
N EENTAL CENTER
General Cosmetic & Orthodonties

Adults & Children PATIENT
INFORMATION

PATIETUT

Name

Address 

-

Apt. #
City zip
How long in this address?

Phone ( ) Cell oPager( )--_-
E-mail

Social Security # DL#

Birthdate

lNsroKNowYou
re other memb€rs ofyour household who are not patients at our office?

YES O NO D Please list names & relationship (son, daughter, husband) below:

1.

How do you hear of us?

Are you or anyone in your family a Union member? yES O NO O
lf yes, speci! Union/Local:

I Wlnt information in Spanish: yES O NO O

RE5PONSIBI-E PARTV (lf same as above, please skip)
Name

Address Apt. #
City zip
How long in this address?

Phone ( )

Social Security #

Relatonship to Patient

Birthdate

INSURANCE Primary lnsurance Company

Name

Address

City zip
Insurance Co. Phone (

Employer

Union/Local Group #

Insured's Name

Insured's Soc.Sec. # Birthdate

INSURANCE PrimarylnsuranceCompany

Name

Address

City Zp
Insurance Co. Phone (

Employer

Union/Local Group #

Insured's Name

Insured's Soc, Sec. # Birthdate

MANAGED CARE PIAN (HMO)

Plan Name

Employer

Group t- Plan

EMPI-OVIUENT

Occupation

Employer

How Long?

Business Address

City zip
Phone ( ) Ext. #

VerifiedBy_Date

REFERENCES

ruafie

Address Apt. # --
zipCity

Phone (

Name

Address Apt. # 
--zipCity

Phone ( )

Spouses Name

Spouses Work Phone (

-PERSOIV TO CONTACT FOR EMERGENdV

Name

Address

City

Phone (

Physician Name

Phone ( )

1. I hereby certify that the above information ls accurate and will be re[ied
upon for granting credit and providing dental services. I understand that !
am financlally responsible for the charges not covered by or paid for by my
insurance for whatevet reason.

2. By signing below, I understand that you may verify and exchange
information on rne and any additional applicants, including requiring
r€ports from <redit reporting agencies.

3, I hereby authorize payment directly to the dentist of the group insurance
benefits otherwise payable to me. I understand that I arn flnancially
responsible for any <harges not covered by this authorization. I authorlze
releaseof anyinformation relatingtoanydental claim orclaims.

4, I undeBtand that OC Dental / P. Sabo DDS, lN€. provides business support
services to independent dentists and recognize that thls dental practice 6s

operated by an independent dentist, I acknowledge that each dentist ;s
individually responsible for the dental care provided to me and no other
dentlst nor OC Dental / P. Sabo DDt lNC. is responsible for rny dental

Signature ofresponsible prrty or patient
(hEnr flDtst le.6hdl



OC DENTAL CENTER
General Cosmetic & Orthodontics

AdUItS & ChiIdTCN GENERAL HEAI.TH
DAIC: INFORMATION
Patient Name: Birth Date: Age:

fffier
OC DENTAL CENTER

General Cosmetic & Orthodontics
AdUItS & ChiIdTCN GENERAL HEAI.TH

DAIC: INFORMATION
Patient Name: Birth Date: Age: -

DENTAI-HISTORY

1.Arethereothercondition5ofwhichweshou|dbeaware?YESDNotr|fyes,p|easespecify:

2.Whyareyou heretoday? Check-Up Cleaning Other

Toothache Chief Complaint

3.When did you lastvisit a dentist? 4.Whattreatmentwas performed?

5. Was the treatment completed? 6. Did you have a cleaning?

7. When were dental x-rays taken?

B. Have you ever had prolonged bleeding atter an extraction? YES O NO D lf yes, please specify:

9. Have you had any problems with past dental treatment? YES tr NO u lf yes, please specify:

10. Doyou have symptoms nearyourears associated with movement ofyour lowerjaw such as clicking, popping, pain or locking open?

YESD NOD lfyes,pleasespecifiT:

'l I.HaveyoueverbeendiagnosedortreatedforTMD(TemporomandibularjointDysfunctionsometimescalledTMJ)?
YES,I NOtr lfves.pleasesoecifiT:

l2.Doyourgumsbleedeasily YESQ NOfl l3,Doyoufeelyouhavebadbreath? YESD NOD

l4.Areyourteethsensitivetohotorcold? YEstr NOO l5.Wouldyoulikeyourteethwhiter? YESQ NOtr

l6.Arethereanycosmeticchangesyouwouldliketohavedoneonyourteeth? YESD NOtr lfyes,pleasespecify:

MEDICAL HISTORY
'LAreyouunderaDoctor'scareatthistime? YEStr NOI lf yes,pleasespecify: Dr.Name Dr.Ph#-
2. Are you allergicto penicillin, codeine, localanesthetics,tranquilizers orany otherdrugs or medicine?

3.Areyoutakinganymedicationsatthistime,includingbirthcontrol? YESD NOtr lfyes,pleasespeciff:

4. (Woman) Are you pregnant at thistime? YES D NO D lf yes, please specify how many months:

5. Arethere any other health problems of which we should be advised? Please speciry:

6.Doyou have,orhaveyou had,anyofthefollowing?
Doctor Comments Doctor Comment

YESI NOO
YE5S NO'l
YESO NOA
YES] NOD
YESU NOO
YESO NOtr
YEStr NOD
YESf, NOD
YESC NOO
YESU NOC
YEStr NOC
YESC NOC
YESO NOC
YESC NO=l
YESII NOiJ
YESC NOT
YEs3 NOO
YESO NOO
YEs3 NOO
YESC) NOtr
YES.J NOC

To the best of my knowledge, I have answered every question completely and accurately. I will inform my dentist of ony change in my health ond/or

medication. I further certify that I consent to the performing of x-rays and oral examination.

Please check "YES" or "NO"

ARTIFICIAL Heart valve
AIDS/HlV+
ANEMIA
ANGINA
ARTHRITIS

ASTHMA
BLEEDING PROBLEMS

CANCER

CHEMO/RAD THERAPY

COSMETIC SURGERY

DIABEIES
DIZZY SPELLS

DRUG ADDICTION
EMPHYsEMA
EPILEPsY
FAINTING
GLAUCOMA

HEART ATTACK
HEART SURGERY

HEART MURMUR

YESD NOO
YESO NOO
YESII NOO
YESIJ NOO
YEStf NOO
YESO NOO
YESO NOO
YESD NOO
YESO NOO
YESU NOO
YESU NOQ
YESO NOO
YESO NOO
YESO NOO
YESU NOO
YESII NOU
YESO NOO
YESO NOO
YESQ NOO
YESE NOO

Please check "YES" or "NO"
HEART PROBLEMS

HEPATITIS
HIGH BL.PRESSURE

JAUNDICE
,OINT PROSTHESIS

KIDNEY DISEASE
LATEX ALLERGY

LIVER PROBLEMS

LOW BL.PREsSURE
LUNG DISEASE
PACEMAKER

PHEN-FEN
PSYCHIATRIC CARE

RHEUMATIC FEVER

sINUSTROUBLE
SMOKINGTOBACCO
sTROKE
THYROID PROBLEMS

TMD ORTMJ
TUBERCULOSIS

VENEREAL DISEASE

Patientt signature

RECALL REVIEW:

1 . Patient's Signature

2. Patient's Signature

(or Parent if patient is a minor)
Doctor s Signature

Doctor's Signature

Doctor's Signature

Date

Date

PATIENT FORM - 1



OOCTOR+ATIEilT ARBITRATIOITI AGREEHENT

ARTICLE 1: Agrcement to Artitntr: lt b undestood that any dispute as to dental malpraciir:e, that is as to whether any dental
servbes rerdered under this contact rere unneccssary or unauthorized or rivere improperly, negligent or incotnpletely r€ndersd, will
be &tdrmined by submission to arbitration as provided by Califomia State law, and not by lauauit or resort to court proosss exoept
ae Califomia law provides for judicial review of arbitration proceedings. Both pariies to this contract, by entering into it, ere giving up
their conslilutional rights to have any such dispute decicled in a coun of law before a jury, and instead are acoepting th€ us€ of
arbitration.

ARTICLE 2: All chlm| must bo Arblintcd: lt is the intention of the parti€s that this agreGmant bind all parlies whose claims may
arise out of or relate to treatnent or service provided by the dentist including any epouse or heins of the patient and any childGn,
whether bom or unbom, at the time of the occunence giving rise to any claim. ln the case of any pegnant mother, the tetm
"petient' henein shall m€an both mother and the mothers exp€{led child or children.

All daims for mon€tary damagEs exceedirg the jurisdiction limit of the small daims courl against lhe dentist, and the dentist's
partn€G, associatee, associalion, corporation or partnership, and the employees, agents and estates of any of them, must be
aditrated including, without limitation, claims for lo€s of consortium, wrongtul death, emotional dishess or punitive damages. Filing
an aoiion in any court by the dentist to collecl any fee ftom the patEnt shall not waive the right to compel arbitration of any
malpraciice daim.

ARTICLE 3: Prcceduru entl Appllcrbb Lew: A demand for arbitration must be @mmunicated in writing to all parlies. Th€
paati€rs shall agr€€ to an arbitrator within thirty days. In the event that the partres are unable to agrae to an arbilrator, each pary
shall s€l€ct an arbitrator and a third arbitrator shall be s€lected by the arbnrators appointed by the parties. Each party to the
arbitretion shall pay auch psrty's pro reia share of tha expenses and fees of the neutral arbitrator, togeth€r with other expcns€s of
t}E arbitration incured or approved by th€ neutrel a6itrator, not including counsel bels or wltness Ees, or oth€r expenses incunEd
by a party br such party's own ben€fit. The parties agree that the arbitrators heve the immunity of a judicial officer from civil liability
r,vhen acting in th€ capacity of arbilrator under this contract. This immuni$ shall supplement, not supplant, any oth€r applicable
stetutory or common law.

Either party shall have the absolute right to arbitrate separately the issues of liability and damages upon written request to the
neutral arbitratoF.

The partbs consent to the intervention and ioinder in thas arbitration of any penson or entity which tvould olherwise be a proper
additional perty in a court acilion, and upon auch intervention and joinder any existing court ac{ion against such additional person or
entity shall be stayed pending arbitration.

The partbs agr€€ that provisions of Calibrnia law applicable to health care providers shall apply to diEputes within this ertitration
agreernent, including, but not limited to Code of Civil Procedurc Se<iions 340.5 and 667.7 and Civil Code Sedlons 3333, 1 and 3333.2.
Any paq may brirp b€ilbre he arbitrators a nmlion br surrnary judgrnent or summary adjudication in acoordanoe wih fte Code of Civil
Prccadwe. Ottcovery shall be condudd puEuant to Code of Civil Procedurc sedion 1283.05, horrer/€r depoeitions may be taken
wiiltout pdor approval of the neutral artifator.

ARTICLE 4: Gcnonl Prcvblonr: All daime basad upon the saryle incident, transadion or related circunrstences shall be aftirabd in

one proeeding. A daim shall be waiwd and brswr bared if (1) on the date of notoe th€reol b received, and the claim, if asserhd in a
civil adiofl, warld be bared by the Calibmia statute of limitEtions, or (2) the deimant trib to pursr.n the arbitration deim in accofdanoe
wih tho procedurcs p(€scrilred harein with rcasonable dihgene. t /rth resp€ct to eny mdter not h€rein e)erccsly provided br, the
arbibalots ghall be govemed by the Calibmia Code of Civil Procedure provrsions relating to abitration.

ARTICLE 5: Rrvocrtlonl This 4reement may be revoked by written notirce detivered to the dentist within 30 days of si;nalure. lt ls the
anbnt of thb agrcenrent to apply to all dental seMcee rend€t$ at any time for any conCition.

ARTICLE 6: Reboactlw Efrct lf patient intends thb agGement to cover services rendered befoe lhe date it b EfieAive s of th€ dete
of fitst dantal services.

lf any provision of this arbitration agre€{rient is held invalid or unenforcaable, the remaining provisions shall remain in full force and
ehall not be efbcted by the invalidity of any other provision.

I undersiand that I have the right to receive a copy of this arbitration agreement, By my signature belory, I acknorvledge that I have
recgived a copy.

NOTICE: BY SlGNlt{G T}llS GONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF OENTAL IilALPRACTICE DECIDED

BY A NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE ARTICLE I OF
THIS COTITRACT.

Doctol's Signature

PrinUStamp Name of Dentist

(lf repres€ntatiw, Print Name and Relationship to Patient)

Shar€dtril€suasonvoms.agrsementswDr. Arb Agreement (D€ntFt).doc



OC DENTAL CENTER
General Cosmetic & Orthodontics

Adults & Children DENTAL SERVICES
AGREEMENT

("Doctor"), and the u ndersigned patient ("Patient") have agreed as follows:

ARTICLE 1. IT 15 UNDERSTOOD THAT ANY DISPUTE ASTO DENTAL MALPRACTICE,THAT IS AS TO WHETHER ANY DENTAL SERVICES RENDERED UNDERTHIS
CONTRACT WERE UNNECESSARY OR UNAUTHORIZED WERE IMPROPERLY NEGLIGENTLY OR INCOMPLETELY RENDERED, WILL BE DETERMINED BY

SUBMISSION TO ARBITRATION A5 PROVIDED BY CALIFORNIA LAW AND NOT BY A LAWSUIT OR RESORTTO COURT PROCESS EXCEPT AS CALIFORNIA LAW

PROVIDES FOR JUDICIAL REVIEW OR ARBITRATION PROCEEDINGS, BOTH PARTIES TO THIS CONTRACT BY ENTERING INTO II ARE GIVING UP THEIR
CONSTITUTIONAL RIGHTTO HAVESUCH DISPUTE DECIDED IN ACOURTOF LAWBEFOREAJURY,AND INSTEAD AREACCEPTINGTHE USEOFARBITRATION.

ARTICLE 2. In the event of any claim, demand, controversy or dispute the essential nature of which involves personal injury, malpractice or any tort, by
Patient, his dependents, whether or not minors, heirs at law or personal representatives against Doctor or any of Doctor's officers, directors, shareholders,
agents, representatives, employees, successors in interests, assigns or associates agreeing in writing to be bound by the arbitration provisions of this
A9TCCMCNI (''AffiIiAtE5''). THE SOLE METHOD FOR RESOLVING SUCH DISPUTE SHALL BE BINDING ARBITRATION ADMINISTERED BY THE AMERICAN
ARBITRATION ASSOCIATION in accordance with Commercial Arbitration Rules of the American Arbitration Association. The parties hereby agree that they
shall submit their controversy to an Arbitrator who is a Dentist licensed in California. Such Arbitrator sha ll be acceptable to both parties. In the event that the
pa rties cannot agree upon a sole Arbitrator, each party shall pick an Arbitrator who is a licensed Dentist in California and the two Arbitrators shall pick a third
Dentist proceeding underthe rules of the American Arbitration Association. Notwithstanding theforegoing, two additionalArbitrators who are Dentists may
be added by the parties by agreement in writing to create an arbitration panel of th ree. lt is agreed that all parties relevant to a full and complete settlement of
any dispute subject to this agreement may be intervened or joined

ARTICLE 3. The prevailing party in any arbitration pursuant to this agreement shall be awarded all costs, including reasonable attorneys' fees and the
Arbitrators'fees, in prosecuting or defending that claim in arbitration, but notto exceed $5,000 in amount. Furthermore, if any action is undertaken to set
aside or otherwise attack the binding arbitration award, the losing party in the court action shall bear all the prevailing party's costs, including reasonable

attorneys'fees.

ARTICLE 4, Any party initiating arbitration under this agreement shallfile with his petition a bond or cash surety in an amount equalto Five Hundred Dollars
(S500) which shall provide securityfor attorneys'fees and costs in the event that the moving party shall not prevail.

ARTICLE 5.This ag reement shall govern all future services rendered to Patient by Doctor and Doctor's Affiliates and Associates. Execution of this agreement is

a precondition to the fu rnishing of services by Doctor, but th is agreement may be rescinded by written notice by either party within thirty days of signature.

After those thirty days, this agreement may be changed or revoked on ly by a written revocation signed by both parties,

ARTICLE 6, I understand that each Dentist is an individual practitioner and is individually responsible for the dental care rendered to me. I also understand

that no other Dentist or other treating Dentist nor OC Dental is responsible for my treatment.

ARTICIE 7, Doctor hereby agrees to render dental care and service to Patient. Patient agrees to pay Doctor promptly upon rendering of a bill at the cu rrent
prevailing rates, orto cooperate with Doctor in obtaining paymentfrom third party payors,

ARTICLE 8. Except for the fact that Doctor has indicated professional services will not be rendered to Patient unless this agreement is executed, Doctor has

made no other representations or statements, oral or written, to induce Patient to execute this agreement.

ARTICIE 9. In the event that any provision of this agreement sha ll be void or unenforceable for any reason whatsoever, then such provision shall be stricken

and of noforce and effect.The remaining provisions of this agreement, however, shall continue in fullforce and effect, and tothe extent required, shall be

modified to preservetheirvalidity.This agreement shallbegoverned by California law.

THIS IS A BINDING LEGAL DOCUMENTWHICH MAY HAVE AN IMPORTANT EFFECT OF YOUR LEGAL RIGHTS. CONSULTYOUR ATTORNEY ON ANY QUESTIONS

YOU MAYHAVE.

NOTICE: BYSIGNINGTHIS CONTRACTYOU ARE AGREEINGTO HAVE ANY l55UE OF MEDICAL MALPRACTICE DECIDED BY NEUTRALARBITRATION ANDYOU ARE

GIVING UPYOUR RIGHTTO A JURYOR COURTTRIAL. SEE ARTICLE.I OFTHIS CONTRACT,

(PATIENT'5 SIGNATURE)

(PATIENT'S AGENT OR REPRESENTATIVE)

(RELATIONSHIP TO PATIENT)

PATIENT FORM - 3



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.

This notice takes effect on and remains in effect untilwe replace it.

The privacy of your dental information is important to us. We understand that your medical information is personal and we are committed

to protecting it. We create a record of the care and services you receive at our dental office. We need this record to provide you with the

quality care and to comply with certain legal requirements. This notice will tell you about the ways we may use and share dental

information about you. We also describe your rights and certain duties we have regarding the use and disclosure of dental information.

Throughout this notice we refer to your medical information as dental information.

Law Requires Us to.'
1. Keep your dental information private.

2. Give you this notice describing our legal duties, privacy practices, and your rights regarding your dental information.

3. Follow the terms ol the current notice.

we Have the Right to:
1. Change our privacy practices and the terms of this notice at any time, provided that the changes are permitted by law.

2. Make the changes in our privacy practices and the new terms of our notice effective frcr all dental information that we keep, including

information previously created or received before the changes.

Notie ol Change to Privacy Practices;
1. Before we make an important change in our privacy practices, we will change this notice and make the new notice available upon

request.

The following section describes different ways that we use and disclose dental information. For each kind of use or disclosure, we will

explain what we mean and give an example. Not every use or disclosure will be listed. However, we have listed all of the different ways

we are permitted ways we are permitted to use and disclose dental information. We will not use or disclose your dental information for

FOR TREATMENI. We may use dental information about you to provide you with dental treatment or services. We may disclose dental

information about you to doctors, nurses, technicians, or other people who are taking care of you. We may also share dental information

about you to your other health care providers to assist them in treating you.

FOR PAYMENT: We may use and disclose your dental information for payment purposes. A bill may be sent to you or a third-party payer.

The inbrmation on or accompanying the bill may include your dental intormation.
LAW ENFORCEMENT: Under certain circumstances, we may disclose dental information to law enforcement officials. These

circumstances include reporting required by certain laws (such as the reporting of certain types of wounds), pursuant to certain

subpoenas or court orders, reporting limited information concerning identification and location at the request of a law enlorcement official'

reports regarding suspected victims of crimes at the request of law enforcement official, reporting death, crimes on our premises, and

crimes in emergencies.
APPOTNTMENT REMTNDERS.' We may use and disclose dental information for purposes of sending you appointment postcards or

otherwise reminding you of your appointments.
ALTEilNATTVE AND ADDflONAL DENTAL SERVICES.' We may use and disclose dental information to furnish you with information

about health-related benefits and services that may be of interest to you, and to describe or recommend treatment alternatives.

FOR HEALTH CARE OPERATTONS: We may use and disclose your dental information for our health care operations. This might include

measuring and improve quality, evaluating the performance of employees, conducting training prognms, and getting the accreditation,

certificates, licenses and credentials we need to serve you.
ADDTTTONAL USES AND DISCLOSURES; In addition to using and disclosing your dental information for treatment, payment, and health

care operations, we may use and disclose dental in{ormation for the following purposes:

NOTIF\CAT\OIV.. We may use and disclose dental information to notify or help notify: a family member, your personal representative or

another person responsible for your care. lf you are present, we will get your permission if possible before we share, or give you the

opportunity to refuse permission. In case of an emergency, and if you are not able to give or refuse permission, we will share only the

health information that is directy necessary for your health care, according to our professional judgment. We will also use our professional

judgment to make decisions in your best interest about allowing someone to pick up medicine, dental supplies, x-ray or other dental

information for you.
RESEARCH tN LIMTTED CIRCUMSTANCES: We may use medical information for research purposes in limited circumstances where

the research has been approved by a review board that has reviewed the research proposal and established protocols to ensure the

pfivacy of dental information.
funerit Director, Coroner, Medical Examiner: To help them carry out their duties, we may share the dental information of a person who

has died with a coroner, medical examiner, funeral director, or an organ procurement organization.

SqECIALIZED GOVERNMENT FUNCTIONS: Subject to certain requirements, we may disclose or use dental information lor military



1 ' Examinations-andlGrays; I understand that the initial visit may require radiographs in order to complete the examination, diagnosrs andtreatment Dlan.

and :fl,Xp.l-qin, itching, vomiiing, anO oi
,By?^ryjjrl-9rmed and understand that antibiotics and other medications ..rn car

iting, and or anaphylactic shock.(se.vere attergic reaciion)'t ney mav
USe Ol alcohol or other dntos. I rrndpr+nnd rtutffisr*'ffii !it^"^."l3$Jl9L9lo][go-ys-q^l unders:tandhnd

tete

of my

(ioitials )

change or add procedures because of condi_
st common being root canal therapy following
and

5' Fillings; I understand that care must be exercised.in_chewing on fiiling during the first 24 hours to avoid breakag". I uno"r.tlluj'in;-__-__Jsensrtvrty is a common after effect of newly placed filling.

(initials I(nn!ars+^, a^.,^lL^..^L^--, r'
dontal surgery, ect ) and I

Jerstand removincl lceJh
oonrat surgery, ect ) and I

Jerstand. removlng teeth

Signature of responsible pady or palienl
(Parent il Datient is a minor)

Doclor Signature



THE I{EW STANDARD IN DENTAL CARE TH[: NE\,V STANDABI] IN DFNI,A.I ilARF

General Media Release Form - OC Smile & OC Dental Genter

1) l, the undersigned, hereby authorize OG Denta! Center & OC Smile to photograph me,
take motion pictures of me, take video footage of me, and/or make electronic sound
recordings of me (herein referred to as photographic or electronic reproductions).

2) I authorize the use of any such photographic or electronic reproductions of me for any
purpose, including, but not limited to educational and other public media as may be
deemed appropriate by OC Dental Genter & OC Smile (l understand that I may be
identifiable from such photographic or electronic reproduction).

Agreed and accepted by:

Print Name

Signature Date

I am signing this form as an individual IYes I No

I am signing this form as a representative of a family, and have full authority to grant release for
thisfamily IYes nNo

PARENTAL CONSENT

I certify that I am the parent or guardian of the individual above,
minor under the age of eighteen years. I hereby agree to assume legal responsibility for his/her
authorizations referred to in this General Media Release.

Signature of Applicant's ParenVGuardian Date

Phone Number (if ditferent)


