Save 20 minutes of time filling out paperwork at our office by
FAXING your filled out paperwork to us at

(858) 755-8996 or emailing it to luiza@safariandmd.com

prior to your appointment. This will allow us to process you

into our system before your visitation and prepare us to take

MM@ %%/Kd care of you in the best way possible! For more information,

HAKGING LIVES DALY please visit our website at www.safariandmd.com
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Welcome!

We are delighted that you have chosen our office to care for your dental needs. You have probably noticed that we are different from
the average dental practice. When you visit our office you will find a unique, friendly, and relaxing environment. All of our treatment
is designed to be painless, high quality, and to exceed all of your expectations. We use the most recent technology and techniques our
industry has to offer. It is for these reasons that we always tag our dental practice as Exceptional Dentistry. Our greatest strength lies
not in what you see, but in how you are treated. The services we can offer to you include:

« COSMETIC DENTISTRY: including tooth colored fillings, ZOOM tooth whitening, porcelain veneers & crowns, and
EXTREME MAKEOVERS. We use the best materials and techniques available to get the best result.

« IMPLANT DENTISTRY: To help replace any missing teeth or stabilize loose dentures. Dental implants are becoming
the new alternative option in tooth replacement.

< TMJ TREATMENT: Extensive training and technology is used to help you get rid of headaches, shoulder and neck
pain, dizziness (Vertigo), pain and tenderness around the jaw and ear, sensitive teeth, worn down or broken teeth, sinus
problems and snoring.

« SLEEP APNEA TREATMENT: Do you have Sleep Apnea? Do you snore? Does your partner complain that he or
she cannot sleep? Ask us how we can help the both of you.

+ ORTHODONTICS for Adults and Children: We can provide our patients with several options including; Invisalign,
clear/tooth color brackets, metal brackets, and traditional braces. These options can be designed for each patient’s
individual needs in order to achieve optimum results.

« GENERAL DENTISTRY: these are the services a patient would expect to see in an average dental office such as;

cleanings, fillings, crowns, root canal treatment, and extractions. We excel in this area and have a bias to providing

comfortable and predictable services.

% FULL MOUTH REHABILITATION: There is nothing more rewarding than being able to function normally and also
to look 15-20 years younger.

By filling out the enclosed questionnaire, we can find out what areas you are interested in. Ultimately, whatever treatment you
receive is completely your choice. During the examination phase, we are here to show you what options are available.

And always remember: if you have any questions or concerns at all, please don’t hesitate to bring it to our attention. We are here to
take care of you.

Sincerely,

Shahin Safarian, DMD, MBA, LVIF



Dear Friend,

We understand that the first appointment to our office is very important for you. You may even be worried about finding
the office on the day of your appointment. With that in mind, we have enclosed detailed directions to our practice.

We welcome you to our family of guests!

The Team at Dr. Safarian’s Office

Directions to our office:
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% Heading 5 North

Take exit for the 56 local bypass and exit at Carmel Mountain Rd. Turn right at the end of ramp. Turn right on
the second light (Carmel Mtn. Rd) and continue until you see Wells Fargo on your right. Turn right into Torrey
Hills Plaza. Our office is located in the Medical and Dental building on your left as you enter the parking lot.
You can park in the carport attached to the medical building.

% Heading 5 South

Exit at Carmel Mountain Rd. Turn left at end of ramp. Turn right at Carmel Mountain Rd (the road turns into
El Camino Real if you turn left). Continue until you see Wells Fargo on your right. Turn right into Torrey Hills
Plaza. Our office is located in the Medical and Dental building on your left as you enter the parking lot. You
can park in the carport attached to the medical building.

+ Heading 805 North

Take exit for the 56 Bypass and then exit at Carmel Mountain Rd. Turn right at the end of ramp. Turn right on
the second light (Carmel Mtn. Rd) and continue until you pass East Ocean Air Drive where you see Wells Fargo
and VONS on your right. Turn right into Torrey Hills Plaza. Our office is located in the Medical and Dental
building on your left as you enter the parking lot. You can park in the carport attached to the medical building.
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CHANGING LIVES DAILY

Personal Information

Mr. Mrs. Miss Birthdate

Home Address City State Zip
Home Phone Number Cell Number

Email Address

Person Financially Responsible Relationship

**We confirm appointments by sending text messages and emails 1 week and 1 day before your scheduled

appointment. Please indicate which of these methods (at least one) we may utilize: [] Text Message [] Email

How did you hear about us?

