HIPAA
NOTICE OF PRIVACY PRACTICES FOR THE OFFICES OF:

Redmond Signature Dentistry

outside this office and may require information about you that we
have.
For Payment

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU
MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO
THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.
If you have any questions about this notice, please contact

Redmond Signature Dentistry

We may use and disclose health information about you so that the
treatment and services you receive at this office may be billed to and
payment may be collected from you, an insurance company or a third
party. For example, we may need to give your health plan information
about a service you received here so your health plan will pay us or
reimburse you for the service. We may also tell your health plan about
a treatment you are going to receive to obtain prior approval, or to
determine whether your plan will cover the treatment.
For Health Care Operations

Of our office at

7502 164th Ave NE Suite A-135

Redmond, WA, 98052
425 885 0008
425 895 1180
appointments@redmonddentistry.com
WHO WILL FOLLOW THIS NOTICE
This notice describes the information privacy practices followed by our
employees, staff and other office personnel. The practices described in
this notice will also be followed by health care providers you consult
with by telephone (when your regular health care provider from our
office is not available) who provide "call coverage" for your health care
provider.

We may use and disclose health information about you in order to run
the office and make sure that you and our other patients receive
quality care. For example, we may use your health information to
evaluate the performance of our staff in caring for you. We may also
use health information about all or many of our patients to help us
decide what additional services we should offer, how we can become
more efficient, or whether certain new treatments are effective.
Appointment Reminders
We may contact you as a reminder that you have an appointment for
treatment or medical care at the office.
Treatment Alternatives
We may tell you about or recommend possible treatment options or
alternatives that may be of interest to you.
Health-Related Products and Services
We may tell you about health-related products or services that may be
of interest to you.

YOUR HEALTH INFORMATION
This notice applies to the information and records we have about your
health, health status, and the health care and services you receive at
this office. We are required by law to give you this notice. It will tell
you about the ways in which we may use and disclose health
information about you and describes your rights and our obligations
regarding the use and disclosure of that information.

Please notify us if you do not wish to be contacted for appointment
reminders, or if you do not wish to receive communications about
treatment alternatives or health-related products and services. If you
advise us in writing (at the address listed at the top of this Notice) that
you do not wish to receive such communications, we will not use or
disclose your information for these purposes.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION
ABOUT YOU
For Treatment

SPECIAL SITUATIONS

We may use health information about you to provide you with medical
treatment or services. We may disclose health information about you
to doctors, nurses, technicians, office staff or other personnel who are
involved in taking care of you and your health.
For example, your doctor may be treating you for a heart condition
and may need to know if you have other health problems that could
complicate your treatment. The doctor may use your medical history
to decide what treatment is best for you. The doctor may also tell
another doctor about your condition so that doctor can help
determine the most appropriate care for you.
Different personnel in our office may share information about you and
disclose information to people who do not work in our office in order
to coordinate your care, such as phoning in prescriptions to your
pharmacy, scheduling lab work and ordering x-rays. Family members
and other health care providers may be part of your medical care

We may use or disclose health information about you without your
permission for the following purposes, subject to all applicable legal
requirements and limitations:
To Avert a Serious Threat to Health or Safety
We may use and disclose health information about you when
necessary to prevent a serious threat to your health and safety or the
health and safety of the public or another person.
Required By Law
We will disclose health information about you when required to do so
by federal, state or local law.
Research
We may use and disclose health information about you for research
projects that are subject to a special approval process. We will ask you
for your permission if the researcher will have access to your name,
address or other information that reveals who you are, or will be
involved in your care at the office.
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OTHER USES AND DISCLOSURES OF HEALTH
INFORMATION

