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Patient Information:

City:
Cell Phone:

Social Security #

Check Appropriate Box: n Minor r Married r Domestic Partner n Divorced

If Student, Name of School: City:

Employer: Employer's Address

Emergency Contact's Name and Number:

Dr. Richard Janis DDS
www.dr-rich ardj anis.com

Date:

Name: Preferred Name: Birthdate: Home Phone:

State: _ Zip:
Work Phone:

Address:

E-mail:

n Widowed

State:

r Single

n FuIl Time n Part Time

Occupation

Whom May We Thank For Referring You:? Name:

Responsible Party (If Different Than Above):

Name: Birthdate:

Yahoo r Google r Mail n Other:

Home Phone:
Address:
E-mail:

City: State: _ Zip:
Work Phone:Cell Phone:

Relationship to Patient:

Insurance Information:

Name of Insured:
Social Security Number:
Insurance Company Name:

Relationship to Patient:
Insurance ID Number:

Birthdate:
Employer:

Insurance Company Phone Number:

Do You Have Any Additional Insurance? u Yes u No If Yes, Complete The Following:

Name of Insured:
Social Security Number:
Insurance Company Name:

Office Policy:

Relationship to Patient:
Insurance ID Number:

Birthdate:
Employer:

Insurance Company Phone Number:

Payment in full is required at the time of service unless other arrangements have been made. For patients with insurance, we will
require your copayment and we will bill your insurance company for you. Unpaid balances will be billed to your credit card on file.
Appointment time is reserved only for you. If you need to change your appointment, you must notify us 48 hours in advance. A
based on appointment time reserved will be charged for late cancelations or missed appointments.

I authorize and request my insurance company to pay directly to the dentist otherwise payable to me. I understand that my
dental insurance carrier may pay less than the actual bill for services. I agree to be responsible for payment in full on date
ofservices rendered. I agree to be responsible for all charges for dental seryices and materials not paid by my dental benefit
plan, unless the treating dentist has a contractual agreement with my plan prohibiting all or a portion of such charges.

Signature Date



I Phvsician, Office Phone,

Are you under medical treatment now?

Have you ever been hospitalized for any

surgical operation or serious illness within the trtr
last 5 years? If yesexplain

)f Irst Elram, I
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3. Are you taking any medication(s) including non-

prescription medicine?

If yes, whai medication(s) are you taking?

5. Do you use tobacco?

6. Do you use controlled substances?

7. Are you wearinS contact lenses?

8. Do you have or have you had any of the following?

9. Are you allergic to or have you had any reactions to,

Yes No

Local Anesthetics (e.9. Novocain) tr n Latex Rubber

Penicillin or any other Antibiotics tr D Sulfa Drugs

Barbiturates n tr Sedatives

Iodine tr n Aspirin

Any Metals (e.9. nickel, mercury, etc) n D Other (please list)

1 0. Do you have persistent cough or throat clearing not

associated with a known illness (lasting more than 3 weeks?

11. Women only,

a) A-re you pregnant or thinkyou may be?

b) Are you nursing?

c) Are you taking oral contraceptives?

Yes No
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Yes No
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Heart Disease

Cardiac Pacemaker

Heart murmur

Angina

Frequently Tired

Anemia

Emphysema

Cancer

Arthritis

Joint replacement/implanl

Hepatitisilaundice

Stomach Troubles/Ulcers

STD'S

trtr
ntr
ntr
NT

High blood pressure

Heart attack

Rheumatic Fever

Swollen ankles

Fainting/Seizures

Asthma

low blood pressure

Epilepsy/Convulsions

Leukemia

Diabetes

Kidney Disease

AIDS or HIV infection

Thyroid Problem

Patte,rfiDental History
Please describe the primary reason for your visit(concerns)

Yes No
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If you could rate your smile from i - 10, what would it be?

Yes No
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Yes No
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Chest Pains

Easily Winded

Stroke

Hay Fever/Allergies

Tuberculosis

Radiation Therapy

Glaucoma

Recent Weight Loss

Liver Disease

Heart Trouble

Respiratory Problems

Mitral Valve Prolapse

Other

How long has this been going on and what would you like done?

Would you like to improve your smile? Yes No How?

Name of Previous Dentist andlocall.o

l. Do your gums bleed while brushing or flossing?

2. Are your teeth sensitive to hot or cold liquids/foods?

3. Are your teeth sensitiye to sweet or sour liquidslfoods?

4. Do you feel pain in any of your teeth?

5. Do you have any sores or lumps in or near your mouth?

6. Have you had any head, neck or jaw injuries?

7. Have you ever experienced any of the following problems

in your jaw? n tr
Clicking D tr
Pain (joint, ear, side offace) n tr
Difflculfy in opening or closing tr tr
Difficulty in chewing tr tr

Authoiz.attonandRelease
I certify that t have read arrd understand the above information to the best of my hrowledge

Date of Last Exam

8. Do you have frequent headaches?

9. Do you clench or grhd your teeth?

10. Do you bite your lips or cheeks frequently?

1 1. Have you ever had any prolonged bleeding. foilowing

extractions?

12. Have you ever had any difficult extractions in the past?

13. Have you had any orthodontic treatment?

14. Do you wear dentures or partials?

if yes, date of placement

I 5. Have you ever received oral hygiene instmctions regarding

the care of your teeth and gums? n tr

'['he above questions have been accurately allswered. t understand that providing inconect information can

Yes No
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be dangerous to nry health X

Date & Comments,

Date & Comments,

Date & Comments,

Date & Comments,

Dentist & Hygienist Commenh,



Richard fanis DDS

OUR FINANCING OPTIONS

Thank you for selecting our office to serve your dental needs. We believe it is important not only to provide

the highesiquality dental care, but to make this type of care affordable for our patients. We have made

ananfements for our patients, which allow payment to be convenient and flexible. For your convenience, we

accept cash, check,Vis4 MasterCard, Discover, or Care Credit credit cards.

We do not want finances to be an issue for our patients and everyone benefits when financial policy

arrangements are understood, please review the plans listed below. Give some thought to which one may serve

you best in meeting your needi. Our financial coordinator will consult with you on specific details to make your

obligation comfortable for you.

For Treatment under $300.00 we offer:

Cash, Check or Visa/lVlasterCardlDiscover for fuIl treatment.

Cash, Check or VisallVlasterCard/Discover for patient estimated co-pay.*
t(With verification of insurance benefits) Please note insurance infotmation below.

For Treatment over $300.00 we offer:

1. Discount when paying in full at the time of your treatment with cash, check, credit card.
*Not applicable for insurance contmcts.

2. Pay 50% at the time of treatment and the balance at the completion of your treatment.

3. Estimated payment at each visit with cash, check, or credit card.
*Wh verification of insurance beneffis) Please note insurunce information below.

4. 6 or 12 month lnterest-free payment plan through Care Credit.

* Note to patients with insurance

We are happy to process any insurance claim as a service to you at no charge. Please keep in mind

that any insurance puyrn""t estimaie that we provide for you is onlv an estimate. we can not predict what the

insurance 
"orrrp*y 

will do, and you are fully responsible for all fees in their entirety. We are proud that our

fees reflect the time that the doctor sp"rrdr *ith each patient as well as the overall quahty of care and service

that we provide in our practice. Our fees are based upon Usual, Customary & Reasonable Fees, and are often

above insurance allowances.

We have noticed that in recent year's insurance benefit plans have lowered their benefits, no longer

pay for necessary treatment, deceased their table of allowances, added waiting periods on most procedures,

inireased deductibles, and yet have kept the yearly maximums the same as 20 years ago. You may wish to

complain to your company's benefits representative should your benefits be less than you expected-

We will hold your account open for 60 days after treatment is completed to allow your insurance

company to pay us. At the end of 60 days you will be responsible to pay the balance of your account in full.

1949 Parkside Drive, Concord, California g45lg . Phone (925) 689-4020 ' Fax (925) 689-7227



Dear Patient:

This is not meant to alarm you! Quite the opposite!
It is our desire to communicate to you that we are taking
the new Federal (HIPAA - Health Insurance Portability
and Accountability Act) laws written to protect the

confidentiality of your health information seriously.

We do not ever want you to delay treatment because

you are afraid your personal health history might
be unnecessarily made available to others outside
of our office.

Richord Jonis, D.D.S. . (925) 689-4020

We will use your HEALTH INFORMAIION within our ofTice

to providc you with the best dental care possible. This may

include adn.rinistrative and clinical oflicc procedules clesi-ened

to optin.rize scheduling and coordination of care between
hygienist. dental assistant, dentist. and business office staff.

In addition, we may share your health inforrnatior.r with
physicians. referring der.rtists. clinical and dental Iabolatorics,
pharmacies or other health care personnel providing
you treatment.

We may includc your health information with an invoice
used to collect payment fbr trcatment you receive in our
officc. Wc may do this with insurance forms filed for you
in thc mail or sent electronically. We will be sure to only
r.vork rvith companies with a similar commitment
to the security of your health infbrrration.

The most significant variable that has motivated
the Federal government to legally enforce the importance

of the privacy of health information is the rapid evolution
of computer technology and its use in healthcare.

The government has appropriately sought to standardize
and protect the privacy of the electronic exchange of your
health information. This has challenged us to review not

only how your health information is used within our
computers but also with the Internet, phone, faxes, copy
machines, and charts. We believe this has been an imponant
exercise fbr us because it has disciplined us to put in writing
the policies and procedures we use to ensure the protection
of your health information everywhere it is used.

We want you to know about these policies and procedures

which we developed to make sure your health information
will not be shared with anyone who does not require it.
Our office is subject to State and Federal law regarding
the confldentiality of your health information and in keepin-q

with these laws, we want you to understand our procedures

and your rights as our valuable patient.

We will use and communicate your

only for the purposes of providing your treatment, obtaining
payment and conducting health care operations. Your health

information will not be used fbr other putposes unless
we have asked for and been voluntarily given
your written pernrission.

Your health information rnay be used during perfbrmance

evaluations of our stafT. Sorne of our best teaching

opportunities use clinical situations cxperienced by patients

receiving citre at our office. As a result, hcalth inlbrrnation
rnay be included in training programs fbr students, intents.
associates, and business and clinical ernployecs. It is also
possiblc that health infbrmation rvill be disclosed during
audits by insurance companies or government appointed

a-gcr.rcics as part of their cluality assLlrance and compliance
revie',vs. Your health infbrmation may be reviewed during
thc routinc processes of certification. licensin-q

or creder.rtialing activities.

,:
Beciiuse we believe regular care is very important to your
oral and general health, wc will remind you of a schecluled

appointment or that it is tirne fbr you to contact us and make

an appointment. Additionally, we may contact you to fbllow
up on your care and inform you of treatment options

or services tl.rat may bc of interest to you or your farnily.

These communications are an important paft of our
philosophy of partnerin-q with our patients tcl be sure

they leccivc the best preventive ancl restorativc care modern

dentistly can provide. 'Ihey may include postcards, fbldin-e

postcards. letters. telephone rerninders or electt'onic t'eminders

such as cmail (unless you tell us that you do not want
to receive thesc rerninders).
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We will notily government authorities if we believe
a patient is the victim of abuse, neglect or domestic violence.
We will rnake this disclclsure only when we are cou.rpellecl

by our ethical judgrnent, when we believe we are specifically
required or authorized by law ol with the patient's agreement.

We may be required to disclose to Federal offlcials
or military authorities health infbrrniition necessary to cornpletc
an investigation related to public health or national security.
Health information could be important when the government
believes that the public saf'ety could benefit rvhen

the infbrmation coulcl lead to the control or prevention
of an epidemic or the understanding of new side eff'ects

of a dru-e treatment or rnedicai device.

As permitted or required by State or Federal law. we may
disclose your health information to a law enfbrcement ofllcial
for certain law enfbrcement purposes. including. under certain
lirnited circumstances. if you are a victirn of a crime
or in trrder to report l crinre.

We may share your health infbrmation with those you tell
us will be helping you with your home hygiene, treatment,
meclications. or payment. We will be sure to ask your
permission tirst. In the case of an emergency. whele you

are unable to tcll us what you want we will use our very best
judgment when shiiring your heaith infbrrnation only when
it will he irnportunt to those perticiparing
in providing your care.

This new law is ciireful to describc that you have the tbllowing
rights related to yoLu'health infbrmation.

i.r, .l- i r..:'i :. :i ;rl

You hata tlrc right to recluest resttictions ott certain Ltses and disclosut'es

ol your hcalth infbrrnation. Our oflice will make every effort to honor

reasonable restl'iction pref'erences t}om our patients.

i_.:rl _tr.i., ::1,- ,-.. ",.,...

kttt have the right to request that we conrmunicate rvith you
in a certain rvay. You may requesl that we only contntunicrte your
health intbrnation privately with no othcr firmily nrembers presenl

or throllgh rnailed communications that are sealed. We will make

er,'ery effort to honor youl reasonable requests
lirl eon l-iderrtiirl corttrlunicutions.

You ltuve tlrc right to lead, review. and copy your health

infbrmation. incluclin-e your complete chart. x-rays and billing
records. lf you would like a copy of your hcalth inforrnutitrn,
please let us know. We nray need to char'-ee you a reasonable t-ee

to cluplicate ancl assemble your copy.

Yru ha'e the right to ask us to r-lpdate or rnodily yout'records
if you bclicve your health infbrrration lccords at'e incorrect
or incomplete. We will be happy to accommodate you as long
as our officc nraintains this intirrn-ration. ln orcler to standardize

our process. please provide us with youl'reqLrest in writing
and dcscribe your reason tbr the change.

Your recluest rnay be clenied il the hcalth infon.nation record

in question was not created by our otTice. is not part ol our t'ecords

or if the records containing yonl health infbrmation are cleternrinecl

to be accLrrate and complete.

Other than is stated above or where Federal. State or Local law
rcquires us. we will not disclose your health infornration ot[.rer'

than with your written authorization. You may revoke that
autholization in writing ul irrty tinte.

t 
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You huve the right to ask us fix'a description ofhow and where
yor.rr health inlbrrnation was used by our olTice lbr any reason other
than tbr treriturent. piiyment or health operations. Our docutncntation
procedures rvill enable us to provide infbrrnation on hcalth infbnnation
usa,ge from April 14.2003 and tbrrvald. Please let us know in writing
the tirre period tbr which yoLr are interested. Thank you tbr Iimiting
your request to no more than six years at a tir-ne. We may necd

to charge you a leasonable f'ee for your request.

You lurve tlrc rigltt to obtain a copy of this Notice of Privacy
Practices directly f,rom oul oflice at any time. Stop by ol gir,e

us a call and rve rvill mail or email a copy to you.

Wc alc recluirecl by law to maintain the privacy of your health
infbrr-rration and to provide to you and your representative this Notice
of our Privacy Practices. We arc lequilecl to practice the policies
and ploccclures described in this notice but'nve do reserve the l'ight
to change the terms ol our Notice. lf we change our privacy placticcs
we rvill be sure all of our patients reccive a copy of the revised Notice

Ytu lun'e the right to express complaints to us or to the Secretary

of He alth and Human Services if you believe your privacy rights
have bccn cornpromised. we encourage you to express any collccftls
you may have regarding the privacy of your infbrmation. Please

let us know of your concerns or cornplaints in writin-u.


