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Health HlStOr Form SN [ ADA Amerlcan DentalAssoaatlon :
! Bl byl y s AN HE SR i L 5 Amencasleadmg advocate for oral health '
[Email: ( Togay's Date: i J ; ‘ S
As required by law, our office adheres to WEitter policies and procedures to pratect the privacy of lnfon:natxon about you that we create, receive or maintain. Your answers are for our
records only and will be kept confidential stibject to applicable laws: Please note that yod will be asked some guestions about your responses to this questionnaire and there may be
additional questlons concerning your health Thi mformation is vital 10 allow.us to provide appropriate dare for you. This office does not use this information to discriminate.
‘Name: : i Home Phone. Include area code Business/Cell Phone: include area code - i
Last First Middle ‘ « ; ( )
Address: ; City: | State: Zip:
Mailing address ‘ R .
Occupation: ! Height: - Weight: Date of Birth: Sex:: M F
| |
SS# or Patient ID: Emergency Contact: | Relationship: Home Phone: Include area code Cell Phone: include area code
i i (i) «
If you are completing this form for another person, what is your relationship to that'person? | [
Your Name 1‘ Relationship |
Do you have any of the following diseases or problems: ! (Check DK if you Don’t Know the answer to the question) Yes No DK
Active Tuberculosis..........ccoovimeriniiernieee e ‘ ; OOo0o
Persistent cough greater than a 3 week duration..........cc.eeveevevieene. Ooo
Cough that produces blood........cc.ooivicoriecsirieecce e 0oogao
Been exposed to anyone with tuberculosis......{.......ccooveerroecccnriisrnans s : ‘ Ooo0oo
Jf you answer yes to any of the 4 items above, please stop and return this form to the receptionist. )
; AN T} i g ahl ‘ s i { 8
N 3 SieEN RIS EON L SR
ental INTOrMatioON: piasd mark (X) your responses to the following questions. : i
N H Al
1 Yes No DK ‘ i Yes No DK
Do your gums bleed when you brush of floss? .L..........ccoooveervreerecerioene. oOo Do you have earaches or RECK PAINS?. . ooorreeeeeevvmviss oo 0onao
|
Are your teeth sensitive to cold, hot, sweets or|pressure? ..........c....o..... O I:i] Do you have any clicking, P?PP‘”Q or discomfort in the Jaw? ... ooao
IS YOUF MOULN ArYZ ... e e O O |Doyoubruxorgrind your teeth? .o oo
Have you had any periodontal (gqum) treatments?...... 0 E#l Do you have sores or U|Cer5 in your mouth?.. oo
Have you ever had orthodontic (braces) treatment? OO |Doyou wear dentures or partxals? ----------------- 0oa
Have you had any problems associated with previous dental treatment?|........ od d Do you participate in actxve recreational activities? ................ SRR PRI 0Oo0oao
Is your home water supply fluoridated? ... ad Eé] Have you ever had a serioué injury to your head or mouth? ..........cccooocoeceoooee goad
Do you drink bottled or filtered Water?............h....oerocsesrsesss oo (nl= Date of your last dental exam:
If yes, how often? (Check one:) DAILYD] / WEEKLY I / OCCASIONALLY O What was done at that time?
| |
Are you currently experiencing dental pair1 or discomfort?.........J.... 0 Date of last dental x-rays:
What is the reason for your dental visit today? :
! |
How do you feel about your smile? ;
: y
M Ed ICa l [nfO rm at 10 n‘;Plez se mark (X) your response to Indicate if.you have or have not had ony of. the following diseases or problems. »
i ‘ Yes No DK ;f | Yes No DK |
Are you now under the care of a physician? .....{. ..o e ogano Have you'had a serious illness, operation or been hospitalized
; ! ; =
Physician Name: Phone: Indude areo coda inthe past 5 years?.......... ettt e e Oooan
( ) i i If yes, what was the illness or problem?
i i ; |
Address/City/State/Zip: : [
{ Are you taking or have you recently taken any prescription
| or over the counter medlcme(s)? a
Are you in good health? ...............occovvviverceann. g ,,,,,,, . 00 If s0, please list all, mcludlng vitamins, natural or herbal preparations
Has there been any change in your general hea!th within the past year’? w..0d O O andor duetary supplementsi:
If yes, what condition is being treated? ! 3 i
| |
! |
Date of last physicaf exam: 1 1
i i
i !
o~ , . /
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|
!
M e d ICa I I nfO rmation prease mark (X) your response ta indicate if you have or have not had any of the following diseases or problems.
(Check DK if you Don’t Know the answer to the question) i Yes No DK l “ Yes No DK
Do you wear contact INSes?...........ooocorren oo e ~.gagoano youuse contr?lled substances (drugs)? ..o O0oo
Joint Replacement. Have you had an orthopedic total joint D(S you use tobacco (smoking, SNUFF, Chew, BIdIS)?..........crwcrmrereeserensnssnnens 0Oooag
(hip, knee, elbow, finger) replacement?...........c.ccccooiiinn ettt 0o If 7O how interested are you in stopping? |
N Circle one: VERY Y/ SOMEWHAT / NOT INTERESTED
Date: If yes, have you had any complications? J; i
u dri i ? et e
Are you taking or scheduled to begin taking an antiresorptive agent Doyou dnnk alcoholic bev?rages. Ty ooao
