DATE 12/10/2014

TIME 8:52 AM
PATIENT REGISTRATION
ID: Chart ID:
First Name: Last Name: Middle Initial:
Patient Is: [ ] Policy Holder Preferred Name:
[ ] Responsible Party

Responsible Party (if someone other than the patient)

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

O Responsible Party is also a Policy Holder for Patient

O Primary Insurance Policy Holder

O Secondary Insurance Policy Holder

Patient Information

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: [ ] I'would like to receive correspondences via e-mail.
Section 2 Section 3

. ) ) . Referred By:

Employment Status: () Full Time (O PartTime () Retired
Previous Dentist:

Student Status: () Full Time O Part Time Emergency Contact:

Medicaid ID: Pref. Dentist: Emergency Contact #:
Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg.:
—Primary Insurance Information
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: .00 Rem. Deduct: .00
Secondary Insurance Information
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: .00 Rem. Deduct: .00




TIME 8:52 AM Thomas J. Stelmach, D.D.S. DATE 12/10/2014

MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health 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?Q Yes Q 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
Have you ever ta_ken_ Fosamax_, Boniv_a, Actonel or anyO Yes O

other medications containing bisphosphonates?

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

Do you use tobacco? () Yes () No

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

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

Women: Are you

Pregnant/Trying to get pregnant? () Yes () No Taking oral contraceptives? () Yes () No Nursing? () Yes () No

Are you allergic to any of the following?
[ ] Aspirin [ ] Penicillin [ ] Codeine
[ ] Other If yes, please explain:

[ ] Local Anesthetics

[ ] Metal [ ] Latex

[ ] Acrylic [ ] Sulfa drugs

Do you have, or have you had, any of the following?

AIDS/HIV Positive (O Yes (O No | Cortisone Medicine (O Yes () No | Hemophilia (O Yes () No | Radiation Treatments (O Yes (O No
Alzheimer's Disease (O Yes (O No | Diabetes (O Yes () No | Hepatitis A (O Yes () No | Recent Weight Loss O Yes O No
Anaphylaxis (O Yes () No | Drug Addiction (O Yes () No | Hepatitis B or C (O Yes () No | Renal Dialysis (O Yes () No
Anemia (O Yes (O No | Easily Winded (O Yes () No | Herpes (O Yes () No | Rheumatic Fever O Yes O No
Angina (O Yes () No | Emphysema (O Yes () No | High Blood Pressure () Yes () No | Rheumatism (O Yes () No
Arthritis/Gout (O Yes (O No | Epilepsy or Seizures () Yes (O No | High Cholesterol (O Yes () No | Scarlet Fever O Yes O No
Artificial Heart Valve (O Yes (O No | Excessive Bleeding (O Yes () No | Hives or Rash (O Yes (O No | Shingles O Yes O No
Avrtificial Joint (O Yes () No | Excessive Thirst (O Yes () No | Hypoglycemia (O Yes () No | Sickle Cell Disease (O Yes () No
Asthma (O Yes (O No | Fainting Spells/Dizziness() Yes () No | Irregular Heartbeat () Yes () No | Sinus Trouble O Yes O No
Blood Disease (O Yes () No | Frequent Cough (O Yes () No | Kidney Problems () Yes () No | Spina Bifida (O Yes () No
Blood Transfusion (O Yes (O No | Frequent Diarrhea (O Yes () No | Leukemia (O Yes () No | Stomach/Intestinal Disease () Yes () No
Breathing Problem (O Yes (O No | Frequent Headaches () Yes () No | Liver Disease (O Yes (O No | Stroke O Yes ) No
Bruise Easily (O Yes (O No | Genital Herpes (O Yes () No | LowBlood Pressure () Yes () No | Swelling of Limbs (O Yes O No
Cancer (O Yes () No | Glaucoma (O Yes () No | Lung Disease (O Yes () No | Thyroid Disease O Yes O No
Chemotherapy (O Yes (O No | Hay Fever (O Yes () No | Mitral Valve Prolapse () Yes () No | Tonsillitis O Yes (O No
Chest Pains (O Yes () No | Heart Attack/Failure (O Yes () No | Osteoporosis () Yes () No | Tuberculosis Q) Yes () No
Cold Sores/Fever Blisters () Yes () No | Heart Murmur (O Yes () No | PaininJaw Joints () Yes () No Tumors or Growths O Yes () No
Congenital Heart Disorder() Yes () No | Heart Pacemaker (O Yes () No | Parathyroid Disease () Yes () No Ulcers Q Yes () No
Convulsions (O Yes () No | Heart Trouble/Disease () Yes () No Psychiatric Care (O Yes ) No Venereal D|s<'aase Q Yes () No