[J Familv member, friend or associate [J Google/Bing/Yahoo or other search engine

[J Groupon [ Living Social [l Buy With Me [J Local Twist
[J Insurance Co: [J Other Internet Source:
[J Doctor ] Other:

We strive to fulfill your individual dental needs. Please help us learn more about you by answering all of the
following questions. Thank you!

When was your last dental visit? Last Dental Cleaning?

Are you having any areas of concern?

How do you feel about the appearance of your face and smile?

In your opinion, what do you think is the present state of health of your mouth?

What do you know about our office and what expectations do you have?

How healthy do you want us to get your =~ What quality of dentistry do Has fear ever been an issue for you in a dental office?

mouth? you want us to recommend? [JYes [1No

[ Don’t really care [JJust Patch it Is time a factor in getting your dental work done?

[J Average [J Average OJYes [JNo

[11deal / best possible [11deal / best possible Is the cost of dental treatment a concern for you?
[JYes [INo

Should you need treatment, at what Which of the following

point would you like us to address it? dental perspectives are you interested in?

1 When my tooth hurts or breaks [1TM] Treatment [1 Cosmetic Dentistry 7 Sleep / Snoring Treatment

[1When something is worsening [1Full Mouth Rehabilitation  [1Orthodontics

[1When something isn’t ideal [J Implant Dentistry [1 General Dentistry

Is there any additional information that you would like to let us know?




Health and Dental History

Emergency Contact Person

Relationship

Emergency Contact Phone #

Alternate Phone #

MEDICATION: Are you currently taking any medication, including regular does of aspirin?

[l No L] Yes, Please list:

ALLERGIES: Are you aware of having an allergic reaction to any medication or substance? (Including latex and anesthetics)

[l No L] Yes, Please list:

MEDICAL CARE: Have you been under the care of a medical doctor during the past two years?

LI No [ Yes, Please explain:

Indicate which of the following medical conditions you have had, or have at present.

Heart Concerns Yes | No | Stroke Yes | No | Kidney Trouble Yes

Congenital Heart Yes | No | Epilepsy/ Seizures Yes | No | Bell's Palsy Yes

Disease

Heart Murmur Yes | No | AIDS/HIV Yes | No | Diet Drugs (such as Phen- Yes

Fen)

Mitral Valve Prolapse Yes | No | Psychiatric/ Yes | No | Diabetes Yes
Psychological

Artificial Heart Valve Yes | No | Latex Sensitivity Yes | No | Hepatitis Yes

Pacemaker Yes | No | Liver disease/ Jaundice Yes | No | Neurological Disorders Yes

High Blood Pressure Yes | No | Atrtificial Joints Yes | No | Radiation/ Chemotherapy Yes

If you have or have had any disease, condition, or problem not listed above, please specify below:

If applicable, please provide additional explanation for any conditions you have indicated.

Do you smoke or chew tobacco? LINo [ Yes, For how long?

Have you ever had any cosmetic procedure? LINo []Yes, what procedure?

Does floss shred when you use it? [INo [JYes Does food pack or catch between your teeth? LI No LlYes

Do your gums bleed? LINo [JYes Does yourbreath concern you? LI No [l ves

WOMEN: Are you pregnant? []Yes [INo Areyounursing? []Yes [JNo Are you taking birth control? [ Yes [ No

I understand the above information in necessary to provide me with dental care in a safe and efficient manner. | have

answered all the questions to the best of my knowledge. Should further information be needed, you have my permission to
ask the respective health care provider who may release such information to you. | will notify the doctor of any change in my

health or medication.

No
No

No

No

No
No
No

~

Patient Signature

Date




Please complete all of the following questions. We understand that you may not be seeking
TMJ and/or Sleep Treatments. We appreciate your cooperation. Thank you!

