / FEIR 2 {E
Frequent Cough / $8 % % I
Lung Disease / ffiZh & J&
Emphysema / &.I&
Tuberculosis / #&#%
Chemotherapy / b &
Stomach Disease / B /&
Intestinal Disease / & B & i
Ulcers / ;&5

Drug Addiction / Z2¥ il 8
Alcoholism / BM;E

Diabetes / #EFK &
Hypoglycemia / {& If1 ¥
Jaundice / &1E

Kidney Problems / B [ &1 78
Renal Dialysis / B &

Cold Sores / &

Hives / FkiS

Exzema / [B%

Glaucoma/ & LER
HIV/AIDS / B4R
Seizures / iR 2 1E

Dizziness/ BA=®

Do you or have you had in the past any condition not listed above?

fRARTA 2B LE S| H RS 2

Please list ALL the medications you are taking.

SR IEE R REIFT A ZEY).

YES NO Are you taking Coumadin or blood thinners?
= &ZF Rz MR FERI0E?

For Women Patients Only / Solo para pacientes mujeres / {E#1 &/ Z /& Z

YES NO Are you pregnant? YES NO Are you nursing?
= &F REZETIE? E &F fRIEFEIENG



YES NO Do you have any artificial heart valves or joints (hips, knees, etc)?

= &F 1&A NE D ks s R g 2
YES NO If yes, do you need to be premedicated with antibiotics before dental treatment?

2 %E MR EFNARLNEEEEAGEAMERETRE?

What antibiotic premedication is usually prescribed for you?

HERAERTERERE R AMREN?

Please list ALL artificial joints and heart valves including dates of surgery:

AT A NERE O EIRE, aiEFHBH

Do you require antibiotic Premedication for any other reasons?

BREHNAEMAERREEFERERRAE?

Dental History / F &l 5

YES NO Do you have a specific dental problem, pain, concerns or questions? Please describe:

= &F TCREERTEMTEME &BE RESMERE? FEd,

YES NO Do you have dental exams regularly every 6 months?

= &F Taoffl A EHET —RIFHEENS ?
Date of last dental exam? X-rays? Cleaning?
E—RIFEEENWHE ? TFRIXETHR 2 HIRH?

YES NO Have you ever had a Deep Cleaning before?

= &F LRI SR ETRIREBFTRE?

YES NO If yes, did you have cleaning every 3 months?

= RA MRZ, BREB=@ARFE—R?

YES NO Do your gums bleed when you brush or floss your teeth?

= RA il 5F =5 FR oF #% % OF B S MR & ik 1 i 2

YES NO Do you floss daily?

= RA REXFAHRE?

YES NO Have you noticed any loose teeth?

= RA MBEZERETERE?

YES NO Have you noticed any bad breath?

= RA REORF?

YES NO Have you noticed any food catching between your teeth?

= RA BREIBITEZHREEIMEY?

YES NO Have you ever been diagnosed with Gum Disease or Periodontal Disease or Periodontitis?

= %A ERE G2 AT iR R T BRAE T E % ?

If yes, when was it diagnosed?

MRZE, E2EH?

How was it treated?
éComo fue tratado?

e ?

YES NO Have you noticed any growths or sores in your mouth? If yes, where?

= RA BREEIRINOEARMERSER > NRE, AHE?

PLEASE TURN OVER PAGE TO CONTINUE / B EIE#E#E



YES

ol

YES

il

YES

YES
=]
=

NO
2]

NO
)

NO
)
NO
2]
NO
2]
NO
-]
NO
2]
NO
2]
NO
-]
NO
2]
NO
2]

NO
]
NO
)

Do you notice clicking, popping or discomfort,n your jaw joint?
TBEGIBINTHEEASMEIZES, BEHBRTERK?

Which side? / Bi—3i2 ? Left / I Right / &
For how long? / % &FEfE ? |
Have you been treated? / {REZHREAE? Yes/Z  No /&K

How? / BB ? |

Has a dentist ever diagnosed you with TMJ or Tempormandibular Joint Dysfunction?
FECRZENEERESTMIE T AERAE T EEIERS 2

How was it treated?

iR ?

Has your jaw ever locked open where you were unable to close it by yourself?

:L.\E’]-F Eﬁlxﬁ*&*]-ﬁﬁ Hﬁlﬁnnli g E-Eﬁé ?

Has your jaw ever locked closed?

R TERRFHE?

Have you ever smoked? For how long? When did you quit?
R #EHh R 2 ZREME 2 R BB IR B A
Have you ever chewed tobacco? For how long? When did you quit?
RAE IS & fE 0 2 % REME 2 R R B I B R A

Do you like your smile? Please explain:

REBRIRBIERIG 7 B,

Would you like your teeth to be straighter?

TRETEHRER?

Have you had braces? If yes, do you still wear your retainers regularly? YES NO
fRE KIERE ? MREZ, BRENTEHZFEER? = &F
Do you grind or clench at night?

M EtEETEEER?

Do you have a Night Guard? Do you wear it nightly? YES NO
RERULE ? IR G ERZE IS 2 = &F
Did you get it from your dentist, or from a store? Dentist Store
BRI TEEZERKEIEESFHMN? o SIS

Do you snore? If yes, how do you treat?

fRITETZIE 2 AR, EWEla®k?