Yellow Jaundice (O Yes (O No

Have you ever had any serious illness not listed above? () Yes () No

Comments:

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




THOMAS J. STELMACH, D.D.S.
8920 WILSHIRE BLVD. SUITE 625
BEVERLY HILLS, CA 90211
(310) 659-5399

Thank you for choosing us for optimal oral health care. We have found that our patients appreciate knowing exactly what to expect
from us both from a philosophy aspect and a financial aspect. Therefore, we prefer to inform our patients of these before we begin any
treatment.

Our Vision: Providing impeccable customer service, and instilling confidence in every patient.

Financial Arrangements: We offer the following methods of payment for services provided. This will allow us to focus on our
specialty, providing you with superior customer service and optimal dentistry in a comfortable environment using up-to-date materials
while keeping our fees as affordable as possible.

1. Cash , Debit Card, MasterCard, Visa, Discover & American Express Accepted
Payment in full is due when services are performed unless financial arrangements have been made prior to treatment.

2. Dental Financing Plan

We have made arrangements with a company that will finance your dental work with approved credit. This will allow you

to complete your dental work without delay, make no initial payment and have low monthly payments with interest free

options. Application forms are available at the reception desk.
Dental Insurance
Most insurance companies will not cover 100% of all dental expenses. Your portion, not covered by insurance, is due at the time
treatment is performed. Please understand that dental insurance is a contract between the patient and the insurance carrier, and not
between the insurance carrier and the dentist. The patient is still the responsible party regarding dental fees. We will be glad to process
your insurance forms at no charge.
Dental Insurance Estimates
Based on the information we have from your insurance company, we will ESTIMATE your portion of dental fees and payment will
be due at the time of service. If there is a balance due after your insurance company pays their portion, you will be billed for any
amount unpaid. You are responsible for any charges exceeding your benefits. Our office will assist in making collections from the
insurance company by filing the necessary forms. However, our office cannot render services based on the assumption that charges
will be paid by the insurance company.
Appointments, Timeliness, and Communication.
Please remember that your appointments are reserved specifically for you. We are committed to seeing you on-time and request that
you arrive on-time for your visits as well. We want to ensure all patients are seen when promised. We request that at least 24 hour
notice be given if an appointment needs to be rescheduled. Missed appointments (no shows) and short notice cancellations (less than
24 hours) are subject to a charge commensurate with the time reserved for treatment ($50.00 an hour). We prefer open and honest
communication in our office, and request your permission to tell you the exact condition of your oral health and to explain the optimal
way to treat it.
Treatment Fee Estimates
Dental treatment fees given are based on the treatment anticipated at the initial comprehensive examination. Some teeth may have
hidden decay or fractures, affected nerves or other unanticipated conditions requiring more extensive dental treatment. In situations
where additional charges are involved, we will explain the reason for additional treatment needed. Our financial coordinator will
discuss the additional fees and financial arrangements involved.

PLEASE FEEL FREE TO CONTACT US IF YOU HAVE ANY QUESTIONS OR CONCERNS REGARDING DENTAL TREATMENT OR
FINANCIAL ARRANGEMENTS.

I understand and agree to the following Financial Policies as listed above:

Signature of patient/responsible party Datenenmmm—msee

www.drstelmach.com