TMJ Histo ry & Symptoms Please indicate which of the following symptoms you have had in the past or currently have.

Headaches Yes No Tender, Sensitive Yes No Tinnitus (Ringing in the ears) Yes No
Teeth

Migraines Yes No Difficulty Chewing Yes No Paresthesia of fingertips (tingling) Yes No

Facial Pain Yes No Cervical Pain Yes No Thermal Sensitivity (hot and cold) Yes No

Loose Teeth Yes No Dysphasia (Difficulty Yes No Nervousness / Anxiety/ Insomnia Yes No
swallowing)

Jaw Pain Yes No Clenching / Bruxing Yes No Trigeminal Nueralgia Yes No

Jaw Noise or Yes No Postural Problems Yes No Ear Congestion Yes No

Popping

Limited Jaw Yes No Vertigo (Dizziness) Yes No Other Yes

Opening

Additional Information: Please provide additional information you would like us to know regarding your TMJ history.

Sleep, Snoring and Apnea History

Do you become easily fatigued? Yes No Do you wake up with a headache? Yes No
Do you have problems with insomnia? Yes No Do you often fall asleep reading or watching television? Yes No
Do you sleep well? Yes | No Have you fallen asleep during the day against your will? | Yes | No
Do you dream? Yes No Have you been more irritable and short tempered? Yes No
Do you have trouble falling asleep or Yes | No Have you pulled off the road while driving due to Yes | No
staying awake? sleepiness?

Do you snore or have been told you do? Yes No Have you felt that your memory or intellect is impaired? Yes No
Have you been told that you stop breathing Yes No Have you had chronic sleepiness, fatigue or weariness Yes No
while you sleep? that you cannot explain?

Do you have difficulty breathing through Yes No Do you have any immediate family members Yes No
your nose? diagnosed/treated with sleep disorder?

Sleep Patterns: How many hours on average do you sleep per night?

What % of the time that you are in bed are you asleep? How many times/night do you wake up?

How would you rate the quality of your sleep? (1 =very poor, 10 =excellent) 1 2 3 4 5 6 7 8 9 10

Sleep Treatment History: *If you have had prior TMJ/Sleep Apnea treatment, please fill out the following:

Which sleep disorder have you previously been treated for?

Treating doctor (Name and Location)

When were you treated? Was treatment effective?

Sleep Center Name & City Date of Study

| understand the above information in necessary to provide me with dental care in a safe and efficient manner. |
have answered all the questions to the best of my knowledge. Should further information be needed, you have

my permission to ask the respective health care provider who may release such information to you. | will notify
the doctor of any change in my health or medication.

AN

Patient Signature Date




GENERAL DENTISTRY INFORMED CONSENT

Patient Name:

* We understand that your initial visitation to our practice may not involve an examination, x-rays or
prescription medications. We ask that you initial below to understand our policies and for future
appointments that may involve these common procedures/treatments. We appreciate your
cooperation.

[~

GENERAL CONSENT
| consent to the following treatment to be done periodically:

INITIALS

Exams _X X-rays_X Prophy (Cleaning)_X  Fluoride_X Consultations_X

‘"\“T,ALS DRUGS AND MEDICATION

| understand that antibiotics, analgesics and other medications can cause allergic reactions causing redness

and swelling tissues, pain, itching, vomiting, and/or anaphylactic shock.

CHANGES IN TREATMENT PLAN

[SA

INITIALS | understand that during treatment it may be necessary to change or add procedures because of conditions
found while working on the teeth that were not discovered during examinations. For example, root canal

therapy following routine restorative procedures. | give my permission to the Dentist to make any/all
changes and additions as necessary.

N

EINANCIAL RESPONSIBILITY

[ JNITIALS As a courtesy to you, we will file and submit all insurance claims on your behalf. We request that you pay

your estimated co-payment at the time of service. Please note that estimated insurance benefits are subject

to actual payment by your insurance carrier and are NOT a guarantee of payment by your insurance plan.
You are ultimately responsible for all fees associated with treatment. A service charge of 1.5% is applied on
accounts past due 30 or more days.