Organ and Tissue Donation
If you are an organ donor, we may release health information to
organizations that handle organ procurement or organ, eye or tissue
transplantation or to an organ donation bank, as necessary to facilitate
such donation and transplantation.
Military, Veterans, National Security and Intelligence
If you are or were a member of the armed forces, or part of the
national security or intelligence communities, we may be required by
military command or other government authorities to release health
information about you. We may also release information about foreign
military personnel to the appropriate foreign military authority.
Workers' Compensation
We may release health information about you for workers'
compensation or similar programs. These programs provide benefits
for work-related injuries or illness.
Public Health Risks
We may disclose health information about you for public health
reasons in order to prevent or control disease, injury or disability; or
report births, deaths, suspected abuse or neglect, non-accidental
physical injuries, reactions to medications or problems with products.
Health Oversight Activities
We may disclose health information to a health oversight agency for
audits, investigations, inspections, or licensing purposes. These
disclosures may be necessary for certain state and federal agencies to
monitor the health care system, government programs, and
compliance with civil rights laws.

We will not use or disclose your health information for any purpose
other than those identified in the previous sections without your
specific, written Authorization. If you give us Authorization to use or
disclose health information about you, you may revoke that
Authorization, in writing, at any time. If you revoke that Authorization,
in writing, at any time. If you revoke your Authorization, we will no
longer use or disclose information about you for the reasons covered
by your written Authorization, but we cannot take back any uses or
disclosures already made with your permission.
If we have HIV or substance abuse information about you, we cannot
release that information without a special signed, written
authorization from you that complies with the law governing HIV or
substance abuse records.
YOUR RIGHTS REGARDING HEALTH INFORMATION ABOUT
YOU
You have the following rights regarding health information we
maintain about you:
Right to Inspect and Copy
You have the right to inspect and copy your health information, such as
medical and billing records, that we use to make decisions about your
care. You must submit a written request to:

Redmond Signature Dentistry
Of our office at

Lawsuits and Disputes

7502 164th Ave NE Suite A-135

If you are involved in a lawsuit or a dispute, we may disclose health
information about you in response to a court or administrative order.

Redmond, WA, 98052
425 885 0008
425 895 1180
appointments@redmonddentistry.com

Subject to all applicable legal requirements, we may also disclose
health information about you in response to a subpoena.
Law Enforcement
We may release health information if asked to do so by a law
enforcement official in response to a court order, subpoena, warrant,
summons or similar process, subject to all applicable legal
requirements.
Coroners, Medical Examiners and Funeral Directors
We may release health information to a coroner or medical examiner.
This may be necessary, for example, to identify a deceased person or
determine the cause of death.
Information Not Personally Identifiable
We may use or disclose health information about you in a way that
does not personally identify you or reveal who you are.
Family and Friends
We may disclose health information about you to your family members
or friends if we obtain your verbal agreement to do so or if we give you
an opportunity to object to such a disclosure and you do not raise an
objection.We may also disclose health information to your family or
friends if we can infer from the circumstances, based on our
professional judgment that you would not object. For example, we
may assume you agree to our disclosure of your personal health
information to your spouse when you bring your spouse with you into
the exam room during treatment or while treatment is discussed.

in order to inspect and/or copy your health information. If you request
a copy of the information, we may charge a fee for the costs of
copying, mailing or other associated supplies. We may deny your
request to inspect and/or copy in certain limited circumstances. If you
are denied access to your health information, you may ask that the
denial be reviewed. If such a review is required by law, we will select a
licensed health care professional to review your request and our
denial. The person conducting the review will not be the person who
denied your request, and we will comply with the outcome of the
review.
Right to Amend
If you believe health information we have about you is incorrect or
incomplete, you may ask us to amend the information. You have the
right to request an amendment as long as the information is kept by
this office.
We may deny your request for an amendment if it is not in writing or
does not include a reason to support the request. In addition, we may
deny your request if you ask us to amend information that:
a) We did not create, unless the person or entity that created the
information is no longer available to make the amendment.
b) Is not part of the health information that we keep.
c) You would not be permitted to inspect and copy.
d) Is accurate and complete.
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Right to an Accounting of Disclosures

CHANGES TO THIS NOTICE

You have the right to request an "accounting of disclosures." This is a
list of the disclosures we made of medical information about you for
purposes other than treatment, payment and health care operations.
To obtain this list, you must submit your request in writing to:

We reserve the right to change this notice, and to make the revised or
changed notice effective for medical information we already have
about you as well as any information we receive in the future. We will
post a summary of the current notice in the office with its effective
date in the top right hand corner. You are entitled to a copy of the
notice currently in effect.

Redmond Signature Dentistry
Of our office at

7502 164th Ave NE Suite A-135

Redmond, WA, 98052
425 885 0008
425 895 1180
appointments@redmonddentistry.com
It must state a time period, which may not be longer than six years and
may not include dates before April 14, 2003. Your request should
indicate in what form you want the list (for example, on paper,
electronically). We may charge you for the costs of providing the list.
We will notify you of the cost involved and you may choose to
withdraw or modify your request at that time before any costs are
incurred.
Right to Request Restrictions
You have the right to request a restriction or limitation on the health
information we use or disclose about you for treatment, payment or
health care operations. You also have the right to request a limit on the
health information we disclose about you to someone who is involved
in your care or the payment for it, like a family member or friend. For
example, you could ask that we not use or disclose information about a
surgery you had.
We are Not Required to Agree to Your Request
We may not (and are not required to) agree to your restrictions with
one exception: If you pay in full (out of pocket) for a service you
receive from us, and you request that we not submit the claim for this
service to your health insurer or health plan for reimbursement, we
must honor that request.

To request restrictions, you may complete and submit a Request For
Restricting Uses and Disclosures and Confidential Communications
Form Information to:

Redmond Signature Dentistry
Right to Request Confidential Communications
You have the right to request that we communicate with you about
medical matters in a certain way or at a certain location. For example,
you can ask that we only contact you at work or by mail.
To request confidential communications, you may complete and
submit the Requests For Restricting Uses and Disclosures and
Confidential Communications to:

Redmond Signature Dentistry
COMPLAINTS
If you believe your privacy rights have been violated, you may file a
complaint with our office or with the Secretary of the Department of
Health and Human Services. To file a complaint with our office,
contact:

Redmond Signature Dentistry
7502 164th Ave NE Suite A-135

Redmond, WA, 98052
425 885 0008
425 895 1180
appointments@redmonddentistry.com

If we do agree, we will comply with your request unless the
information is needed to provide you emergency treatment.
We will not ask you the reason for your request. We will accommodate
all reasonable requests. Your request must specify how or where you
wish to be contacted.

You will not be penalized for filing a complaint.

Right to a Paper Copy of This Notice
You have the right to a paper copy of this notice. You may ask us to
give you a copy of this notice at any time. Even if you have agreed to
receive it electronically, you are still entitled to a paper copy. To obtain
such a copy, contact:

Redmond Signature Dentistry
_______________________________________________________________________

Signature

__________________________________________________________

Prepared by SubmitPatientForms.com

CONFIDENTIAL INFORMATION
QUESTIONAIRE
Please Print
Patient s Name

Last

First

Patient s Address

Street

Apt #

Marital Status
M

S

City

Date of Birth

State

Occupation

Patient s Employer

D

Middle

Sex

SSN

Zip

Home Phone

Zip

Work Phone

Patient Email

W

Work Address

Street

Spouse s name

Last

Work Address

Street

City
First

Middle
City

State
Spouse Employer

Occupation

State

Zip

Work phone

Emergency person we can contact (other than your family home)
Name

Work Phone

Home Phone

Who can we thank for referring you to our office?
DEPENDENT INFORMATION
Name _______________________________________________________________________ Sex M ___ F ___ Date of Birth ______________________
(Last)
(First)
(M.I.)
(Nickname)
Name _______________________________________________________________________ Sex M ___ F ___ Date of Birth ______________________
(Last)
(First)
(M.I.)
(Nickname)
Name _______________________________________________________________________ Sex M ___ F ___ Date of Birth ______________________
(Last)
(First)
(M.I.)
(Nickname)
Name _______________________________________________________________________ Sex M ___ F ___ Date of Birth ______________________
(Last)
(First)
(M.I.)
(Nickname)
INSURANCE AND FINANCIAL INFORMATION
Insurance Coverage
Yes

