| PATIENT INFORMATION (CONFIDENTIAL)

NAME Flilsd | Lkl i
A
ADDRESS CIny PN, e
E-MAIL CELL PHONE _ HOME PHONI
SSH/SIN BIRTHDATE
CHECK APPROPRIATE BOX: || sivor || sincie || marmien || oivorcen || winowen || SEPARATED
IF COLLEGE STUDENT, F.1 / PT., NAME OF SCHOOL CIrY BRON.
PATIENT™S OR PARENT'S/GUARDHAN'S EMPLOYER . WORK PHONE
BUSINESS ADDRESS cIny ROV, be
SPOUSE OR PARENTS/GUARDIAN'S NAME EMPLOYER WORK PHONE
WHOM MAY WE THANK FOR REFERRING YOU?
| PERSON 10 CONTACT IN CASE OF AN EMERGENCY PHONE
RESPONSIBLE PARTY y
RELATIONSHIP
NAME OF PLRSON RESPONSIBLE FOR THIS ACCOUNT 10 PATIENT
ADDRESS HOME PHONE
DRIVER'S LICENSE # BIRTHDATE SSH/SIN
EMPLOYER WORK PHONE
1S THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? || YES L] no
| INSURANCE INFORMATION )
RELATIONSHIP
NAME OF INSURED _ ) 10 PATIENT
BIRTHDAIE SSH/SIN o DATE EMPLOYED
NAME OF EMPLOYER _ UNION OR LOCAL #____ WORK PHONE
EMPLOYER ADDRESS Ny PROV o
INSURANCL CO. _ EL¥___ GRPN______ POUCY/LD.#
INS. CO, ADDRESS oy PROV e
HOW MUCH 1S YOUR DEDUC TIBLE? HOW MUCH HAVE YOU USED? _ MAX ANNUAL BENERIT?
i DO YOU HAVE ANY ADDITIONAL INSURANCE? || YES | | NO  IF YES, COMPLETE THE FOLLOWING.
H RELATIONSHIP
[| NAME OF INSURED 10O PATIENT
< BIRTHDAIL S$S0/SIN DATE EMPLOYED
f NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE
3 EMPLOYER ADDRESS Ciy ROV he
B INSURANCE CO. TEL. # GRP I POLICY /1D, #
g STATE/ v
2 NS, CO. ADDRESS o PROV. T
'l HOW MUCH IS YOUR DEDUCTIBLE? _____ HOW MUCH HAVE YOU USED? MAX ANNUAL BENEFIT?
X - _= "HEN
SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR PATIENT NUMBER

REGISTRATION



PMIE:NI'S MEDICAL HISTORY
PATIENT'S NAME

__ DATE ©OF BIRTH

ALTHOUGH DEMTAL PERSONMEL PRIMARILY TREAT THE AREA IN AND ARDUND ¥YOUR MOUTH, YOUR MOUTH 15 A PART OF YOUR
ENTIRE BODY. HEALTH PROBLEMS THAT YOU MAY HAVE, O MEDICATION THAT YOU MAY BE TAKING, COULD HAVE AN IMPORTANT

INTERRELATIONSHIP WITH THE DENTISTRY THAT ¥YOU WILL BE RECEIVING

CUESTICNG.

THANK YOU FOR ANSWERING THE FOLLOWING

YES NO YES NOY
. ARF YOU IN GOOD HEALTH, . s 4 L] 12.HAVE YOU EVER TAKEN FEN-PHENREDUX . . ... [ |
2. HAYE THERE BEEM -!nN'I’(HANl-!":- I ‘I'U'LIH | 5. HAVE YO EVER TAKEM FOSAMAX, BONIVA,
CENERAL HEALTH WITHIN THE PAST YEAR . . . .. 0 = ACTONEL DR ANY CANCER MEDICATIONS
¥, DATE OF YOUR LAST PHYSICAL EXAM: CONTAINING BISPHOSPHONATES . .. ... .. | |
4. PHYSHIANTS MAME e —— | 4. HAVE YOU TAKEN VIAGRA, REVATIO, CIALIS OR '
ADDRESS____ LEVITRAINTHE LAST24 HOURS ... ......... [ [
[ PHUNE NO : 15. DO YOU USE TOBACCO. ... ... .
| % ARE YOU NOW UNDER THE CARE OF A | 6. D0 YOU OR HAVE YOU USED CONTROLLED
(2 ORI .o 70 xSl i iy # ¢ 99 ] SUBSTANCES. .. s =
| 6. HAVE YOU EVER BEEN HOSPITALIZED FOR | 7. ARE YOU WEARING CONTACT LENSES el
| :’;Ei;:"f;;i‘ﬂhf“ RANION OR SERIOUS ILLNESS 1. 0 YOU HAVE A PERSISTENT COUGH OR THROAI
' CLEARING NOT ASSOCIATED WITH A KNOWN ~
TIAKING ANY MEL ILLNESS (LASTING MORE THAN 5 WEEKS) ... .. [ .
" INCUDNGNOUPISCRITION DI . [ [ 19 OTOUHAT Y DISASE CONDITON 0
aldhein o S b A b I SHOULD KNOW ABOUT . . .............. i O
B, HAVE YO HAD ANY ARNORMAL BLEEDING | { | [ [WOMEN OMLY: |
9. DO YOU BRUISE EASILY. . ............ . I ARE YOU PRECGRANT OR THINK YOU MAY BE PRECGNANT . . [ O
100 HAVE YOU EVER REQUIRED A BLOOD TRANSFUSKON | | ARE YOU NURSING . . . .. . e iy O O
1. HAVE YOU HAD & RECENT WENGHT LOSS. | | | mﬂ|m mﬂmfwmn ng ___________ l ]
YES NO YES NO)
ARE YOU ALLERGIC TO OR HAYVE YOLU HAD HIVES DR SKIN RASH, ... ..... | Ll
REACTIONS TO: FAINTING OR DIZZY SPELLS . . | |
LOCAL ANESTHETICS UKE NOVOCAINE . .. ...... [ ] DIABETES . ; ] C
PENICILLIN OR COTHER ANTIBIOTICS. | . . AIDS OR HIV INFECTION | (] C
SULFA DIRLCS ; Ll IIMH'II[}PI'-H]’HIH-E.... o ] il
BARBITURATES, SEDATIVES OR SLEEPING PILLS 1 n ALLERGIES . 4 -
ASPIRIN | ' ARTHRITIS OR RHEUMATISM _ . ) O
IODINE ] [ JOINT REPLACEMENT OR IMPLANT ... ... 1 [
ANY MIETALS (E.G., NICKEL, M[H{UH'I' ETC, } STOMACH LLCIER O [ ]
LATEX / RUBBER. . ... .. .. B s Mo KIDNEY TROUBLE . PR [l
OTHER (PLEASE LIST) s = IUBERCULOSIS L T PO )
DO YOU HAVE OR HAVE YOU EVER HAD THE PERSISTENT U}I..I{.I-'I N, e, B ot - B 15 []
FOLLOWING: il COUGH THAI PRODUCES BLOOD. . ... .. ... m []
RHELUMATIC HEART [MSEASE OR RHEUMAIIC FEVER [ L] CHEMOTHERAFY (CANCER, LEUKEMIA) . []
SCARLET FEVER. . . .. - SEXUALLY TRANSMITIED DISEASE . . I |
HEART DEFECT OR HEART MURMUR s I EPILEPSY ORSEIZURES _ . . ... .............. [
HEART TROUBLE, HEART ATTACK, DR ANGINA | | . N e TS Y []
CHEST PAIN Aaeiseunveray B TR R i T Y -
SHORTSESS OF BREATH . . .. . .. Mg | MERYLISMNESS . oo e e e [
PALEMAKER d k TONSILLITIS . -
HEART SURGERY . ... ... P, Losierdl o SO, - [ TUMIORS . . . ]
HIGHALOW BLOOD PRESSURE ... ........... LI i MENTAL HEALTH CARE PO AT ]
CONCENITAL HEART PROBLEM., . ok b g 4 [] BACK PROBLEMS. | st sass TE. I O
SWELLING OF FEET, ANKLES, HANDS : CHEMINC AL ”F‘[NH’M:T | [
HEPATITIS, JAUNDICE OR LIVER DISEASE .. ... ... [ 0 MITRAL VAIVE PROLAPSE. . ... .. .ovevenns | m
STROKI : il O CORTISONE TREATMENT . ................... O 0O
‘il"-LI'HFHl-IiLI oo L COLD SORESTEVER BUSTERS. . . .. . ..o o ... | ]
| LUNG OR BREATHING PROBLEMS HYPOGLYCEMIA | . Eibptedotedon d O
. ASTHMA DR HAY FEVER. . EATING DASORDERS . | m

PATIENT'S NUMBER

HEALITH HISTORY



PATIENT'S DENTAL HISTORY

PATIENT™S NAME

REASON FOR THIS VISIT

DATE OF BIRTH

i WHEN WAS YOUR LAST DENTAL VISIT _

HOW OFTEN D40 YOU VISIT THE DEMNTIST BEFODRE THEN

_ WHAT WAS DONE THEN

PREVIOLS DEMTIST (NAME AMD LOCATION)

HAVE YOU HAD & COMPLETE SERIES OF DEMIAL FILMS DC-RAYS) TAKEN WHENWHERE
_ HOW OFTEN DR YOU FLOSS YOUR TEETH

HEO OFTEN [0 YOU RRUSH YOUR TEETH
15 YOUR DRISNKING WATER FLUORIDATED

YES NO
DO YOUR GUMS BLEED WHILE BRUSHING
ORFLOSSING. . ......oovoveenvmntennns
ARE YOUR TEETH SENSITIVE unmummm
LIOUIDSFOODS
ARE YOUR TEETH ﬁfhiﬂl\ff m w,m OR SOUR
LIQUINDSFOODS . . . . ]
DO YOU FEFL PAIN TO ANY OF YOUR TEETH . . . . . |
D0 YOU HAVE ANY SORES OR LUMPS IN OR
MEARYOURMOUTH . ... ... ... |
HAVE YOU HAD nrwumu NECK OR J,w- INIURIES [ 1
HAVE YOU EVER EXPERIENCED ANY OF THE
FOLLOWING PROBLEMS IN YOUR 1AW?
i T A M S e e 1 O
PAIN (IOINT, EAR, SIDE OF FACE)Y . ... .. .. .
DIFFICULTY IN OPENING OR CLOSING ... ... .. [0 [
DIFFACULTY INCHEWING . .. ........... Lol B
D0 YOU HAVE FREQUENT HEADACHES . . . . . |
D0 YOU CLENCH OR GRIND YOUR TEETH . . . . |

IF YOU COULD CHANGE ANYTHING ABOUT YOUR SMILE, WHAD WOLULEY YOU CHAMGE?

YES NO

DO YOU BITE YOUR LIPS OR CHEEKS FREOUENTLY Ll
HAYE YO MOTICED ANY LOCYSENIS OF

LB 2 ol 50 ol i A i, R
[3CEES HOHD TEMID TED Hl-'l'. DR CALGHT

BETWEEM YOI TEETH . ... .o oo ccvvniavais
HAVE YOU EVER HAD PERIODONTAL

TREATMIENT (UMS) . .. ... T LT N e — kel
EVER WORN A BITE PLATE OHt {]IHEH APPLIANCE. . [ ]
HAVE YU EVER HAD ANY IMFHICLLD EXTRAL II{}NS-

UG P W= - = 5 05 B 5 Sk S 55 L
HAVE YOU EVER HAD ANY PROLL JN[:LL'I' RLEET NS

FOLLOWING EXTRACTIONS. . ... ..
Do YOIU WEAR DEMNTURLES O PARTIALS ... ... .. [ -

IF YES, DATE OF PLACEMENT
HAVE YOU EVER RECEIVELD ORAL HYCIEME

INSTRUCTIONS RECARDING THE CARE Of

YOUR TEETH AND GUMS. . . .. .. ek I

AUTHORIZATION AND RELEASE

TCERTIFY FHAL | HAYVE BEAD ANDY LINDERSTANE THE ABCWVE INFOBRRSATH N 100
THE BESD OF MY KNOWFDGE. THE ABOWVE CHUESTIORNS HAVE HEEN
ALULURAIELY ANSWEHRELD. | UNDERSIANDY THAT PHOWVEHENG:  INLURRREL |
ISFURSAAINN CAN BE DANGERDLS 1O MY MEALTH. | ALUTHORIFE THE
D MDIS0 Y W LEASE ASTY PR RMATION INL LIS THE DRSPS AN
THE WECOMEDS O0F ANY THEATMENT 8 EXAMIMATION BEMNDERED 10 ME O
WY CHILD DURING THE PERIOD OF SUCH DESTAL CARE 10O THIRD PARTY
WPAYINES ANDANR HEALTH PRACTITICERS. | ALTTHUR AN HHQUES] WY

DOCTOR'S COMMENTS

INSURMCE COMPANY 100 PAY [NRECTLY 1O THE DENTIST OF DEMNIAL CR0E
ILEANCE HESNERTS OTHERWRSE PAYSELE PO ME | USDERSLANLY THAD SY
[EAEAL INSUEANCTE CARRIER MAY PAY LESS THAN THE ACTUAL BILL FOR
SERVICES. | AGEEE MO BE BSPOSSIBLE FOR PAyMENT OF Al SERYVILES
SR O WY BEHALF O8F MY DR DTS

X 2 = _ [AdE
SEAATLURE OF IPATIENT O8S PAREMECAARTHAN B RSO

\ SIGNATURS

TELS OO FPTRTTE | Bl | e Fpgiers. BOE RTT § ST

PATIENT"S NUMBER

HEALTH HISTORY




Plaase read snd milial the lems checked below

and raad and sign the sachion ar the borom of frm Partiernt Marme

L]

1. Work To Be Done

| understand that | am having he lollowang work done: Fillings Eru;hnt._ ¥ Crowms_ Exiractions
Irr'pal:ﬂad tegh removed Gﬂlﬂrﬂl Arnes e Raoal Canals Dthar

(I ritizabs )
2. Drugs And Medications

| understand that antiblolics and analgesics and other medications can cause allergic reactions causing redness and swelling of
tissuas, pain, fiching. vomiting, andior anaphylactic shock (severe allergic reaction), (Imitiaks )

3. Changes In Treatment Plan

| understand that during treatment it may be necessary 1o change or add procedures because of condiions lound while working on
the teath that wera not discovered during edamination, the mos! common beaing reol canal therapy lollowing rouling festorative
procadures. | give my penmission o the Dentsl o make amyal changes and addilions as necessany, { Irvitisals: J

4. Removal OF Teeth

Alternatives 1o removal have bean expladned to me (roof canal therapy, crowns, and perodontal surgery, ebc.) and | authorize tha
Dantist to remove the following testh and any others necessary Iof reasons in paragraph 83, |
understand removing teath does not always remove all the infection, if present, and it may be necessary 1o hawve further treatmenl. |
uridarstand the risks involved in having teeth removed, some of which ane pain, swelling, spread of Infection, dry socket, loss of fealing
in mmy beseth, lips, tongue and surrounding lisswe (Paresthesia) thal can lasl for an indefinite perod of time (days or months), or fractuned
i, | understand | may need further treatment by a specialist or even hospialization if complications anse during or lollowing trealment,
e cost of which is my responsidlity. i b itials: i

5. Crowns, Bridges And Caps

| undarstand that somatimes it is nol possible o match the color of natwral teeth exactly with artificial teath. | further enderstand hat |
may be wearing temporary crowns, which may come ofl easily and thal | must be cameiul o ensure that they are kept on wnlil the
permanent crowns are delverad. | realize the final opporiunity 10 make changes in my new crown, bridge, or cap (including shape, fit,
size, and colar) will be before cementation. (Friteals J

&. Dentures, Complete Or Partial

I readize that full or partial dentwres are artificial, constructed of plastic, metal, and'or porcelain. The problems of weanng thess
appliances have bean axplained to me, including loosanass, sorenass, and possible breakaga. | realize tha final opportundy 1o make
changes in my new denfures (ncluding shape, it, size, placemeant, and color) will be the “eeth in wax® ry-in wigil. | understand thal
mosl dentunes requing relining approximately three to twehse months atter nitial placemant. The cost for this procedure B not included in
the initial denture fee. (inlals )

7. Endodontic Treatment [Root Canal)

I ralize: therg is no guarantee that root canal treatment will save my tooth, and that complications can occur from the treatment, and
ot oocasionally matal objects are cemantad in the tooth or extand through tha rool, which does not necessarily affect the success of
the trealment, | understand that cccasionally additional surgical procedures may be necessary following root canal treaiment
{apicoaciomy). (nitlals____ }

B. Periodontal Loss [Tissue & Bone)

I understand thal | hive a Senious condition, causing gum and bone infection or loss and thai i can lead 1o the loss of my teath,
Aliermalive ireatmaent plans have been explained o ma, ncleding gum surgery, replacements andfor extractions. | understand that
wnderiaking any dental procedurns may have a future adverse effect on my periodontal condition. {Initials___ i ]

| understand that dentistry is nol an exact science and that, therefore, reputable practitioners cannot fully guarantee results. |
acknowledge thal no guarantse of assurence has bien made by anyone regarding the dental treatment which | have equested and
authofnesd. | have had the apportunily to read this form and ask questions. My guestions have baen answerad o my satisfacton. |
consenl io the proposed Irealmenl,

Sagnature of Patiant

Signature of Parent'Guardian il patient & a minr

Treatment Consent

O - i M o Bewaa® W TR



CHACHO FAMILY DENTISTRY

Payment Policy Contract

Patients are responsible for payment, co-payments and deductibles at time of service. Not all services
are a covered benefit. Some insurance companies arbitrarily select certain procedures they will not
cover. Any collection fees, court costs, reasonable attorney fees, or returned check fees are the
responsibility of the adult person(s) named on the account. Monthly service fee of 1.5% per month or
18% per annum will be assessed on all past due accounts. In the event our office is not contacted within
30 days of you receiving our last billing statement your account will be turned over to our collection
agency.

In addition, I assign directly to Dr. Brad Chacho all dental benefits, if any, otherwise payable to me for
services rendered.

I also verify that all the information contained on these information sheets is true and correct, to the
best of my knowledge and belief. I authorize Dr. Brad Chacho to release my complete records to my
insurance company in order to process my claim and for any other physicians or medical facilities that
may be pertinent and necessary to care and treatment.

PATIENT SIGNATURE AND DATE:

Micheal B Chacho, D.D.S.

P: 720-488-6600 | F: 720-488-6602 | Chachofamilydental@gmail.com
6025 S. Quebec Street, Suite 180 | Centennial, CO 80111
Chachofamilydentistry.com



