NIKKI CHAUHAN,DDS

dentistry as distinctive as you are.

A

NEW PATIENT FORM

NAME SSN # DATE OF BIRTH
ADDRESS CITY ZIP
HOME PH # WORK PH # CELL PH #

EMAIL ADDRESS

EMPLOYER OCCUPATION

MARITAL STATUS: (Check the boxes that apply) o Married o Single o Widow o Divorced

EMERGENCY CONTACT PH #

How did you hear about us? (Check the boxes that apply)

0 Drive-by/Walk-In o Yelp
0 Review Website o Facebook
0 Google 0 Other

0 Referred by patient? If so, please list their name:
0 Referred by Dentist? If, so please list their name:

PRIMARY INSURANCE INFORMATION

SUBSCRIBER NAME SUBSCRIBER DOB ID#

INSURANCE CO PHONE #

GROUP # GROUP NAME

EMPLOYER OCCUPATION
SECONDARY INSURANCE INFORMATION

SUBSCRIBER NAME SUBSCRIBER DOB ID#

INSURANCE CO PHONE #

GROUP # GROUP NAME

EMPLOYER OCCUPATION

O1 AM NOT COVERED BY ANY DENTAL INSURANCE AT THIS TIME.
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MEDICAL HEALTH QUESTIONNAIRE

(This information is necessary for our files and your health and will be considered confidential)

PHYSICIAN’S NAME: PH #
IF KAISER, LOCATION KAISER # LAST MED EXAM
PATIENT’S HEIGHT: PATIENT’S WEIGHT:

Has a physician ever directed you to take antibiotics prior to your teeth being cleaned or seeing the dentist?
OYes ONo

Have you ever taken bisphosphonates (Fosamax, Reclast or Boniva)? 0 Yes 0 No

Have you had any surgical procedures in the last three years? o Yes 0 No
If yes, please list:

Have you had an adverse reaction to local anesthetics? O Yes o0 No
Please list ANY allergies or adverse effects to any drugs or medications (such as Novocain, xylocaine, iodine,
aspirin, penicillin, codeine, fluoride, mouthwash, etc.) food or latex:

Check any of the following conditions you have or have previously had:

0 Heart Trouble 0 Chemotherapy o HIV/ARC/AIDS
0 Heart Attack 0 Convulsions/Seizures O Hepatitis

o0 Heart Murmur 0 Dementia/Alzheimer’s 0 Herpes

0 High Blood Pressure 0 Asthma 0 Venereal Disease
o Mitral Valve Prolapse o COPD 0 Blood Disorders
0 Heart Valve Repair 0O Snoring 0 Anemia

0 Rheumatic Fever O Sleep Apnea 0 Acid Reflux

0 Kidney Disease 0 Drug Reactions O Stroke

0 Jaundice 0 Phen-Fen 0 Glaucoma

0 Diabetes O Arthritis

o Cancer/Tumors o Joint Replacement

Please list any disease, condition, or handicap not listed above:

Please list all medications you are taking:
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Do you use tobacco or marijuana/cannabis? 0 Yes o No If yes, please check the following:
0 Cigarettes/Vape 0 Chewing tobacco 0 Cannabis Cigarettes/Vape 0 Cannabis edibles
If so, how much per day? And for how long? Yrs.

Do you drink alcohol? 0 Yes o No If so, how many drinks per day?

WOMEN ONLY

Are you pregnant? 0 Yes o No

Are you nursing? 0O Yes o No

Are you taking birth control pills? © Yes o No

Have you undergone, or are you undergoing menopause? o Yes o No

DENTAL HISTORY

Are you having any dental pain or discomfort at this time? JYES [1NO

Approximately how long has it been since your last dental appointment?

Name of previous dentist:

At this time, how do you feel about the condition of your dental health?

Do you use dental floss? OYES [INO How often?

Generally, how often do you brush your teeth?

Have you had any bad experiences in the past pertaining to dental treatment?

CONSENT

The undersigned hereby authorizes Dr. Nikki Chauhan to take radiographs, study models, photographs, or any
other diagnostic aids deemed appropriate by Doctor to make a thorough diagnosis of the patient’s dental needs.
| authorize Dr. Nikki Chauhan to perform any and all forms of treatment, medication and therapy that may be
indicated in connection with (Name of Patient) and further authorize
and consent that Doctor choose and employ such assistance as she deems fit. | also understand the use of
anesthetics embodies certain risks. | understand that responsibility for payment for dental services provided in
this office for myself or my dependents is mine, due and payable at the time services are rendered.

Signature of Patient or Patient’s Legal Guardian Date of Signature Reviewed by
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Consent to Dental Photography

I (Patient) authorize Nikki Chauhan, D.D.S. to take
photographs and/or videos of my face, jaws, and teeth before, during, and after treatment.

| consent to allow the photographs to be used for the following:
e Dental Records
e Dental Research
e Dental education, including lectures, seminars, demonstrations, professional publications such
as journals or books
e Marketing material, including websites, printed materials, and patient education

| further understand that if the photographs and/or videos are used, my name or other identifying
information will be kept confidential.

| do not expect compensation, financial or otherwise, for the use of these photographs.
Check here if you do not want your full-face shot used for any of the above purposes.

Signature (Patient or Parent/Guardian)

Date

NIKKI CHAUHAN,DDs

dentistry as distinctive as you are.
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NIKKI CHAUHAN,DDS

dentistry as distinctive as you are.

Financial Policy

Thank you for choosing us as your Oral Health Care Provider. We look forward to providing you with
quality service and the best experience possible! To make this happen, we rely on your representation that
you will pay our office for the services we provide. In hiring our office to provide you with dental services,
you agree to the following terms:

1. Regarding Insurance. We DO NOT dictate or limit our treatment prescription based on
your insurance coverage. YOUR INSURANCE BENEFITS ARE DETERMINED BY YOUR
EMPLOYER, NOT YOUR DENTIST. Please be aware that some, and perhaps all, of the
services may be non-covered services under the terms of your insurance policy. As a
courtesy, we will be glad to file your claim for you if you bring in your insurance card and
all required employer information. You will be expected to pay up front for services
rendered if the office is unable to verify your insurance information before any treatment.

2. Paymentis due. Paymentis due on the day of service. In some cases, when scheduling
appointments for treatment, you may need to make a pre-payment of at least ' that day
(dental laboratories need payment at the time of first impression) and the remaining
balance will be due the day services are rendered. We are pleased to offer these options for
payment: cash, check, and all major credit cards. We also offer Care Credit, an excellent
third party payment plan for treatment over $300. You are invited to discuss your
treatment with our business team to determine the most convenient method of payment
for your individual situation. You will be responsible for a $35 fee if checks are returned to
our office.

3. Collections. Statements will be sent out as insurance claims are received and then again
once every month. Failure to pay balance 30 days after receiving final payment from
insurance company may resultina 1.2% finance chargetothataccount. Finance charges
will keep accumulating every month until balance is paid off. After 90 days, patients who
have failed to either communicate with our office and/or make a payment are subject to
being sentto collections. By signing below, | agree to pay all amount(s) owed within 90
days of when suchamount(s)areincurred. lunderstand thatitis my responsibility to
provide my current/updated insurance information and that this office will bill my insurance
asa courtesytome. However, regardless ofinsurance coverage, | agree thatit Sdremain
my responsibility to pay all amounts owing as set forth herein. In the event any amount(s)
is/are referred to a third-party collections agency, | agree that in addition to any other
amount(s) allowedbylaw (suchasinterest, court ass reasonable attorney’sfees, etc.), |
willalsobe responsible for a collections fee of 40% of the principal amount(s) owing as
allowed by Californiacode. The terms of the paragraph shall apply to all the amount(s)
incurred by me orby anyindividualforwhom I have legal responsibility whether such
amount(s)areincurred today or after today. | also agree to the office contacting me
through email/text messaging inregards tomyaccount.

Responsible party’s name (print) :
Date:

Responsible party’s signature:
Relationship to patient (if patient is a minor):
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Notice of Privacy Practices — HIPAA

This Notice describes how your health information 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

Federal and state laws require us to maintain the privacy of your health information. We are also required to provide
this Notice about our office’s privacy practices, our legal duties, and your rights regarding your health information. We
are required to follow the practices that are outlined in this Notice while it is in effect. This Notice took effect Nov 1%,
2018, and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of the Notice at any time, provided such changes are
permitted by applicable law. We reserve the right to make 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 practices, we will change this Notice and make
the new Notice available upon request. For more information about our privacy practices or additional copies of this
Notice, please contact us at (916) 392-7110.

Uses and Disclosures of Health Information
We use and disclose health information about you for treatment, payment, and healthcare operations.
For example:

Treatment: We disclose medical information to our employees and others who are involved in providing the care you
need. We may use or disclose your health information to another dentist or other healthcare providers providing
treatment that we do not provide. We may also share your health information with a pharmacist in order to provide you
with a prescription, or with a laboratory that performs tests or fabricates dental prostheses or orthodontic appliances.

Payment: We may use and disclose your health information to obtain payment for services we provide you, unless you
request that we restrict such disclosure to your health plan when you have paid out-of-pocket and in full for services
rendered.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations.
Healthcare operations include, but are not limited to, quality assessment and improvement 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 operations,
you may give us written authorization to use your health information or to disclose it to anyone for any purpose. 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 is 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. You have the right to request restrictions or disclosure to family members, other relatives, close personal
friends, or any other person identified by you.

Unsecured Email: We will not send you unsecured emails pertaining to your health information without your prior
authorization. If you do authorize communications via unsecured email, you have the right to revoke the authorization
at any time.
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Persons Involved in Care: We may use or disclose health information to notify, or assist in the notification of (including
identifying or locating) a family 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 of disclosure of your health
information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your
incapacity or emergency circumstances, we will disclose health information based on a determination 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 to make reasonable
inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other
similar forms of health information.

Marketing Health-Related Services: We may contact you about products or services related to your treatment, case
management or care coordination, or to propose other treatments or health-related benefits and services in which you
may be interested. We may also encourage you to purchase a product or service when you visit our office. If you are
currently an enrollee of a dental plan, we may receive payment for communications to you in relation to our provision,
coordination, or management of your dental care, including our coordination or management of your health care with a
third party, our consultation with other health care providers relating to your care, of if we refer you for health care. We
will not otherwise use or disclose your health information for marketing purposes without your written authorization.
We will disclose whether we receive payment for marketing activity you have authorized.

Change of Ownership: If this dental practice is sold or merged with another practice or organization, your health records
will become the property of the new owner. However, you may request that copies of your health information be
transferred to another dental practice.

Required by Law: We may use or disclose your health information when we are required to do so by law.

Public Health: We may, and are sometimes legally obligated, to discuss your health information to public health
agencies for purposes related to preventing or controlling disease, injury or disability; reporting abuse or neglect;
reporting domestic violence; reporting to the Food and Drug Administration problems with products and reactions to
medications; and reporting disease or infection exposure. Upon reporting suspected elder or dependent adult abuse or
domestic violence, we will promptly inform you or your personal representative unless we believe the notification would
place you at risk of harm or would require informing a personal representative we believe is responsible for the abuse or
harm.

Abuse or Neglect: We 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 disclose 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 official health information required for lawful intelligence,
counterintelligence, and other national security activities. We may disclose to correctional institutions or law
enforcement officials having lawful custody of protected health information of inmates or patients under certain
circumstances.

Appointment Reminders: We may contact you to provide you with appointment reminders via text, voicemail, email,
postcards, or letters. We may also leave a message with the person answering the phone if you are not available.

Sign In Sheet and Announcement: Upon arriving at our office, we may use and disclose medical information about you
by asking that you sign an intake sheet at our front desk. We may also announce your name when we are ready to see
you.
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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 this 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 obtain a
form to request access by contacting our office. 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. If you request copies, there may be a charge
for time spent. If you request an alternate 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 for a full explanation of our fee structure.

Disclosure Accounting: You have a right to receive a list of instances in which we disclosed your health information for
purposes other than treatment, payment, healthcare operations and certain other activities for the last six years. 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
emergency). In the event you pay out-of-pocket and in full for services rendered, you may request that we not share
your health information with your health plan. We must agree to this request.

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

Breach Notification: In the event your unsecured protected health information is breached, we will notify you as
required by law. In some situations, you may be notified by our business associates.

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.
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Acknowledgement of Receipt of Notice of Privacy Practices
**You may refuse to sign this acknowledgement**

l, have received a copy of Dr Nikki Chauhan’s Notice of Privacy Practices.

Print name:

Signature:

Date:

If this Acknowledgement is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s name:

Relationship to patient:

For program use only

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

o Individual refused to sign

o Communications barriers prohibited obtaining the acknowledgement

o An emergency situation prevented us from obtaining acknowledgement
o Other (Please Specify)

Witness Signature Date

Dentist Signature Date
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OFFICE GUIDELINES
Nikki Chauhan, D.D.S.

Our hope is to provide the highest quality of patient education and dental care to all patients that choose us for their dental care. Our
hope is by providing you the following information we can prevent misunderstandings to ensure you encounter a positive experience.
Please feel free to let us know if you have any questions or concerns.

EXPECTED PAYMENT
To keep our fees to you as low as possible, we ask that payment be made at the time of service. For your convenience an
estimate for services will be prepared in advance of your appointment/s to ensure you an opportunity to plan for your dental
care. We believe whether you privately pay or have dental insurance to assist you, everyone deserves the care they need and
want. It is necessary to provide accurate insurance information so estimates can be as accurate as possible.

Initials
DENTAL INSURANCE
We are happy to file your dental claims to assist you in receiving the full benefits of your coverage. We request that you be
familiar with your insurance benefits, and provide us the correct information to assist you with the submittal of claims. We
will accept the estimated insurance payment directly from your insurance company provided payment is received from them
within 45 days. Please realize that your insurance is a contract between you, your employer, and the insurance company;
therefore, we cannot guarantee coverage or eligibility and your assistance may be requested to expedite the processing of
your claim. Not all services are covered benefits in all contracts; therefore, you are ultimately responsible for the total
amount of your dental fees. The treatment recommended for you is indicated regardless of your dental insurance benefits,
deductibles, limitations, or maximums.

Initials
PAYMENT OPTIONS
For your convenience we provide a variety of payment options to help you receive the quality care you need to enjoy a
healthy and confident smile. Please identify which form of payment is most convenient for you at the time of service.
Cash/Check 0 MasterCard 0 Visa O Other Extended Payment [ (Please see below)

Please Note: A $25.00 NSF fee will be charged for all returned checks. If you desire a monthly payment plan, we invite you to complete a simple
finance company application. There are no application fees or down payment and the loan can be interest-free.

PAST DUE BALANCES
If applicable balances owing from a prior visit where insurance is not pending, or an insurance payment has not been
received within 90 days, or the account has been sent to collections is considered past due. Payment of any past due balance
is required to be paid in full before incurring new charges. Balances over 90 days may be subject to rebilling fee.

Initials
CANCELLATIONS
We consider all appointments confirmed when they are reserved. We do not double book with anticipation of patients not
showing for their needed dental care. Our schedule remains open yet, fully staffed when patients cancel or fail the same day
appointment. We require 2 business days courtesy notice to allow us opportunity to reappoint you a more convenient time
and have sufficient time to offer your appointment to another patient.
Without proper notice, the cancellation fee is $75

Initials
CELL PHONES
We ask that cell phones be turned off at all times while in the treatment area. If being available for an emergency during
your reserved appointment is necessary, please leave our office telephone number so you can be reached. If an unfortunate
emergency arises, we will notify you in the treatment area immediately.

Initials
INFORMATION CHANGES
To ensure your records are current please notify us of any changes related to medical history, telephone number/s, address,
employer or insurance information as they occur.

Initials

Thank you for your understanding of the Office Guidelines!

My signature indicated that | understand the policies as outlined and any questions | have with regard to office policies have been answered.

Signature of Responsible Party or Patient Date

My signature indicates that | have reviewed the office policies with the responsible party and/or patient.

Signature of Staff Member or Doctor Date
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Getting to know you...
Nikki Chauhan, D.D.S.

Patient Name Date

“Our promise is to provide you the opportunity for a dental experience that meets or exceeds your expectations in a
caring, comfortable, and professional atmosphere. We will provide you preventative care to enhance your smile,
improve and maintain your dental function, and help you to prevent future dental problems.”

To help us serve your dental needs best, we would like to know more about you.
Please take a moment to complete the following questions:

What do you expect from your visit with us today?

What is most important to you about your dental health?

In your opinion, what is the present condition of your mouth?

What would you like your teeth to be like in 10 to 20 years?

Are you aware there are medical conditions related to dental disease? = Yeso No O

What do you know about periodontal disease?

If you could “enhance” anything about your smile, what would it be?

What foods do you enjoy yet do not eat due to discomfort with your teeth or any area of your mouth?

What has been your overall experience in other dental offices?

Has “fear” or “cost” ever prevented you from getting the dental treatment you need or want? Yeso NoD
If yes, please explain:

What “quality” of dentistry do you want us to focus on at this time? Please circle:
A) Patch It B) Only Treatment Covered By Insurance C) Ideal / Best

Should you be in need of treatment at what point do you plan to get started? Please circle:
A) When It Hurts B) When It Breaks C) When It Is Recommended, To Prevent Further Deterioration

Please feel free to let us know more about how we can help make this your best dental experience:

Internal Office Use:
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