Insurance Company Name

No

Subscriber s Name

Patient s Relationship to Subscriber
Self

Spouse

Yes

SSN

Dependent

Group/Program Number
Secondary Coverage

Subscriber s Date of Birth
Subscriber ID#

Insurance Company Name

Insurance Address

No

Subscriber s Name

Patient s Relationship to Subscriber
Self

Spouse

Subscriber s Date of Birth

SSN

Dependent

Group/Program Number

ASSIGNMENT & RELEASE:
I hereby authorize my insurance benefits to be paid directly to the dentist. I am financially responsible for any balances due and authorize
the dentist to release any information required for this claim. I authorize that my records can be used by the doctor if he so determines.
In consideration of the service rendered to me by this dental office I am obligated to pay said office in accordance with its credit terms and
policy.
I consent to the taking of photographs and x-rays before, during and after treatment, and to the use of same by the doctor in scientific papers
or demonstrations.
I certify that I have read or had read to me the contents of this form and do realize the risks and limitations involved.
Signature _____________________________________________ Date _______________________________________________________

FINANCIAL POLICY

In the interest of good communication and our continued commitment to provide the
highest quality of dental care available to all of our patients, we have an established Patient
Financial Policy. It is our hope that this policy will facilitate open communication between
us and help avoid potential misunderstandings, allowing you to always make the best
choices related to your care.

We are committed to support you in understanding your dental health, and will always
present you with the best dental solution possible to treat your personal situation. To make
these services comfortably affordable we are pleased to offer you the following payment
options.
1.
2.
3.

Cash or Personal Check
Visa, MasterCard, American Express or Debit Cards
Patient Financing
∼ Including Interest Free Financing

We will, as a courtesy, process your insurance benefits in our office.

All questions
regarding your insurance benefits must be addressed by you, to your insurance carrier.

I agree that I am fully responsible for the total payment of all procedures performed
in this office – this includes any treatment that is not a benefit of any dental insurance
that I may have. I understand that any estimated portion, not covered by insurance, is due
at time of service for all services rendered. I understand that all services are due to be paid
within Thirty (30) days of date of service, regardless of whether or not my insurance
benefits have been received. One percent (1%) per month interest, Twelve percent (12%)
per year will be charged on accounts 60 days from treatment date. I also understand that
should credit be extended to me by this dental office, a credit check will be made through
TRW or other credit services and I authorize release of all financial data.

Please make your questions and concerns known to our Accounts Manager who is happy to
discuss this policy and ensure that you have an outstanding experience.
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
Signature (responsible party)

Date

CANCELLATION POLICY
As a courtesy, our office will assist with appointment reminders via: texts, emails, and if needed by
phone. When appointment confirmation reminders arrive please take a moment to check your
calendar and ensure that the reserved date/time works for you. Please simply click on the
“confirmation” portion of the email or text to let us know you are coming. We hope this is
convenient for you.

Our office requests two business days notice when making schedule changes. If you are unable to
keep your reserved appointment and do not give two business days notice there is a cancelation
fee of $100.00 and any future appointments will need to be pre-paid in full (non-refundable if the
appointment is missed).

