_—— 1700 6 Ave North
THE/FOUNDRY Bessemer, Alabama 35020

DENTAL CENTER Phone (205) 434-2031

PATIENT REGISTRATIONFORM

| Patient Name:

(Last, First)

Date of Birth: Email:
(Month, Day, Year)

Program Status: O No Program(community patient) O Foundry Program 0O Re-entry
O JimmieHale/Jessie’sPlace 0O CahabaValley 0O Other

Address:
Number Street Address
City/Town State Zip
Phone and Cell Phone
Emergency Contact (name and phone number)
About Our Clinic

We exist to serve the dental needs of Foundry residents, other recovery program residents, and
people in the community who need access to low-cost, affordable dental care. Thank you for
choosing us as your dental provider. Your presence allows us to help others get the dental care

they need.

We are pleased to offer a full range of services at this clinic. Please ask us about dental implants.
We try very hard to keep our costs low. One way we do this is by using a large number of volun-
teers. Most of our front desk helpers, for example, are volunteers from local churches and the
community. Since they only work on occasion, and because many people here are Foundry resi-
dents getting on-the-job training, we are not as efficient as a typical private practice. We ask your
patience in this matter. Also, most of our faculty dentists are volunteers as well. Please thank

them when you see them for making this all possible!
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Our Fees

Payment is due at the time of service. You can pay ahead for treatment if you wish. Prices for
community members are slightly higher than for Foundry residents. We do not accept dental in-
surance. If you have complex dental treatment needs, please ask about being a patient in Dr.

McCracken’s private clinic; fees in this clinic are more in line with normal fees charged by dental

specialists.

Scheduling & Waiting

Our clinic may run behind due to the challenges of working within the Foundry schedule and
serving as acommunity clinic. When we get to you, we will give you individual attention and
non-rushed service. If waiting is difficult for you, or you have pressing time demands, you may be

more comfortable in another clinic.

Phones

Patients often have difficulty reaching us by phone. Our phone is constantly tied up with people
calling in and asking about low-cost dental care. At this time, we are not able to afford a complex
phone system with multiple lines, or a staff member to run it. The best way to contact us is to

drop by the clinic in person; or, you can email us at FoundryDentalCenter @gmail.com.

Residency Training

Many of our dentists are participating in educational programs, such as our implant training
course, orinour Advanced Education in General Dentistry (AEGD) residency program. AEGD
doctors spend one or two years in this program following dental school. Other dentists serve as

faculty advisors for these residents. Most of our dental assistants are in training.

Consent

“I'have read the above and give consent for dental procedures to be performed on me. I under-
stand that some of the care providers are in training. I will ask questions if T have them, and I will

commit to regular brushing and home care to keep my teeth in the best condition possible.”

Patient Signature: Date:
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Privacy Notice

I have read the Privacy Notice and understand my rights contained in this notice. By way of my
signature, I provide the Foundry Dental Center my authorization and consent to use and disclose
my protected health care information for the purposed treatment, payment and health care

operations as described in the privacy notice.

Foundry Dental Center may release my personal health information to the following persons:

Patient Signature: Date:

Appointment Cancellation Policy

*Ifyou wish to cancel or reschedule an appointment a standard dental appointment, please notify
us at least 24 hours in advance.

Patient will be charged for regular/non-sedation missed appointments when we are not
provided at least a 24-hour notice will be as follows:

* 1HourAppointment-$20
* 2HourAppointment-$40
* 3HourAppointment-$60

Patients with 3 or more No-Shows within 6 months must pay the No-Show fees PLUS the cost of
the procedure for which they are trying to schedule.

*If you wish to cancel or reschedule a SEDATION dental appointment, please notify us at
least 48 hours in advance.

PatientsthatDONOT provide a48-hour cancellation notice for sedation appointments willbe
charged a $100 No-show Fee, must repay the $110 sedation fee and must pay their sedation
procedure cost IN FULL before rescheduling their procedure.

| have read and understand FDC Cancellation Policy:

Patient Signature: Date:
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THE/FOUNDRY
DENTAL CENTER MEDIA CONSENT

Patient Name: Date:

I hereby consenttothe participationininterviews, the use of quotes, and the taking of photograph,
movies, orvideotapesforthe Foundry Dental Center. lalsogranttherighttoedit,use,andreuse said
products for nonprofit purposesincluding use in print, on the internet, and all other forms of media. |
also hereby release the Foundry Dental Center and its agents and employees from all claims,
demands, and liabilities whatsoever in connection with the above.

PatientSignature: Date:

Witness Signature: Date:

Porlapresentedoymiconsentimientoparalaparticipacidnenentrevistas, elusodecitasylatomade
fotografias, peliculas o cintas de video para el Centro Dental de Foundry. También concedo el
derecho de editar, usary reutilizar dichos productos con fines sin fines de lucro, incluido el uso en
impresion, en Internetytodaslas demasformas de medios. Tambiénliberoal Centro Dentalde
Foundryyasus agentes y empleados de todas las reclamaciones, demandas y responsabilidades
enrelacion con lo anterior.

Firma del Paciente: Fecha:

Firma del Testigo: Fecha:
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/‘) 1700 6 Ave North
THE/FOUNDRY Bessemer, Alabama 35020
DENTAL CENTER Phone (205) 434.2031

DENTAL IMPLANTS & YOU

Weenjoydoingdentalimplantsforourpatients,andtheyare oftenthe besttreatmentchoiceforpeople,
providing function and health in a variety of situations. However, we have found that sometimes our
patients are confused regarding treatment with implants. And for good reason! Implants are a
multi-step process and can be confusing. This FAQ document addresses some common questions.
We hope it better explains implants and implant procedures. Please let us know if you have further
questions, or if you would like to speak to your dentist for any questions you might have.

1. How long does it take?
Implants can take quite a long time. Generally, there are 2-3 steps in the process. First is
growing the bone. Many patients have good bone already and skip this step. Second is
placing the implant, which must heal for 3-6 months. Finally, you must restore the implant,
making the actual teeth that go on the implant. Depending on your situation, implant therapy
can take 4-12 months or longer, in some cases years. Ask your dentist for an estimate of the
timeyouwillbeintreatment.

2. Do they alwayswork?
The success rate of the implants is very good, typically 95% or higher. Some host factors
decrease the success rate: smoking, diabetes, poor overall health, poor healing, etc. If an
implantfails to integrate inthe first year, we will try itagain foryou, atno charge. Other factors
may beinvolved.

3. What about maintenance?
You must clean your implant! Every day, twice a day, just like teeth. And you must come in for
regularcheck-upsevery6 months. Ifyouseearegulardentist, youshouldcomebacktoseeus
every year to check yourimplants. If you have not been back to see us for 2-3 years, and you
develop an issue with your implants, you will have to pay for the repairs/replacements.

4. Is the cost of the implant all there is?
Each patient should have a complete implant plan with all the charges on it. Sometimes,
though, patients pay the implant fee, and forget about the restoration fee. Make sure to
budgetforboth expenses. While it is ok to leave implants unrestored for a short while, over
time they sometimes deteriorate. Soitis best to restore the implants in timely manner.

Thank you, and we look forward to your successful implant treatment!

PatientSignature: Date:
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THE/FOUNDRY
DENTAL CENTER IMPLANTS AND RELATED CONSENT

Patient Name: Date:

1. The purpose and the nature of the implant surgery procedures have been explained to you, including
whatis necessary to place the implant under the gum into the bone.

2. Adoctor has carefully examined your mouth. Alternatives to this treatment have been explained. You
have tried orconsideredthese methodsbutdesireanimplanttohelp securethereplacedmissingteeth. Your
questions have been answered.

3. Youhavefurtherbeeninformed ofthe possible risks and complications involved with surgery, drugs, and
anesthesia. Such complications include pain, swelling, infection and discoloration. Numbness of the lip,
tongue, chin, cheek, orteeth may occur. The exactduration may notbe determinable and maybe
irreversible.Also possible are thrombophlebitis (inflammation of the vein), injury to teeth present, bone
fractures, sinus penetration, delayed healing, and allergic reactions to drugs or medications used. In
rare cases, such complications may belife-threatening.

4. Youhavebeeninformedthatifnothingis done any ofthe following could occur: bone disease, loss ofbone,
gum tissue inflammation, infection, sensitivity, and/or looseness of teeth followed by need of extraction.
Also possible are temporomandibular joint (jaw) problems, headaches, referred pains to back of the
neck and facial muscles, andtired muscles when chewing. Inaddition, you have beeninformed thatif
nothingis done an inability to place implants at a later date due to changes in oral or medical conditions
could exist.

5. Yourdoctorhasexplainedtoyouthatthereisnomethodto predictaccuratelythegumandthebonehealing
capabilities in each patient following the placement of an implant.

6. lthasbeenexplainedtoyouthatin someinstancesimplantsfailand mustbe removed, and alsothatthe
practice ofdentistryis notanexactscience; noguarantees orassurances as tothe outcome ofthe results of
treatmentorsurgerycanbemade. Youhavebeeninformedthatthereis ariskthattheimplantsurgery mayfail,
which mightrequire further corrective surgery orthe removal of the implant with possible corrective surgery
associated with removal.

7. You have been informed that excessive smoking, alcohol, or blood sugar may affect gum healing and may
limit the successoftheimplant. Youagreetofollowyourdoctor'shomecareinstructions. Youagreetoreportto
your doctor for regular examinations as instructed.

8. Youagreetothetypeofanesthesia,dependingonthechoice ofthedoctor,andnotto operate amotorvehicle
orhazardous device for atleast 24 hours or more until fully recovered from the effects ofthe anesthesia or
drugs given for your care.

9. Tothe best of your knowledge, you have provided an accurate report of your physical and mental health
history. Youhavealsoreportedanypriorallergicorunusualreactionstodrugs,food,insectbites, anesthetics,

pollen,
Rev



dust, blood or body diseases, gum or skin reactions, abnormal bleeding or any other conditions related to your
health.

10. Youconsentto photography, filming, recording, x-rays, and additional professional staffobservingthe
procedurestobe performedforthe advancementofimplantdentistry, aswellasusingyourinformationfor
teaching and lecture purposes.

11. Youagreetonotifythedoctor’soffice ofallchangestoyouraddress and/ortelephone numberwithina
reasonable time frame (two to four weeks).

12. Yourequestandauthorize medical/dental servicesforyourself,includingimplants and othersurgery. Ifany
unforeseen condition arises in the course of treatment which calls for the performance in addition to or
differentfrom thatnow contemplated, you furtherauthorize and directyour doctor, associate orassistant, to
dowhateverthey deem necessary and advisable under the circumstances, including the decision not to
proceed with implant procedures.

13. You have beeninformed that you may have togowithouta dental prosthesis (such as adenture) forsome
lengthoftimeafterimplantsurgery, if,inthe opinion of yourdoctor, wearingsuchaprosthesis mayjeopardize
thesuccessoftheimplants. Thislengthoftimemaybe between2-14 days, orlongerinsomecircumstances.

Legal Rights

Youwillreceive acopyofthisinformed consentifyourequestone. Youare notwaivingany ofyourlegalrights by
signing this consentform.

Signatures

Your signature below indicates your willingness to participate in this program of treatment.

PatientSignature: Date:

Witness Signature: Date:
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\/‘) 1700 6™ Ave North
THE/FOUNDRY Bessemer, Alabama 35020

DENTAL CENTER Phone (205) 434-2031

LIMITED TREATMENT CONSENT

AspartoftheAlE and CIRPimplanttraining programs, we are offering you a“limited treatment
plan” that is focused on dental implants. For some patients, this may actually be a fairly
complete plan, such as someone already wearing dentures and just getting implants and
new dentures. Other patients may have additional needs not covered by this limited plan,
such asfillings or cleanings.

If you wish to have a comprehensive treatment plan, we are happy to appoint you with one of
our dentists to get a more thorough dental evaluation and x-rays and to generate a treatment
plan to more fully manage your dental needs. This could include fillings, crowns, periodontal
therapy, and other such general dentistry, along with your dental implants.

Ifyou have additionaltreatmentneeds, and only getdentalimplants as part ofthislimited plan,
your other needs may not be met. If left untreated, these needs can become worse and may
eventually lead to complications such as loss of teeth, or other negative outcomes.

On the other hand, some patients already have a general dentist, and are only interested in
implants, whichmakesthelimitedtreatmentplananexcellentchoice. Letusknowhowwe can
best serve you.

We want all of our patients to have the best oral health possible. Whether your dentalhome is
with us, or you have a dentist already and just need implants, everyone should have regular
dental care, checkups, cleanings, and treatment.

Patient Signature: Date:
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PATIENT NAME : DATE OF BIRTH Today's Date:
Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health

problems that you may have, or medication that you may be taking, could have an important interrelationship with the dentistry
you will receive. Thank you for answering the following questions: (Circle correct response)

Patient Sex M F
Are you under a physician's care now? Yes No If yes, explain:
Have you ever been hospitalized or had a major operation? Yes No
Are you taking any medications, pills or drugs? Yes No
Do you use controlled substances? Yes No List on back or bring list with you
Have you ever taken Fosamax, Boniva, Actonel or anyother Yes No
medications containing bisphosphonates?
Do you use tobacco? Yes No How much? Cigs or Packs per day
Women: Are you...
Pregnant/Trying to become pregnant? Yes No Taking Oral Contraceptives? Yes No Nursing? Yes No

All Patients: Are you allergic to any of the following? (Circle if Yes)
Aspirin  Penicillin Codeine Local Anesthesia Acrylics Metal Latex Sulfa drugs

Other If yes, explain

Do you have, or have you ever had, any of the following? Circle Y for Yes and N for No

AIDS/HIV Positive Y N| Convulsions Y N| Hemophilia Y N| Radiation Treatment
Anaphylaxis Y N| Cortisone Medicine Y N | Hepatitis A Y N| Renal Dialysis
Anemia Y N| Diabetes Y N| HepatitisBorC Y N| Rheumatic Fever
Angina Y N| Drug Addiction Y N| High Blood Pressure Y N| Rheumatism
Arthritis/Gout Y N| Emphysema Y N/ High Cholesterol Y N/ Sickle Cell Disease
Artificial Heart Valve Y N| Epilepsy or Seizures Y N| Kidney Problems Y N/ Sinus Trouble
Asthma Y N| Excessive Bleeding Y N[ Liver Disease Y N| Stomach/Intestinal Disease
Blood Disease Y N| Fainting Spells/Dizziness Y N| Low Blood Pressure Y N| Stroke
Breathing Problems Y N| Glaucoma Y N| Lung Disease Y N[ Thyroid Disease
Cancer Y N| Heart Attack/Failure Y N| Osteoporosis Y N| Ulcers
Chemotherapy Y N| Heart Trouble/Disease Y N/ Psychiatric Care Y N

Have you ever had any seriouslliness not listed above? Explain:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be

dangerous to my (or patient's) health. It is my responsibility to inform this office of any changes in medical status.

<~ < < < =< =< =< =< =< =< =
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Signature of Patient, Parent or Guardian DATE:
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Name:

Medication List

Date:
Emergency Contact Name/Number:
Name of Prescription Strength Condition Prescribing How long have
and taken for Physician you been
Frequency taking?

Allergies

Pharmacy
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