Do you have sleep apnea? If yes, how do you treat?

fRAEMREEE? NRE, EIFEDERER?

To the best of my knowledge, all the preceding answers in the Dental and Medical Histories are correct. If | have any
changes in my health status or if my medications change, | will inform the dentist and staff at my next appointment without

fail.

BEAEH, FTENESXEMAULIMEZRERMN, MRRMWBRRAKZEETAEL, HENMRBEHEYRE,
BETRNEHEMTIENITEAR,

Patient’s Signature: Date:

RAES: =R-E

Dentist’s Signature: Date:




FRANKLIN DENTAL CARE
Norman Yung, DMD

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

OGUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to
give you this Nofice about our privacy practices, our legal duties, and your rights conceming your health information. We must
follow the privacy practices that are described in this Notice while it is in effect. This Notice takes effect 4/14/2003, and will remain
in effect until we replace it.

We reserve the right to change our privacy pracfices and the ferms 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 pracfices, we will change this Nofice and make the new Notice
available upon reguest.

You may requesf 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 the Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose hedlth information about you for freatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your hedlth information to a physician or other healthcare provider providing freatment for you.
Payment: We may use or disclose your health information to obtain payment for services we provide fo you.

Healthcare Operalions: We may use and disclose your health information in connection with our healthcare operations.
Healthcare operations include quality assessment and improvement activities, reviewing the competence or qudlifications of
healthcare professionals, evaluating practitioner and provider performance, conducting fraining programs, accreditation,
cerlification, licensing or credentialing activities.

Your Authorization: In addifion fo our use of your healih information or freafment, payment or healthcare operations, vou may
give us wiitten authorization 1o use your hedith information or to disclose if fo anyone for any purpose. [If you give us an
authorization, you may revoke it in writing af 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 axcept those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights section of this
Noiice. We may disclose your hedlth information to a family member, friend, or other person to the extent necessary to help with
your healthcare or with payment for your heatthcare, bui only if you agree that we may do so.

Persons Involved in Care: We may use or disclose hedlth information to notify, or assist in the nofificatfion of (including identifying or
locating) a family member, your personal representative or another person responsible for your care, or your locofion, your )
general condition, or death. If you are present, then prior to use or disclosure of your information, we will provide you with an
opportunity 1o object to such uses or disclosures. In the event of your incapacity or emergency circumsiances, we will disclose
heaith information based on a determination using our professional judgment and our experiences with common practice fo
make reasonable inferences of your best interest in allowing a person fo pick up filled prescriptions, medical supplies. x-rays, or

other simitar forms of health information.

Markefing Healih 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 heaith information when we are required to do 5o by law.

Abuse or Negleck: We may disclose your health information to appropriate authorities if we reasonably t_:elieve that you are a
possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health
information to the extent necessary to avert a serious threat to your health or safety or the health or safety of ofhers,




National Security: We may disclose to military authorifies the hedlth information of Armed Forces personnel under certain
circumstances. We may disclose to authorized federal officials health information required for lawful intelligence.
counterinteligence, and other national security activities. We may disclose to comrectiondl insiitution or law enforcement official
having lawful custody of protected health information of inmate or patient under certain circumsiances.

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

PATIENT RIGHTS

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 vou request unless we cannot practicably do so. {You
must make a request in writing to obtain access fo your health information. You may ebiain a form to request access by using the
contact information listed ot the end of this Notice. We will charge you areasonable cost-based fee for expenses such as copies
and staff ime.  You may also request access by sending us a lefter to the address at the end of this Nofice. If you request copies,
wa will charge you $0.20 for each page. $20 per hour for staff time to locate and coby vour healih information. and postage if you
want the copies mafled to vou. If vou 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 o receive a list of instances in which we or our business associates disclosed your
health information for purposes, other than treatment, payment, healihcare operations and certain other activities, for the last 6
yaars, but not before April 14, 2003. If you request this accounting more than once in a 12-month period, we may charge you G
reasonable, cost-based fee for responding fo these additional requests.

Restriction: You have the right to request that we piace additional restrictions on our use or disclosure of your heaith information.
We are not required to agree to there addiiional restrictions, but if we do, we will abide by our agreement [except in an
emergency). '

Alternafive Communication: You have the right to request that we communicate with you about your health information by
altermnative means or to alternative locations. (You must make your request in wiifing.) Your request must specify the altemative
means or location, and provide satisfactory expianation how payments will be handled under the altemative 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 Nofice: If you receive this Notice on our Website or by elecironic mail {e-mail), you are entitled to receive this Notice in
written form.

QUESTIONS AND COMPLAINTS
If vou want more information about our privacy practices or have questions or concerns, plecse 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 hedalth information or in response to a request you made fo amend or restrict the use or disclosure of your health information
or 1o have us communicate with you by aliemative means or at alternative locations, you may complain to us using the contact
information listed at the end of this Notice. You also must submit a wiitten 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. Depariment of Health and Human Services upon
requast.

We support your right to the privacy of your heaith information. We will not retalicte in any way if you choose fo file o complaint
with us or with the U.S. Department of Health and Human Services. )

Contact Officer: Norman Yung , DMD

Telephone: 510-893-4041 Fox: 510-893-3541  Email: franklindeniglcare@yvahoo.com
Address: 1624 Frankiin St., Suite 1220, Ockland, CA 94612