™

INITIALS CANCELLATION POLICY
A If you are ever unable to make an appointment you have scheduled with us, please notify us at least

48 hours in advance. We would be glad to reschedule the appointment at a more convenient time
for you. However, when an appointment is missed and/ or cancelled without a 48 HOUR NOTICE,
we reserve the right to charge you a $50.00 FEE for each scheduled hour.

Photographic Release and Consent: | consent and authorize Irresistible Smiles to use my first
E'N'T'ALS name and/or photograph(s), video(s) and/or any other multimedia format as may be necessary for

advertising, trade, or any other lawful purpose and | release and forever discharge Irresistible Smiles
from any claim, demands, or liability on account of such use for any reason.

| understand that dentistry is not an exact science and that therefore, reputable practitioners cannot properly guarantee
results. | acknowledge that no guarantee or assurance has been made by anyone regarding the dental treatment, which |
have requested and authorized. | understand that no other Dentist is responsible for my dental treatment.

| understand that this is only an estimate and subject to modification depending on unforeseen or undiagnosed
circumstances that may arise during the course of treatment. | understand that regardless of any dental insurance
coverage | may have, | am responsible for payment of dental fees. | agree to pay any attorney’s fees, collection fees, or
court costs that may be incurred to satisfy this obligation, as well as attorney’s fees and costs incurred by the dentist if |
unsuccessfully assert a claim against any dentists for treatment | received in this office.

~

Signature of Patient: Date

Signature of Doctor: Date




HIPAA CALIFORNIA NOTICE FORM

// /’(o/)////” (////(/(,) This notice describes how medical and dental information about you may be used
: and disclosed, and how you can have access to this information.

1. Disclosures for treatment, payment, and healthcare operation:
We may use or disclose your protected health information (PHI), for certain treatment, payment, and healthcare operation
purposes without your authorization, In certain circumstances we can do so when the person or business requesting you
PHI gives us a written request that includes certain promises regarding protecting the confidentiality of your PHI. To help
clarify these terms, here are some definitions:
* “PHI” refers to information in your health record that could identify you.
* “Treatment and Payment Operations”
* “Treatment” is when we or another healthcare provider diagnose or treat you. An example of treatment would be
when we consult with another health care provider such as your physician or another dentist, regarding your
treatment.
» “Payment” is when we obtain reimbursement for our service. An example of payment is when we disclose your
PHI to your health insurer to obtain reimbursement for your health care or to determine your eligibility or
coverage.

“ Health Care Operation” is when we disclose you PHI to your health care service plan, (for example, your health
insurer), or your other health care providers, contracting with your plan, for administering the plan, such as
management and care coordination.

» “Use” applies only to activities within our office, such as sharing, employing, applying, utilizing, examining and
analyzing information that identifies you.
« “Disclosure” applies to activities outside out office, such as releasing, transferring, or providing access to
information about you to other parties.
* “Authorization” means written permission for specific use or disclosure.
2. Use and Disclosures Requiring Authorization:
We may use your PHI for purposes outside treatment, payment, and health care operation, when your appropriate
authorization is obtained. In those instances, when we are asked for information for purposes outside treatment, payment,
and health care operation, we will request your authorization prior to forwarding your PHI to them.
3. Health Oversight:
If a complaint is filed against us with the California Dental Board, the Board has the authority to subpoena your PHI and
dental record relevant to the complaint.
4. Judicial or Administrative Proceedings:
If you are involved in a court proceeding and a request is made about the professional services that we have provided to
you, we will not release your information without:
a. Your written authorization or authorization of your attorney or personal representative.
b. Court order.
c. A subpoena duces tecum (a subpoena to produce records). When a party seeking records provides our office
with a showing that you or your attorney have been served a copy of the subpoena, affidavit and the appropriate
notice, and you have not notified us that you are bringing a motion in the court to quash (block)or modify the
subpoena. The privilege does not apply when you are being evaluated for a third party of when the evaluation is
court ordered. We will inform you in advance if this is the case.
5. Workers Compensation:
If you file a workers’ compensation claim, we must furnish a report to your employer, incorporating our findings about your
injury and treatment, within five days from the date of your initial examination, and at subsequent intervals as may be
required by the administrative director of the Workers Compensation Commission, in order to determine your eligibility for
workers compensation.

| hereby authorize the use or disclosure of my protected health information as described below. | understand and
acknowledge the following:

| am authorizing my protected health information to be used or disclosed as permitted by Federal Privacy Regulation.
| may inspect or receive a copy of my personal health information.

My Doctor will not condition my treatment or payment for my treatment on obtaining this authorization form me.

I have the right to revoke this authorization at any time. My revocation must be in writing and submitted to my doctor.
My revocation will not affect any prior action taken by my doctor on reliance on my authorization.

Patient/Guardian Signature Date




Informed Consent for ZOOM!™ Teeth Whitening Treatment
Description of the Procedure

In office whitening is a procedure designed to lighten the color of your teeth (also known as “bleaching”) by using a combination of a
hydrogen peroxide gel and specially designed ultraviolet lamp. The Zoom! treatment involves using the gel and lamp in conjunction
with each other to produce maximum whitening results in the shortest possible time. During the procedure, the whitening gel will be
applied to your teeth and your teeth will be exposed to the light from the Zoom! lamp for three, 15 minute sessions. During the entire
treatment, a plastic retractor will be placed in your mouth to help keep it open and the soft tissues of your mouth (i.e. lips, gums,
cheeks, and tongue) will be covered to ensure they are not exposed to either the gel or light. Our office follows comprehensive
protective and precautionary measures and directions for use supplied by the light manufacturer. Lip balm may also be applied as
needed and you will be provided an ultraviolet light filter for your eyes.

Who are the best candidates for whitening?

Almost anyone is a candidate for whitening. Experience shows that people with dark yellow or yellowish-brown teeth sometimes
achieve better whitening results than those with gray or bluish-gray teeth. Multi-colored teeth, especially if stained due to tetracycling,
do not whiten as well. In addition, teeth with many fillings, cavities, chips, etc., are usually best treated through bonding, porcelain
veneers, or porcelain crowns. For optimum results it is best to have a recent cleaning.

Zoom! is not recommended for pregnant or lactating women, light sensitive individuals, patients receiving PUVA (Psoralen + UVA
radiation) or other photochemotherapeutic drugs or treatment, as well as patients with melanoma, diabetes or heart conditions.

Significant lightening can be achieved in the majority of cases, however, particular RESULTS CANNOT BE GUARANTEED.
Whitening, like any other procedure, has some inherent risks and limitations. Although these risks are seldom serious enough to
discourage one from having his or her teeth whitened, they should be taken into consideration when deciding whether to have the
procedure performed. There are many variables that can affect the outcome of the procedure, such as the type of discoloration that
affects your teeth, the degree to which you follow our instructions, the overall condition of your teeth, and your daily homecare.

Potential Problems-some of the potential complications of this treatment include, but are not limited to:

e Tooth Sensitivity During the first 24 hours following whitening many patients experience sensitivity. This sensitivity is
usually mild unless your teeth are normally sensitive. However, if your teeth are normally sensitive, whitening may make
your teeth much more sensitive for an extended period of time. Under these circumstances, you may choose to delay
whitening until we are able to complete desensitization procedures. If your teeth are sensitive after whitening, a mild
analgesic such as Tylenol or Advil will usually be effective to make you more comfortable until your teeth return to normal.

e  Guml/Lip/Cheek Irritation Whitening may cause temporary inflammation of your gums, lips or cheek margins. This is due
to inadvertent exposure of a small area of those tissues to the whitening gel or the ultraviolet light. The inflammation is
usually temporary which will subside in a few days.

e Leaking Fillings or Cavities Most whitening is indicated for the outside of the teeth (unless you already had a root canal).
However, if you have any cavities or fillings that are leaking and the gel gets inside of the teeth, damage to the nerves of the
tooth and pain could result. All cavities should be filled before whitening. Feel free to schedule an exam prior to your
appointment, you can also choose to have your fillings replaced so that they will match your newly whitened teeth.

e Cervical Abrasion/Erosion These are conditions which affect the roots of the teeth when gums recede. They are grooves,
notches and/or depressions where the teeth meet the gums that generally look darker than the rest of the teeth. They look
darker because there is no enamel in these areas. Even if these areas are not sensitive, the whitening gel can potentially
penetrate the teeth and damage the nerves. These areas should not be whitened and should be filled after the whitening of
other areas is complete.

e Root Resorption This is a condition where the root of a tooth starts to dissolve either from the inside or outside. Although
the cause of this is still uncertain, studies have shown that its incident is higher in teeth that have had a root canal and are then
whitened.

e Effects on Fillings Open cavities or badly leaking fillings should be refilled prior to whitening, take-home whitening can
cause tooth-colored fillings to become softer and may make them more susceptible to staining. Therefore, you should be
prepared to have any fillings in your front teeth replaced after whitening.



POST WHITENING CARE INSTRUCTIONS

For the next 72 HOURS, avoid dark staining substances. EXAMPLES of this are:

1. Coffee/tea 3. Mustard/ketchup 5. Red wine 7. Red and any other darker berries
2. Tobacco products 4. Dark sodas 6. Soy sauce 8. Tomato and any other red sauces

To avoid dryness or chapping of the lips or cheek margins, apply lip balm, petroleum jelly or Vitamin E cream. Should you experience
any sensitivity you are welcome to take any type of over-the-counter pain relievers such as Advil, Motrin or Extra-strength Tylenol.

1™ smile:

Additional ways to maintain your sparkling Zoom
e Avoid staining related habits, if it will stain your clothes it will stain your teeth!
e  Continue practicing good daily oral hygiene, including thorough tooth brushing with an automatic Rotadent toothbrush,
flossing, and tongue cleaning. Our staff will assist you in setting regular hygiene appointments and educate you in selecting
products to maintain not only a whiter brighter smile, but also a healthy IRRESISTIBLE SMILE!

PHOTO-REACTIVE DRUG INFORMATION

The following medications are commonly considered to the photo reactive and may cause an adverse condition if used in conjunction with
the Zoom System. If you are currently taking any of these medications, please consult with your physician before going through the Zoom
procedure. To check photo reactive properties of any medications not listed below, please contact your Physician and/or consult the most
recent edition of the Physician’s drug Reference (PDR).

Generic name  Trade Name Generic name  Trade Name
Chlorthiazide Aldoctor, Diupres, Diuril Ciprofloxacin  Cipro
Hydrochlorothiazide Aldacteride, Aldoril, Capozide, Ofloxacin  Floxin

Dyazide, Hydrodiuril,
Lopressor, Orotic, Moduretic

Chlorthalidone  Combipres, Tenoretic, Hygroton Naprosyn Naproxen
Oxaprozin Daypro Norfloxacin  Chibroxin, Noroxin
Psoralens Methoxsalen, Trisoralen Sparfloxacin  Zagan
Democlocyline  Declomycin Sulindac _ Clinoril, Sulindac
Nabumetone Relafen Tetracycline  Achromycin
Piroxicam Feldene St. John’s Wart
Doxycycline  Vibramycin, Doryx Isotretinoin  Accutane

Tretinoin  Retin A

Patient Acknowledgement

There is no reliable way to predict how light your teeth will whiten or your individual level of sensitivity. With in-office whitening,
one or two sessions are usually necessary to significantly whiten your teeth. It is natural for the teeth to regress somewhat in their
shading, its natural and gradual pending on their exposure to various staining agents.

By signing this informed consent | am stating that | have read the entire informed consent and | fully understand the entire document
and the possible risks, complications and benefits that can result from the Zoom! treatment and that | agree to undergo the treatment. |
also acknowledge that | do not currently take any of these prescribed medications.

| am interested in learning more about the Zoom! Whitening Take Home Kit and the Rotadent Electric Toothbrush in order to help me
maintain my whitening results. YES NO

Patient Name:

Patient Signature:

Date:




