W MONARCH LANDING DENTAL

PH: 403-300-1200 w EMAIL info@monarchlandingdental.ca w ADDR: #110, 3003, 37" St SW Calgary AB T3E 3B5

Please check your institution:  SAIT '] MountRoyal [] ACAD [] BowValley [] UofC []
Grad Students Only
Please check one: FULL-TIME STUDENT PART-TIME STUDENT [7]

Please check your start date: JAN[_| FEB[_| MAR[_] APR[_| MAY [_] JUN[] JuL["] AuG [] Ser[_] ocT[] Nov ["] DEC[]

PLEASE NOTE: IF YOU ARE A PART-TME STUDENT YOU MAY NOT BE ELIGIBLE FOR STUDENT COVERAGE. IF YOU ARE A U OF C UNDERGRAD STUDENT YOUR COVERAGE WILL NOT PAY FOR SERVICES
PROVIDED AT THIS DENTAL CLINIC. ALL STUDENTS MUST OPT IN FOR DENTAL BENEFITS AND PAY THEIR INSTITUTION FOR SAID COVERAGE IN ORDER TO HAVE ACTIVE INSURANCE.
U OF C GRAD STUDENTS PLEASE NOTE: YOUR PLAN HAS CHANGED! RECENT CHANGES TO YOUR DENTAL BENEFITS INCLUDE: AN ANNUAL $20.00 DEDUCTIBLE FOR SINGLE COVERAGE OR $40.00
DEDUCTIBLE FOR FAMILY COVERAGE WHICH IS COLLECTED BY YOUR DENTAL PROVIDER.

Patient's Name: | |

First Name Middle Initial Last Name

Calgary Address: | |

City: | IProvince: | |Postal Code: | |

Email Address: | |
(Please print your e-mail address clearly in CAPITAL LETTERS) *required for pre-authorizations

Home Phone: | | Business:| Cell:] |
Date of Birth: /] Ul Ul | Gender: [CIM I F - If you identify otherwise, we would like to respect
Day Month Year  your preferences. Please indicate your preferred pronouns here: |

INSURANCE INFORMATION
Are you covered under a student dental plan? [y [CIN

Insurance Company:| |
Policy/Group #: | IStudent I.D. #:| |

In addition to your university/college insurance, are you covered under any other insurance policies? vy CIN
If yes, please provide the following information:

Full name of policy holder: | |

Insurance Company: | |

Policy Holder’s Employer:| |

*required for direct insurance billing

Policy/Group #:| |I.D./Certificate #: | |
Policy Holder’s Date of Birth: / vl |/ |

Day Month Year

Patient’s relation to policy holder: Self [7] Spouse [ | Common-Law [| Child [] Full-Time Student []

CONSENT

This is to certify that |, undersigned, consent to the performing of the dental procedures ana/or oral surgery that are agreed to be
necessary/advisable. | understand that | am responsible for payment on the day of service for any fees not covered by my insurance
unless prior arrangements have been made. | understand that 24-hour notice is needed to re-arrange or cancel my reserved
appointment time or a cancellation fee may apply. | understand that 5% monthly interest is charged on all unpaid accounts,
delinquent for 90 days or more.

1 acknowledge that | have read and accept the conditions noted above.

Signature of Patient: | | Date: | |
(or Legal Guardian if patient is a minor child) Flip Page -



Monarch Landing Dental

1. Do you have dental phobias and/or are you nervous during dental treatment? My N

Please rate your anxiety level

M1 ]2 [I30]alsJel7 18 19 []10

Little to Some anxiety Extreme anxiety
no anxiety (manageable) (sedation required)

2. Have you ever been told that you require pre-medication prior to dental procedures? Y N

3. Are you currently taking any prescription medications, non-prescription drugs or herbal supplements of anykind? | |y N

If yes, please list them: | |
| |
| |
4. Have you ever been hospitalized for any illnesses or operations? [ |y [ |N Ifyes, please list them: | |
| |
| |

5. Are you currently having any therapies that could affect your immune system? (i.e. radiotherapy, chemotherapy) vy CIN
If yes, please list them:|

| |
6. Do you smoke or chew tobacco products? Cly N
If yes, how many cigarettes do you smoke per day:| |

7. Do you now or have you ever had the following:

Heart Disease (heart attack/stroke) .......cccoeevveevvnnnnee. E| v E| A RheumatiC FEVEr .....covvvvviiiceeeieeereeecee e Elv E| N
PaCeMAKEN e Y N (1 (=10 o1o] £ 1] - TSP EY N
HEeart MUIMIUL ..coiviiiiiiiiiiieieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees Y N LIVEr DISEASE ..vvvvvvvevirireiriieiriiiiieeaeieeeeenaeneeanes Y N
Mitral Valve ProlapsSe .......cccceeeeeevveeeecveeeeecnveeeeeveeeens Cly N SINUS TrOUDBLE w.eeeeeeiiee e Cly N
Heart Valve Replacement or Repair ........ccceevveeeevennnnee. E Y N Glandular DiSOrders ......coeeeeeevveuieeereeeenennnnnn. Y N
EPILEPSY vttt E Y N Low BLoOd PresSsure ......couvveeeeereeeeeiiniieeneees Y N
HEPAtitiS A e e E Y N High Blood Pressure ......ccceeeevevvveeeeeeeeeeennenns Y |E| N
HEPAtitiS B ..ccevieieiiiiiiiiieieeieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees C Y N LUPUS toiiiiiieiii, Y N
[ (=T oL (1 Nt Y N HEIPES e Y N
ANEBMIA coiiiiiiiiii E Y N ASthma oo, Y N
Fainting or Dizzy SPellS .....coovvveeeeriiiiiiiiceee e, E Y N Shortness of Breath ........cccccoevviviiiiiiiiinnes Y N
HIV OF AIDS oottt eee e eee s s [y [COIN EMPAYSEMA .o Iy N
TYPE 1 DIADELES .vveeeeveecieeceeeeeree et Cly [N LUNG DISBASE .vveeeereeenreeenreeereeeetreeeveeereeennes Y N
TYPE 2 DIADELES .ottt Cly TN TUDEICULOSIS v, y [N
CANCEN cuttrieieeeeeeecirreeeeeeeeeecetareeeeeeeeeenasreeeeeeeeeeennnnes Cy N Chest pain/ANgina ......cccccvvvveeeeeeeeciiirieeee e, My [N
Organ TransPLlant .........eeeeeeeeeeee Ey N Alcohol Dependency ....ccccceeevvveeeeeeeeeevnvnnnnn. Y N
Prosthetic or Artificial JOINT «....eeveeveeeeeeeereeveeeeereenenns My N Drug Dependency ........ccceveveveeeeeveveveneneneennns vy [CIN

8. Do you have any medical conditions or diseases that are not listed above? Y N _Ifyes, please list them: |

9. Are you now or have you ever been allergic to any of the following:

ASPIFIN oo e ee s e s s es e s ss e eeen Cly [CIN COUBING werreereereeeeeeeeeeeres e Cly Cn

SULDNA DIUES «.- oo sseeesseesened vy [N PENICHUN ©errveeeeeeeeeeeee e, Cly CIn

[ oTU] 0] £0) (=] 4 N EY N LAteX vureirereeeeiiieeeriiee e eeereeeeeaan EY N

LOCAl ANESTNELICS. ... .t Cy CN

10. Women Only: Are you breastfeeding, pregnant, or think you might be?............cccccoevviiiiiiieiiiicieee s Y N

11. Name of your medical doctor: | |

12. Doctor’s office phone number: | |




Monarch Landing Dental

We are committed to protecting the privacy of our patients’ personal information and to utilizing all personal information in a responsible and
professional manner.

This document summarizes some of the personal information that we collect, use and disclose. In addition to the circumstances described in
this form, we also collect, use and disclose personal information when permitted or required by law.

We collect information from our patients such as names, home addresses, home telephone numbers, work telephone numbers, and e-mail
addresses (collectively referred to as “Contact Information”). Contact Information is collected and used for the following purposes:

e Toopenand update patient files.

e Toinvoice patients for dental services, to process credit card payments, or to collect unpaid accounts.

e To process claims for payment or reimbursement from third-party health benefit providers and insurance companies.

e To send reminders to patients concerning the need for further dental examination and/or treatment.

Contactinformation is disclosed to third party health benefit providers, and insurance companies where the patient has submitted a claim for
reimbursement, or payment of all or part of the cost of dental treatment, or has asked us to submit a claim on the patients’ behalf.

Financial information may be collected in order to make arrangements for the payment of dental services.

We collect information from our patients about their health history, their family health history, physical condition, and dental treatments
(collectively referred to as “Medical Information”). Patients’ Medical Information is collected and used for the purpose of diagnosing dental
conditions and providing dental treatment.

Patients’ medical information is disclosed:

e To third-party health benefit providers and insurance companies where the patient has submitted a claim for reimbursement or
payment of all or part of the cost of dental treatment or has asked us to submit a claim on the patient’s behalf.

e Toother dentists and dental specialists, where we are seeking a second opinion and the patient has consented to us obtaining the
second opinion.

e Toother dentists and dental specialists if the patient, with their consent, has been referred by us to the other dentist or dental
specialist for treatment.

e Toother dentists and dental specialists where those dentists have asked us, with the consent of the patient, to provide a second
opinion.

e Toother health care professionals such as, physicians if the patient, with their consent, has been referred by us to the other health care
professional for either a second opinion or treatment.

e To secondary uses of data for the purposes of research and development (R&D), education and quality assurance purposes, where all
patient information would be de-identified and anonymized prior to any disclosure of information.

If we are ever considering selling all or part of the dental practice, qualified potential purchasers, may be granted access as part of the due
diligence process to patient information in order to verify information important to the potential sale. If this occurs, we will take steps to ensure
that the prospective purchaser safeguards all personal information.

Dentists are regulated by the Alberta Dental Association and College which may inspect our records and interview our staff as part of its
regulatory activities in the public interest.

/ consent to the collection, use and disclosure of my personal information as set out above.

Date Print Name Signature

Flip Page —-



How did you hear about our office? |

I,| , am aware that the Monarch Landing Dental requires a minimum of 24 hours notice if | need to
cancel or reschedule an appointment. | am also aware that if | do not provide a minimum of 24 hours’ notice my account will be charged.
Missed appointment fees are billed as follows:

e 15" missed appointment - $50.00
e 2"Pmissed appointment - $75.00
e 3" missed appointment - $100.00

I,| | understand that it is my responsibility to keep track of and attend my appointments on time. |
realize that the two-day confirmation call | receive from the Monarch Landing Dental is a courtesycall and, if for any reason | do not receive a
call,  am still responsible for any missed appointment fees incurred. Furthermore, | realize that if | am more than 15 minutes late for a
scheduled appointment this counts as a missed appointment and the above fees will apply.

I,| | am aware that the Monarch Landing Dental is not responsible for denied dental claims. If for any
reason my dental insurance does not cover 100% of my dental expenses, | understand that any remaining balance is my responsibility.

| am aware that the dental office does not have access to my specific dental insurance information. | understand that when the staff or dentists
of the clinic suggest services, they are suggesting what is dentally necessary. By suggesting services they are in no way implying that my dental
insurance will cover these services.

I understand that it is my responsibility to be sure that my dental coverage is in effect on the date of services rendered, and any plan maximums
have not been exceeded.

If | require specific information about my policy | understand that it is best to contact my insurance carrier directly. Monarch Landing Dental
staff is not able to provide any guarantees regarding individual coverage.

I,| | understand that any and all unpaid accounts delinquent for 90 days or more are sent to a third
party for collection. I acknowledge that said third party will report my delinquent accounts to any and all credit reporting bureaus which will
adversely affect my credit rating.

| acknowledge that | have read and accept the conditions noted above.

Signature of Patient |
(or Guardian if minor child)

Date | " I
Day Month Year
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