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for “ i If yes, how much alcohol did you drink in the last 24 hours?
0SteopOrosis or Paget’s diSease? ... O O O | if yes; how muchido you typically drink i n a week?
Since 2001, were you treated or are you presently scheduled to begin i WOMEN ONLY Are you: :: ; : v
treatment vyith an antiresofptive agent (like Aredi::x’, Zometaf','XGEVA) ‘ Pragnahi? gL e noo
for bone pain, hypercalcemia or skeletal complications resulting from NumBer of weeks: qo .
Paget’s disease, muitiple myeloma or metastatic cancer? ......... | ......................... I:]I 0og Taking birth control pills or hormonal replacement? too
Date Treatment began: NULSING?. .. fisti ittt b 0.0 4
Allergies. Are you allergic to or have you had a reaction to: | ! j’ Yes No DK
To all yes responses, specify type of reaction. Yes No DK  Metals Ooog
Local anesthetics : ooano Latex|(rubber) ooao
Aspirin i ooano lodine ! Oooad
{ . i
Penicillin or other antibiotics i Oooo Hay f =ver/s§asonal Ooo0oaoa
Barbiturates, sedatives, or sleeping pills 1 ooano Anjimals __ Ood
Sulfa drugs 000  Food ; ooao
Codeine or other narcotics 000 other | ooo
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems. .
. Yes No DK Yes No DK Yes No DK
Artificial (prosthetic)' heart valve o0 Au oiq muné disedse.............. Ooono Glaucoma ..ovvovvvcve i Ooo0o
Previous infective endocarditis O o rh L umatoid arthritis............ 0O 0O 0| Hepatitis, jaundice or
Damaged valves in transplanted heart .............cc.cooooveeirieeenee. etererieeseervesesveon O O O | Systeric lupus I'V?r disease upb b
Congenital heart disease (CHD) ! ef)th%mat°fus'~~~ ------------------ 0Oo0ao EP.'lePSY -------------------------------- ooao
Unrepaired, cyanotic CHD... . 1 O O As hm’aI ........ 0 [J)| Fainting spells‘or seizures...... OoOoan
Repaired (completely} in last 6 months O O | Bronchitis ] """" oo NTfu;:?gsl;:L?;?rders """""""" boo
Repaired CHD with residual defects.............cooovovovevernnnn = oo Emphysema.;. oo Si dt d | 0oQg
[ ! Sints trouble ... oo eep disorder ..........cccoveveeene.
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended Tuberculosis! 0oo Do you snore?..........cc.ccoovvcneees 0ooa
for any other form of CHD. ; : Mental health disorders........... ooo
| Catcer/Chemotherapy/ Specify:
Yes No DK Yes NoDKk  Radiation Treatmet................ Oooo pecily:
) | | h o ) Recurrent Infections................ ooo
Cardiovascular disease.......... O O O  Mitral valve prolapse. ooo © ‘ st pain upon exertion........ ooo Type of infection:
ANGINA. ..o O O O Pacemaker......... bedenserennenss ooo Ch[omlc PN oon Kidney problems...................... Oooo
Arteriosclerosis. . ..o, O O O Rheumatic fever................ Oooo Diabeties Typelogll.. O U} Night sweats oo ooa
Congestive heart failure........ O O O Rheumatic heart:| disease......... 0ooo Ea*ing‘disordjer.... O B osteoporosis................... OoOoOoo
Damaged heart valves O 0O Abnormal bleedlrg ooo Malnutrition: ... O O} persistent swollen glands
Heart attack ........ccoooeccnvcincs OO Anemia........ 0 O[O Gestraintestinal disease......... O O O] ineCkrnieiin, ooao
i } [
Heart murmur...........c..o.ooeve.. O [0  Blood transfusion i.................. O OO GE. Reflux/persistent nger.e headaches/
! | h . ; MIGFAINES . vvvovevrevereereriririnenes O0oano
Low blood pressure O o I yes, date: | ! edrtburn T R Oooao
N : . ul ! : Ooo Severe or rapid weightloss.... O O O
High blood pressure....... oo Hemophilia ........ AR Ooo0oo CerS|.cihivinid e . .
i ! " i Sexually transmitted disease.. O 0O O
Other congenital D‘ I prob; e 0oo Excessive urination 0Ooaao
| heart defects oo OO0  Stpke O [ Sxeessiveunnation...... .
Has a physician or previous dentist recommended that you take antibiotics prior; to your dental treatment? ... L. .co...coooooeiiiorreees oo ooao
Name of physician or dentist making recommendation: Phone: include area code
| ( )
Do you have any disease, condition, or problem not listed aboye, that you think | should know aBout? ......1...... o s oon
Please explain: : i
L I
NOTE: Both doctor and patient are encouraged to discuis any and all relevant patient health issues prior to treatment.
! certify that | have read and understand the above and that the information given on this formiis accurate. | understand the importance of a truthful health history and that my
dentist and his/her staff will rely on this information for treating me. I acknowledge that my questions, if.any, about inquiries set forth above have been answered to my satisfaction.
1 will not hold my dentist, or any other member of his/her staﬂf responsible for any action they|take or do not take because of errors orf omissions that | may have made in the
completion of this form. | t J
Signature of Patient/Leqgal Guardian: l ' | ; D
Signature of Dentist: 5 - | Dlte
(. 7 t FOR COMPLETION BY D’ENTISTE '
Comments: ji !
B | |
i !
g i | ‘
i } 5 H i i
i ‘



HIPAA — PATIENT CONSENT F

INFORMATION (PHI) ACKNOWLEDGNI

R USE AND DISCLOSURE OF PROTECTED HEALTH

ENT OI‘= RECEIPT OF NOTICE OF PRIVACY PRACTICIES

*HIPAA — CONSENTIMIENTO DEL PACIENTE PARA

USAR Y COMPARTIR INFORMACION PERSONAL DE SALUD

Y CONFIRMACION DE REGIBO DE Lf\ NOTA DE PRACTICAS DE PRIVACIDAD

| acknowledge that | have been p[owded with A PLU
the use and disclosure of Protect Health Informatio

*Confirmo que se me ha proveido con la “Nota De P

. g | !
usar y compartir Informacidn Personal De Salud como lo permita y/o requiera la ley.

Patient Name: (please print)

|
S DENTIST iLLC., “Notice of Prlvacy Practlces , and | am giving my consent for
N as ;eqmred and/or permltted by Iaw.

actfcas e Privacidad”; de APLUS DENTIST, LLC., y doy mi consentimiento para

|

!
i
i

*Nombre Del Paciente: {nombre en letra de molde por favor)

Patient Signature (or legal representative; proof may be reques

ted)’

*Firma Del Paciente: (o representante!legal: prueba puede ser

Date:
*Fecha:

requeridaf

i

|
EMAIL/TEXT MESSA
*CONSENTIMIENTO DE CORRE

Purpose: This form is used to obtain your, consent to communica
A PLUS DENTIST, LLC., (APD) offers patlents the opportunity to

text messaging has a number of risks that patients should consid

reasonable means to protect the securityI and confidentiality of
security and confidentiality of email/moblle text messaging comn

| acknowledge that | have read and fully understand this conse

between APD and |, and consent to the conditions outlined here

*Propésito: Esta forma es usada como consentlmlento de usted
de Salud Protegida. A PLUS DENTIST, |.LC., {APD) ofrece a sus pa
informacién via correo electrémco/mensaje de texto a mévil tie
para estos propdsitos. APD usara formas razonables de protege:
movil. De todas formas, APD no podra garantlzarle proteger cof
ninguna forma responsable sl esta informacién confidencial es us

Yo comprendo haber leido y completamente entendido el con

GE TO MOBILE PHONE CONSENT FORM

0 ELECTRONICOIMENSAJES DE TEXTO A MOVIL
|

email/mobile text messaging regardmg your Protected Health Information.

by emall/moblle text messaging. Transmitting patient information by email/mobile
er before granting consent to use emall/mobnle text messaging for these purposes. APD will use
email/mobile text messaging information sent and received. However, APD cannot guarantee the

hunication and will not be liable for inadvertent disclosure of confidential information,
! | |

e with you‘by
communicate

h
|

! B i
nt form. Iiunderstand the risks associated \?vith communication of email/mobile text messaging
n. Any questions | may have had were answered.

I : |
para Eomunicarnos via correb electrénico/mensaje de texto a moévil en referencia a su Informacion
rientes la o'portunldad de comunicacién via correo electrénico/mensaje de texto a mévil. Trasmitir
ne numerosos riesgos que el paciente debe'considerar antes de otorgarnos este consentimiento
confldencial seguro la informacién mandada a usted via correo electrénico/mensaje de texto a
nfidencial y seguro la comumcacmn via correo electrénico/mensaje de texto a mévil y no serd en
ada inadvertidamente por otros. :

>entlm|ento de esta forma Yo comprendo Ios riesgos asociados con la comunicacién via correo

electrénico/mensaje de texto a mévil entre APD Yy Yo, y consiento a las condiciones que me han sido dadas. Cualquier pregunta que yo haya tenido me a sido

respondida.

!
|

*Reconommlento y Acﬁerdo del Paciente

Patient Acknowledgment & Agréeme

My Consented Email Address is:

i
P
1
|
|

*Mi Correo Electrénico Consentido Es:

My Consented Mobile Number For Text Messaging is:

*Mi Numero Modvil Para Mensaje De Texto Consentido Es:

Patient Signature:

Date:

*Firma del Paciente

IN CASE OF EMERGENCY: Please call 911 ofprocee
*EN CASO DE EMERGENCIA: Por favor llame al 911 or proc

*Fecha

d to the nearest emergency room. Do not use this way of communication for that purpose.

1 .
eda al centro de emergencia mas cercano, No use esta forma de ¢ icacidn para este propd.

N

Rev.09/19




| | | g
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION

S

2 e a—

_ PATIENT|INFORMATION = |/

Patient Name: : [ D.atg of
| Birth:

Social Security No: ; Telepﬂone No:

!

Address:

- L it . ASETO iw o i

1 authorize A PLUS DENTIST, LLC; to release the health inform’at on indicated below to: |

And for the purpose of alternative means of confidential commUnication the use of the fbllowing Email Address:
; i i

Person/Organization Name: ‘

Address: '

| Address: !

Telephone No: Ema

Dates of Medical Record Releasq:

P
'
|

H I : .
A PLUS DENTIST, LLC., (APD) offers pIatients the opportunity to communicate by email. Transmitting patient information by email has a number
of risks that patients should consider before granting conjlsent to use email for these purposes. APD will use reasonable means to protect the
security and confidentiality of email%information sent and received. However, APD cannot guarahtee the security and confidentiality of email
communication and will not be liablé for inadvertent disclosure of confidential information. | acknowledge that | have read and fully understand
this consent form. | understand the risks associated with communication via ehail and | con;sent to the conditions outlined herein. Any
questions | may have had were answered. ! i b

| |

REASON FOR DISCLOSURE. | |

[ Legal |

| |

I:] Insurance [:] Personajl Use j
Aaaa | INFORMATION TO BE RELEASED |
[] complete Medical Record [ operative Reports -

cify)

[] continuing care

|

D Other Purpose (please spe

] Lab Reports O Pathology Report

|

[C] radiology Reports ' ]

[ O

D Other (please specify)

!

SPECIFIC AUTHORIZATIONS = ||

£ ‘ i : :
The Following Information will not be released unless you spe':ci fically authorize it by marking the relevant box{es) below:

4 ‘ :
[] prug/Aicohol Abuse or Treatment | ] Genetic Testing Information

. . | : ! .
D HIV/AIDS, Sexually Transmitted Disease (STD) | D Mental Health Treatment or Psychotherapy Notes
Test Results or Diagnoses !

(The release of Psychot;herapy Notes require a separate authorization)
{ i

S — . . . . g g

3o
H i i
E H

] { - i
This consent is subject to revocation at any time except to the extent the actjon has been taken thereon. This authorization and consent will expire one year
from the date of authorization written below. Your health care (or payment for care) will not be affected by whether or not you sign this authorization. Once
your health care information is released, redisclosure of your health care information by the recipient may no longer be pratected by law.

Patient Signature: : ' Daté Signed:

(Gua(dian/Legal Representative)

Print Name: (pjease Print) Relationship If Other Than Patient:

: ‘ :
**If other than the patient’s signature, a copy of legal paperworkverifying the patient’s personal representative MUST accompany the request (i.e, court
appointed guardian, durable power of attorney for health care).

: Rev.09/19
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|

amn
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION
FROM OTHER HEALTHCARE FACILITIES

!
|
i

memn O ,

SATIENT INFORMATION

Patient Name:

Social Security No: ' Telephone No:

Address:

| REQUESTTO |

Name of Healthcare Facility from \A’/hich Records are Requested: f

\

| :

i Telephone No.: 5 Fax No.:

\ i

| Address: ;

|

| Dates of Treatment Requested: Reason For Disclosure:

g 7 & > . - e §

i 5

| hereby authorize A PLUS DENTIST, LLC; to ohtaln the health inform atlon |nd|cated below AND for the purpose of alternative means of confidential communication the
use of their email address. APD offers patlents the opportunity to cammumcate by email. Transmitting patient mformatron by email has a number of risks that patients.
should consider before granting consent to use email for these|purposes. APD will use reasonable meansito protect the security and confidentiality of email
information sent and received. However, APD cannot guarantee| the security and confidentiality of email commumcation and will not be liable for inadvertent
disclosure of confidential information. | acknowledge that | have read and full\) understand this consent form. | understand the risks associated with communication via

email and consent to the conditions outlined herein. Any questions | may have had were answered !

Mail Information To: A PLUS DEI\ TIST, LLC AddreSs: 14277 SW.42 ST MIAMI, FL 33155

Or Fax To: 786.703.6194

Email: Adentlst14277@gmall.com

e AN N RN e

T
H
H

|
S U - &
" INFORMATION TO BE RELEASED | |

[] complete Medical Record ¥ [ operative Repdrts
j 1 ;

["] Radiology Reports 1 [ pathology Repofrts
D Lab Reports ’ |:] '
W | ]

[ other (please specify)

F |

i
|
!
]
|
|

 SPECIFIC AU THORIZATIONS

The Following Information will not be released unless you specifically authorize it by marking the relevant box(es) below:
! .

- | - - I .
] Drug/Alcohol Abuse or Treatmlent ‘ [] Genetic Testing Information
| |
[:l Mental Health Treatment or Psychotherapy Notes

(The release of Psycirotherapy Notes require a separate authorization)

4

O HIV/AIDS, Sexually Transmitted Disease (STD)
Test Results or Diagnoses

v
o

sl

This consent is subject to revocation at any time except to the extent the actlon r as been taken thereon. This authorlzatnon and consent will expire one year from the
date of authorization written below. Your health care (or payment!for care) w /ill hot be affected by whether or not you sign this authorization. Once your health care
information is released, redisclosure of your healthcare information by the recipient may no longer be protected by law.

Patient Signature: \ Date Signed:
(Guard/an/Legal Regrgientar/ve) i . ! H
::,r;:;te ,?,l,-?:)n e } Relatinnship If Other Than Patient:

**/f other than the patient’s signature, a copy of legal paperwork verifying the patient’s personal representative MUST accompariy the request (i.e. court appointed guardian, durable power of
attorney for health care). For a deceased patient: A death certificate coupled with executor or administrator of estate paperwork must accompany authorization. Exception: parent signing for
patient under the age of 18. **for a deceased patlent a court entry or order appomtmg a ;rducrary, executor, or administrator or letters of appointment received from Probate Court must
accompany an authorization signed by the named individual. If the estate has not been prébated, a death certificate is required coupled with the documents naming the administrator or
executor of the estate. | . : 1 !

Rev.09/19
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i
|

|



14277 S NJ42ND STREET
MIAMI, FL 33175

: 305-222-9219 PHONE

" | 305-222-9119 FAX

CONSENT FORM FOR DENTAL TREAfMENT

Please read and initjal each of the following paragraphs, read and Isign the section at the bottom
of this form Name of patient 1

TREATMENT TO BE DONE: | understand tihct I will have the followmg treatment

Fillings Bridg’es| Crowns Extractions_ Root (‘anal

T

Other | | Initials

medications can cause allergic reactrons causing redness and swelhng of trssues pain, itching,
vomiting, and/or anaphylactlc shock (severe llergic reaction). lnrtrals

CHANGES IN TREATMENT PLAN:|I understand that dunng treatment it may be necessary to
change or add procédures due to cgndi |on|s found wh|Ie treating my teeth that were not found
during examination, 'the most commbn belnb foot canal therapy, followed by routine restorative
procedures. | give my permrssron to the Dentist to make any/all necessary changes and

additions. Initials _ r |

I ‘
TOOTH EXTRACTION: The aIternatlves toja tooth extractlon (root canal therapy, crowns, and
periodontal surgery,|etc.) have been explalned to me and | authonze the Dentist to extract the
following teeth : and afiy other(s) that are necessary for reasons

DRUGS AND MEDILATIONS | understanc tgat antrblotlcs pain rellevers and other

described in paragraph #3. | unders and that tooth extraction does|not always remove all
infection, if any, addjtional treatment may be needed. | bnderstand,the risks of tooth extraction,
some of which are pain, swelling, sp read of |nfect|on |ndef|n|te socket (days to months), or
fractured jaw. | understand that | may need ffurther treatment by a spemalrst or even be
hospitalized if complications arise ‘durinb orjafter treatment and |t is my responsibility. Initials




i |
| )
% !

CROWNS, BRIDGES AND CAPS: | understand that

that can easily fall out and that | must take care to

match the color of natural teeth. | further 'understaﬂF
permanent crowns are dellvered | am aware that

nsure th
t e last opportunity to make changes to my

sometlrlnes it is not possible to exactly
that | may be bringing temporary crowns
n-}ey do not fall out until the

new crown, bridge, or cap (including changes in shape, f1|t s|ze, and color) will be prior to

cementation. Initials I

[ ‘
FULL OR PARTIAL DENTURES: | am aware that ful
constructed of plastic, metal, andlor porcelam Proble
braces have been explained to me, |nc|ud|ng looseni
that the last opportunity to make changes to my new
and color) will be when | attend my "teeth -in-wax" fry:
dentures require another ahgnment approxmately lth
placement. The cost of this procedure is not included
Initials | |

t

|
ENDODONTIC (ROOT CANAL) TREATMENT: 1 upd

|
or ba ial dentures are; artificial,
ms|that can arise from wearing these
ng, pai_ , and possible rupture. | understand
den|tur s (including changes in fit, size,
in consultation. | understand that most
ree tot elve months after placement. Initial
in the initial cost of the dentures.

erstan that there is no guarantee that root

canal treatment will save my tooth and that compl cahons from treatment may occur, and that
metal objects are sometimes cemented into the tootr or exténded into the tooth, through the

root canal, which does not necessarlly af ect the suc
(apicoectomy). Initials B

PERIODONTAL (TISSUE ANE BONE) LOSS: I unde

|
cess of he root canal treatment

rstand hat | have a serious condition,

which is causing |nflammat|on or loss of gums and|bone, ‘ and that can cause the loss of my

|
teeth. Alternative treatment plans mcludmg gums rqery, replacement and/or extractions, have
de tal procedure may have a future

been explained to me. | understand that undergomg
negatlve effect on my perlodontal condition. Initials

| understand that dentistry is not an exact science an

any

d that, therefore, accredited practitioners

cannot guarantee results for complete l acknowledg ] that np one has guaranteed or assured
me anything regarding the dental treatment that | have requ sted and authorized. | have had

the opportunity to read this font'm and asquuestlons. l
answered, | give my consent for the proposed treatm

Date:

am! satisfied that the questions have been

ent to be carried out.

Patient's signature:




| MIAMI, FL 33175
. 805-222-9219 PHONE
305-222-9119 FAX

] |
14277 SX;I/ 42ND STREET

PHOTO VIDEO CONSENT

1, , 3 uthTrize A Plus Dentist, Dr Ya nnelys Martin, and staff to take
pictures and;videjos ofimy face, mandible, and teeth.

| understandv that the photographs and jvideos wil| be used for my dental care.

PERMISO PARA TOMAR FOTOGRAFIAS Y VIDEOS

Yo, o _— __| autorizo jpor medio de este do;cumento, a A Plus Dentist,
Dra Yannelyé Martin y|su personal parajtomar fotografias y videos de rﬁi cara, mandibula, y dientes.

Entiendo que estas fotografias y‘videbs seran utilizados como un registiro de mi cuidado dental.

i

Patient Signature:

Dr Signature:

Date:




