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CONSENT FOR TREATMENT

1. I hereby authorize doctor or designated staff to take x-rays, study models, photographs,
and other diagnostic aids deemed appropriate by doctor to make a thorough diagnosis

of {name of patient) _ __'sdental needs.

E\J

Upon such diagnosis, | authorize doctor to perform all recommended treatment
mutually agreed upon by me and to employ such assistance as required to provide

proper care.

3. | agree to the use of anesthetics, sedatives and other medication as necessary. | fully
understand that using anesthetic agents embodies certain risks. 1 understand that |

can ask for a complete recital of any possible complications.

4. | give consent to the doctor's or designated staff's use and disclosure of any oral,
written or electronic health records that are individually identifiable as mine for the
purpose of carrying out my treatment, payment and health care operations. |
understand that only the minimum amount of information necessary to provide quality
care will be used or disclosed and that a notice fully outlining the protection of my

personal health information is available.

5. 1 agree to be responsible for payment of all services rendered on my behalf or my
dependents. | understand that payment is due at the time of service unless other
arrangements have been made. In the event payments are not received by agreed
upon dates, | understand that a 1-1/2% late charge (18% APR) may be added to my
account. If required, | also understand a check of my credit history may be made.

6 Cell Phone: 0 | consent to the dental practice using my cell phone number to (choose
one or both) U call or [ text regarding appointments and to call regarding treatment,
insurance, and my account. | understand that | can withdraw my consent at any time.

My cell phone number is (include area code)

Patient’s Signature_ 1ol Ve RO . Bate _ Witrness

Parent/Responsible Party's Signature __ Relationship to Patient




| DENTAL HISTORY
mPEﬂe&ﬁfACcoUﬁtNﬁ._——“_——mnwu—» S hTM&dica[Aie‘rl e e

‘%icame’ 50 thzzzﬁ we may pmmde yau wztfj szae ém prmzble eare p!mse mﬁghlmﬂ éatlz 53:;’9:
of this medicalldental history form. Al information is completely confidential

What is the reasortfor your visittoday?

DateofLastDentalVisit . lastDentalCleaning  LlastFullMouthXerays .

\What was done at your last dental vist?___ LEe e

Provieus DentistsNeme e ERL G Teealies el

fddese o 0 - - - - e 0 o

How-often do you have dental examinations? e S G e e

How often do you brush yourfeeth? o0 . Howdvhendoynfesst -

Have you sver used or are curmently usmg tcsplcal ﬁu&n&e” Yes No

What other dental aids do you use? {Interplak, foothpick. ete} v

Do you have any dental problems now? Yes No [fyes,plessedescribe:

Are any of your testh sensitive fo! Have you ever had:

W o o L e Ny ORBOGONES OB e it 5. M0

Sweets?..... e e e e YoS  No Gt R L o

BtmgerChewwg? st Ko Periodontal treatment’f - e M

Have yaunetfcedaﬂymauihnﬁors ori:ad tastes? e s Yes  No Your testh ground or the bxzeadjusied? g Yes  No

Do yeu frequently get cold sores, blisters or any atheroraz esxoﬂs?’..,,,....\,,;‘fes No Ahite plate or mouth guard?....vmummssmmane 768 No
A serious injary to the mouth or haad?‘fes No

Do yeur gums bleed of hur?.... s N Please describe, includingeause

Have your parents expenenced gumdlseaseertocm !nss? e il

Have you noticed any locse teeth or change in your bite?............ ..“.......,Yes No Have you experienced:

Des food tend to becorme caught in between your Ieﬂih" s e Clicking or popping of the jaw? ... R

Byvesepherol i be B oY e e e e Pain? (joint, ear, side of face} ... GBS NG
Difficulty'in opening or closing the mauﬂw'?....‘..,,. La¥es - No

Do you: Difficulty in chewing on either side of the mouth?........... Yes  No

Cleneh or grind your feeth while awake or asieep?.. fes Mo Headaches, neckaches or shoulder aches?............ s No

Bite your fips or cheeks regularly?.....cswusermine Mes Mo Sore muscles (neck, ShOUIdErs)? .....oummsenes No

Hold foreign objects with your teeth? {gencﬂs, pipe, ot Yes. No

WMouth breathe while awake or as’l‘eep?,...k..,,.,..._ : Ho Are you sattshed thh your teeth’s appearance‘? Yes No

Have fired jaws, espesially in the moming? ..... No Would you like to replace your siftver flings? . coomwomne Y88 No

Snore or have any other sleeping disorders?. ... s No Weuld you tike to keep all of your teeth all of your hfe'? Jes  No

Smoke/chew fobacco or ese other tobacco praduzts’? Ko

Boyontcelpetvols chpmianpndantaeniients 0 D DD i it e e = s Ry

Please describe e e e _ -
Have you ever had an ups&tﬁng dentalexpenence‘? o L B s
Pleasedescribe _ : :

Have you ever been told o take a pr&medmaim pnarta dentai treanneﬁﬁ G B e R S i, o e s RN

Is there anything else about having dental treatment that you would like US tO KNOW?....c..cocmicmmivmmimimimmsismmmmnmsmsmmnnon 188 NO
Boainnele L L g e e

{Please complete other side)

¢ pride Institute FORM 015 {10.12) 1.800.925.2600 www.prideinstitute.com



£ | MEDICAL HISTORY

. Physiclan'slame e . By o
Have yoit had any medical care within the e MR e Yes Mo
Seoerbe . - e S e S e :

. Have you taken any medication OF Arugs during the st WO YEarS? ... veecssmeso oo oo T
:lfyes,pl'sase:ﬁstﬁameanﬁdosage,. = . . . . .

3. Are you currantly teking any medication, drugs, pills or herbal remedies, including regular dosages GEESPRY . Y N
1f§ees,.'pieaseﬁsmﬁ;m'e-andciesage._ e e e

. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other bisphosphonates? o e R
i‘fyes,pl:eas&ﬁstnamaandd@sage - e s -

5. Aré you aware of having an allergic {or adverse) reaction to any substance or Modoetons . 0 o 4. . G No
If yes, please specify___. el e L

6. Have youbeen 3 patient in the hospital during the past five years?

7. Indicate which of the following you have had, or have at present, Circle “yes” o “ng” to each item.

e e M

Heart Surgery, Disease, Attack]... Yes  No  Uloets oo Yes Mo Hepatiis A B C (oircle),, Yes No
Lhesthan L cenne VOB Mo Dbetes . 0 g No Venersal Diseass .. Yo No
Congenital Heart Diseass ... Y& HNo Thyroid Problems .......ooeeec., Yes  No ALD.S/HIY. Posifive .. Yos  No
HeariBlumwe ... Y W Slagcoma s U e Cold Sores/Fever Blisters ....... Yes  No
High/Low Blood Pressure ., Yes  No  Contactlenses v Yes No Blood Transfusion ..., Yes  No
Witral Valve Prolapse ... Yes No EmphYSema oo . Yes  No Hemophilia ... Yos  No
Artificial Hoart ValvePacemaler ... Yes  No Chronic Cough ..., Yos  No Sickle Cefl Disease .. Yes  No
Rhetimatie Fover ..., Yos  Ne  THOSrGUlOSs Yes  No BRISSESSN i Y5 No
Arthuitis/Rheumatist . Yes  No petE L e N Liver Disease/Yellow Jaundice . Yes No
Cortisope Medicine ... Yos - No Hay Fever/Allargy/Hives ............ Yes  No Neurological Disorders .............. Yes No
Swollen Ankles ......... ~ Yes  No  latexSensitivity ... Yes No  Epilepsy or Seizures ... Yes  No
R Yes No Fainting or Dizzy Spells ........... Yes No
Diet (Special/Restricted) Yes No  Radiation Therapy ... Yes Ne NervVOUSIARXIOUS ......ocornon.rs Yes No
Artificial Joinis thip, ke, Bler ... Yes  Ne Chemotherapy ... Yos No Psychiatricfl?s-yc_heiogicai Care.. Yes No
Kdeeypiolible v, Y55 No T et Yes No SO i s NG

8. Have you lost or gained more than 10 pounds in the past year? ... e o . o S i« No
9. Do you have or have you had any disease, condition, or problem not listed? No
IFyes,pleasefistt L S
10. Women: Ars you pregrant or think youcouldbepregnant?  Yes _ Months No Nursing? Yes No
L 0 s e 0 e o Feg o Yes  No

| understand the above information is necessary to provide me with dental care in 3 safe and efficient manner. | have
answered all guestions to the best of my knowledge. Should further information be needed, you have my permission to
ask the respective health care provider or agency, who may release such information to you. I will notify the doctor of
any change in my health or medication.

Patient/Guardian Signatuee . Dt
B

| DetistSignatus
© Pride Institute

FORMOIS (1092) 18009250600 o ‘prideinstitute.com




Nishi H. Vakharia, D.D.S, P.C
125 Siringo Road Suite B

Santa Fe NM 87505

Phone: 505-983-6153

Fax: 505-983-8132

Email: info@vakhariadds.com

Signature on file: Please check each box and sign below.

I hereby place my signature on file.

I grant Dr. Vakharia the right to release my medical and dental histories and
diagnosis, records of treatment rendered to me or my legal dependents,
subscriber/patient identification numbers, and other information to third party payer,
insurance carriers, and/or other professional, as well myself if [ so request.

I assign insurance benefits to be paid directly to Dr. Vakharia. If my insurance
carrier does not accept assignment of benefits if I choose not to assign benefits, [
understand that I am fully responsible for the entire amount of treatment at the time of
service.

I grant Dr. Vakharia the right to request my medical and dental histories and
diagnosis, records of treatment rendered to me or my legal dependents,
subscriber/patient identification numbers, and other information to third party payer,
insurance carriers, and/or other professional, as well myself if I so request.

Signature Printed Name Date



Office and Dental Insurance Financial Policy

Patients with dental insurance

As a courtesy we will complete your insurance form with all of the necessary information and
submit it to your insurance company. We ask that you pay the estimated co-payment at the
time services are rendered. If you fail to bring the required insurance information to your
appointments we will ask that you pay the bill in full and be reimbursed from your insurance
company.

-- If your insurance company has not made a payment within 30 days of billing, the balance will
become your responsibility. (Insurance coverage is a contractual agreement between the
insurance company and you or your employer. We have no control over this relationship.)

Patients without dental insurance

Payment is due at the time treatment is rendered. We accept Cash, Personal checks, and all
major credit cards. And great news, our office has partnered with Care Credit, a patient
financing company, to offer our patients 0% interest financing for 6, 12, or 18 months with
approval. No other payment plans are available on routine services, unless pre-approved.

All Accounts

All accounts with an account balance after 30 days will incur a monthly 1.5% finance charge
which equals an 18% annual rate. After 90 days past due the account will be sent to a
collections agency.

Thank you for understanding our financial policy. Please let us know if you have
any questions or concerns. We look forward to providing the highest quality
dental care in a relaxing and caring atmosphere

Initial Date



Attention Patients of Nishi Vakharia, DDS

I fective November 1, 2012, [Dr. Vakharia will be imPosinga $50.00 no
S}WOW/S}'IOF'E notice cancellation fee for missed h}:jgicne aPPointments and
a $100.00 no show/short notice cancellation fee for scheduled dental
treatment appointments. A]so Patients who arrive more than 15 minutes
late for their scheduled aPPointment may be rescheduled and chargcc] the

cancellation fee.

No Show means: failure to appcaricora scheduled ciate/time of
aPPointment

Short Notice (Cancellation means: failure to cancel a scheduled

aPPointment within 24 hours of date/time of aPPofntment.

[T frective immediately, it your account becomes de!inqucnt and you are
sent to collections, you will be responsiHe for your past due amount
AND up to an additional 50% of your outstanc}ing balance as part of

the fees associated with couccting the Past due amount.

Thank you for your consideration and unc]erstancling. APPointmcnts

are reserved in our schedule to meet our Patients’ dental needs.

[ have read the above and agree to the fees:

Fatient Signature
Date

Frint Fatfcnt Name




Nishi H. VVakharia DDS

ACKNOWLEDGEMENT OF RECEIPT OF |
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

[ . have received a copy of this

office’s Notice of Privacy Practices.

Please 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:

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

[ Other (Please Specify)

© 2002 American Dental Association
All Rights Reserved

Repraduction and use of this form by denti
wrillen approval of the American Dental Assoc

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).

and their stalf is permilled. Any other use, duplication or distribution of this form by any other party requires the prior
ation

s




NISHI H. VAKHARIA D.D.S., B.C.

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 heatth information. We are also
required to give you this Notice about our privacy practices. our legal duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice
takes effect __Aprill 14,2003 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 creat-
ed or received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For mare information about our privacy practices, or for addition-
al copies of this Notice, please contact us using the information fisted at the end of this Natice.

USES AND DISCLOSURES OF HEALTH INFORMATION .
We use and disclose heatth information about you for treatment, payment, and healthcare operations. For exarnple:

Treatment: We may use or disclose your health information to a physician or other healthcare provider pro-
viding treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.

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

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare opera-
tions, you may give us written authorization to use your health information or to disclose it to anyone for any pur-
pose. 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.

To Your Family and Friends: 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 a family member, friend or other person

10 the extent necessary to help with your healthcare or with payment for your healthcare, 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 famity 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 oppartunity to object to such uses or disclosures. In the event of your
incapacity or emergency circumstances, we will disclose health information based on a determinaticn 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 10 make reason-
able inferences of your best interest in allowing a persen to pick up filled prescriptions, medical supplies, x-rays, or
other similar forms of health information.

Marketing Health-Related Services: We will not use your heaith 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.

Abuse or Neglect: YWe may disclose your health information to appropriate authorities if we reasonably believe that
you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may dis-
close your health information to the extent necessary to avert a serious threat to your health or safety or the health
or safety of others.



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 intelli-
gence, counterintelligence, and other national security activities. We may disclose to correctional institution or law

enforcement official having lawful custody of protected health information of inmate or patient under certain circum-
stances.

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

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 you request unless we

cannot practicably do so. (You must make a request in writing to obtain access to your health information. You may

obtair a form to request access by using the contact information listed at the end of this Notice, We will charge you

a reasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending us

a letter to the address at the end of this Notice. If you request copies, we will charge you $0.10 for each page,

$15 per hour for staff time to locate and 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 f_ull 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. We are not required to agree to these additional restrictions, but if we do, we will abide by our
agreement (except in an emergency).

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

Amendment: You have the right to request that we amend your heaith 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: If you receive this Notice on our Web site or by electronic mail {e-mail), you are entitled to
receive this Notice in written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or coreerris, please contact us.

If you are concerned that we may have viclated 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 heaith 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 alsa 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:

Telephone: 983-6153 Fax: 983-8132

E-mail:

Address: _125 Siringo Suite B, Santa Fe, NM 87505

© 2002 American Dental Assaciation
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any olher use, duplication or distribution of this form by any other party requires the prior
writlen approval of the American Dental Association.

This Form is educationiat only, does not constitute legal advice, and covers anly federal, not state, law {August 14, 2002).
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The Epworth Sleepiness Scale

The Epworth Sleepiness Scale is widely used in the field of sleep medicine as a subjective measure of a patient’s
sleepiness. The test is a list of eight situations in which you rate your tendency to become sleepy on a scale of O,
no chance of dozing, to 3, high chance of dozing. When you finish the test, add up the values of your responses.
Your total score is based on a scale of 0-24. The scale estimates whether you are experiencing excessive
sleepiness that possibly requires medical attention.

How sleepy are you?

How likely are you to doze off or fall asleep in the following situations? You should rate your chances of dozing off,
not just feeling tired. Even if you have not done some of these things recently try to determine how they would
have affected you. For each situation, decide whether or not you would have:

e No chance of dozing =0

e Slight chance of dozing =1

o Moderate chance of dozing =2
e High chance of dozing =3

Write down the number corresponding to your choice in the right had column. Total your score below.

Situation Chance of Dozing

Sitting and Reading .
Watching TV .

Sitting inactive in a public place (e.g., a theater or °
meeting)

As a passenger in a car for a hour without a break °

Lying down to rest in the afternoon when circumstances .

permit

Sitting and talking to someone .

Sitting quietly after a lunch without alcohol °

In a car, while stopped for a few minutes in traffic .

Total Score=

Analyze your score
Interpretation:
0-7: It is unlikely that you are abnormally sleepy.
8-9: you have an average amount of daytime sleepiness.
10-15: you may be excessively sleepy depending on the situation. You may consider seeking medical attention.
16-24: you are excessively sleepy and should consider seeking medical attention.

Reference: John MW. A new method for measuring daytime sleepiness. The Epworth Sleepiness scale. Sleep
1991;14(6):540-5