I agree that I am responsible for my dental appointments and that I will honor Redmond 6LJQDWXUH
Dentistry's office policy re: cancellations. I will give two business day’s notice of schedulechanges
and understand that if I miss an appointment I will be charged a short notice cancellation feeof $100.00.
And future appointments will need to be pre-paid in-full (non-refundable if the appointment
is missed .
Please make your questions or concerns known to our Treatment Coordinator who is happy to
discuss this policy and to ensure that you have an outstanding experience.
______________________________________________________________________________________________
Signature (responsible party)

Date

MEDICAL HISTORY
WĂƟĞŶƚEĂŵĞ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ EŝĐŬŶĂŵĞͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ ŐĞͺ/ ͺͺͺͺͺͺͺ
EĂŵĞŽĨWŚǇƐŝĐŝĂŶͬĂŶĚƚŚĞŝƌƐƉĞĐŝĂůƚǇ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
DŽƐƚƌĞĐĞŶƚƉŚǇƐŝĐĂůĞǆĂŵŝŶĂƟŽŶͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ WƵƌƉŽƐĞͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
tŚĂƚŝƐǇŽƵƌĞƐƟŵĂƚĞŽĨǇŽƵƌŐĞŶĞƌĂůŚĞĂůƚŚ͍ǆĐĞůůĞŶƚ'ŽŽĚ&ĂŝƌWŽŽƌ

DO YOU HAVE or HAVE YOU EVER HAD:

ϭ͘ ŚŽƐƉŝƚĂůŝǌĂƚŝŽŶĨŽƌŝůůŶĞƐƐŽƌŝŶũƵƌǇͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯ͘ ĂŶĂůůĞƌŐŝĐƌĞĂĐƚŝŽŶƚŽ
 
ĂƐƉŝƌŝŶ͕ŝďƵƉƌŽĨĞŶ͕ĂĐĞƚĂŵŝŶŽƉŚĞŶ͕ĐŽĚĞŝŶĞ
 
ƉĞŶŝĐŝůůŝŶ
 
ĞƌǇƚŚƌŽŵǇĐŝŶ
 
ƚĞƚƌĂĐǇĐůŝŶĞ
 
ƐƵůĨĂ
 
ůŽĐĂůĂŶĞƐƚŚĞƚŝĐ
 
ĨůƵŽƌŝĚĞ
 
ŵĞƚĂůƐ;ŶŝĐŬĞů͕ŐŽůĚ͕ƐŝůǀĞƌ͕ͺͺͺͺͺͺͺͺͺͺͺͺͿ
 
ůĂƚĞǆ
 
ŽƚŚĞƌͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯ͘ ŚĞĂƌƚƉƌŽďůĞŵƐ͕ŽƌĐĂƌĚŝĂĐƐƚĞŶƚǁŝƚŚŝŶƚŚĞůĂƐƚƐŝǆŵŽŶƚŚƐͺͺ
ϰ͘ ŚŝƐƚŽƌǇŽĨŝŶĨĞĐƚŝǀĞĞŶĚŽĐĂƌĚŝƚŝƐͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϱ͘ ĂƌƚŝĨŝĐŝĂůŚĞĂƌƚǀĂůǀĞ͕ƌĞƉĂŝƌĞĚŚĞĂƌƚĚĞĨĞĐƚ;W&KͿͺͺͺͺͺͺͺͺͺͺ
ϲ͘ ƉĂĐĞŵĂŬĞƌŽƌŝŵƉůĂŶƚĂďůĞĚĞĨŝďƌŝůůĂƚŽƌ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϳ͘ ĂƌƚŝĨŝĐŝĂůƉƌŽƐƚŚĞƐŝƐ;ŚĞĂƌƚǀĂůǀĞŽƌũŽŝŶƚƐͿͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϴ͘ ƌŚĞƵŵĂƚŝĐŽƌƐĐĂƌůĞƚĨĞǀĞƌͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϵ͘ ŚŝŐŚŽƌůŽǁďůŽŽĚƉƌĞƐƐƵƌĞͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϬ͘ ĂƐƚƌŽŬĞ;ƚĂŬŝŶŐďůŽŽĚƚŚŝŶŶĞƌƐͿ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϭ͘ ĂŶĞŵŝĂŽƌŽƚŚĞƌďůŽŽĚĚŝƐŽƌĚĞƌͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϮ͘ ƉƌŽůŽŶŐĞĚďůĞĞĚŝŶŐĚƵĞƚŽĂƐůŝŐŚƚĐƵƚ;/EZхϯ͘ϱͿ ͺͺͺͺͺͺͺͺͺ
ϭϯ͘ ĞŵƉŚǇƐĞŵĂ͕ƐĂƌĐŽŝĚŽƐŝƐ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϰ͘ ƚƵďĞƌĐƵůŽƐŝƐͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϱ͘ ĂƐƚŚŵĂͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϲ͘ ďƌĞĂƚŚŝŶŐŽƌƐůĞĞƉƉƌŽďůĞŵƐ;ŝ͘Ğ͘ƐŶŽƌŝŶŐ͕ƐŝŶƵƐͿͺͺͺͺͺͺͺͺͺͺͺ
ϭϳ͘ ŬŝĚŶĞǇĚŝƐĞĂƐĞ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϴ͘ ůŝǀĞƌĚŝƐĞĂƐĞ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϵ͘ ũĂƵŶĚŝĐĞͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϮϬ͘ ƚŚǇƌŽŝĚ͕ƉĂƌĂƚŚǇƌŽŝĚĚŝƐĞĂƐĞ͕ŽƌĐĂůĐŝƵŵĚĞĨŝĐŝĞŶĐǇ ͺͺͺͺͺͺͺͺ
Ϯϭ͘ ŚŽƌŵŽŶĞĚĞĨŝĐŝĞŶĐǇͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϮϮ͘ ŚŝŐŚĐŚŽůĞƐƚĞƌŽůŽƌƚĂŬŝŶŐƐƚĂƚŝŶĚƌƵŐƐ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϯ͘ ĚŝĂďĞƚĞƐ;,ďϭĐсͺͺͺͺͺͺͺͿͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϰ͘ ƐƚŽŵĂĐŚŽƌĚƵŽĚĞŶĂůƵůĐĞƌ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϱ͘ ĚŝŐĞƐƚŝǀĞĚŝƐŽƌĚĞƌƐ;ŝ͘Ğ͘ŐĂƐƚƌŝĐƌĞĨůƵǆͿͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

YES NO

Ϯϲ͘
Ϯϳ͘
Ϯϴ͘
Ϯϵ͘
ϯϬ͘
ϯϭ͘
ϯϮ͘
ϯϯ͘
ϯϰ͘
ϯϱ͘
ϯϲ͘
ϯϳ͘
ϯϴ͘
ϯϵ͘
ϰϬ͘
ϰϭ͘
ϰϮ͘
ϰϯ͘
ϰϰ͘
ϰϱ͘

ŽƐƚĞŽƉŽƌŽƐŝƐͬŽƐƚĞŽƉĞŶŝĂ;ŝ͘Ğ͘ƚĂŬŝŶŐďŝƐƉŚŽƐƉŚŽŶĂƚĞƐͿ ͺͺ
ĂƌƚŚƌŝƚŝƐ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ŐůĂƵĐŽŵĂͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ĐŽŶƚĂĐƚůĞŶƐĞƐͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ŚĞĂĚŽƌŶĞĐŬŝŶũƵƌŝĞƐͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ĞƉŝůĞƉƐǇ͕ĐŽŶǀƵůƐŝŽŶƐ;ƐĞŝǌƵƌĞƐͿͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ŶĞƵƌŽůŽŐŝĐƉƌŽďůĞŵƐ;ĂƚƚĞŶƚŝŽŶĚĞĨŝĐŝƚĚŝƐŽƌĚĞƌͿͺͺͺͺͺͺͺͺ
ǀŝƌĂůŝŶĨĞĐƚŝŽŶƐĂŶĚĐŽůĚƐŽƌĞƐ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ĂŶǇůƵŵƉƐŽƌƐǁĞůůŝŶŐŝŶƚŚĞŵŽƵƚŚͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ŚŝǀĞƐ͕ƐŬŝŶƌĂƐŚ͕ŚĂǇĨĞǀĞƌͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
^d/ͬ^d ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
)
ŚĞƉĂƚŝƚŝƐ;ƚǇƉĞͺͺͺͿͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
,/sͬ/^ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ƚƵŵŽƌ͕ĂďŶŽƌŵĂůŐƌŽǁƚŚͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ƌĂĚŝĂƚŝŽŶƚŚĞƌĂƉǇͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ĐŚĞŵŽƚŚĞƌĂƉǇͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ĞŵŽƚŝŽŶĂůƉƌŽďůĞŵƐͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ƉƐǇĐŚŝĂƚƌŝĐƚƌĞĂƚŵĞŶƚͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ĂŶƚŝĚĞƉƌĞƐƐĂŶƚŵĞĚŝĐĂƚŝŽŶͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ĂůĐŽŚŽůͬƐƚƌĞĞƚĚƌƵŐƵƐĞ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

YES NO

ARE YOU:

ϰϲ͘
ϰϳ͘
ϰϴ͘
ϰϵ͘
ϱϬ͘
ϱϭ͘
ϱϮ͘
ϱϯ͘
ϱϰ͘
ϱϱ͘
ϱϲ͘
ϱϳ͘

ƉƌĞƐĞŶƚůǇďĞŝŶŐƚƌĞĂƚĞĚĨŽƌĂŶǇŽƚŚĞƌŝůůŶĞƐƐͺͺͺͺͺͺͺͺͺͺͺ
ĂǁĂƌĞŽĨĂĐŚĂŶŐĞŝŶǇŽƵƌŚĞĂůƚŚ;ŝ͘Ğ͘ĨĞǀĞƌ͕ŶĞǁĐŽƵŐŚͿͺͺ
ƚĂŬŝŶŐŵĞĚŝĐĂƚŝŽŶĨŽƌǁĞŝŐŚƚŵĂŶĂŐĞŵĞŶƚ;ŝ͘Ğ͘ĨĞŶͲƉŚĞŶͿ
ƚĂŬŝŶŐĚŝĞƚĂƌǇƐƵƉƉůĞŵĞŶƚƐͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 
ŽĨƚĞŶĞǆŚĂƵƐƚĞĚŽƌĨĂƚŝŐƵĞĚ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ĞǆƉĞƌŝĞŶĐŝŶŐĨƌĞƋƵĞŶƚŚĞĂĚĂĐŚĞƐͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ĂƐŵŽŬĞƌ͕ƐŵŽŬĞĚƉƌĞǀŝŽƵƐůǇŽƌƵƐĞƐŵŽŬĞůĞƐƐƚŽďĂĐĐŽ ͺ
ĐŽŶƐŝĚĞƌĞĚĂƚŽƵĐŚǇƉĞƌƐŽŶ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ŽĨƚĞŶƵŶŚĂƉƉǇŽƌĚĞƉƌĞƐƐĞĚͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
&D>ͲƚĂŬŝŶŐďŝƌƚŚĐŽŶƚƌŽůƉŝůůƐͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
&D>ͲƉƌĞŐŶĂŶƚͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
D>ͲƉƌŽƐƚĂƚĞĚŝƐŽƌĚĞƌƐͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

ĞƐĐƌŝďĞĂŶǇĐƵƌƌĞŶƚŵĞĚŝĐĂůƚƌĞĂƚŵĞŶƚ͕ŝŵƉĞŶĚŝŶŐƐƵƌŐĞƌǇ͕ŐĞŶĞƟĐͬĚĞǀĞůŽƉŵĞŶƚĚĞůĂǇ͕ŽƌŽƚŚĞƌƚƌĞĂƚŵĞŶƚƚŚĂƚŵĂǇƉŽƐƐŝďůǇĂīĞĐƚǇŽƵƌĚĞŶƚĂůƚƌĞĂƚŵĞŶƚ͘;ŝ͘Ğ͘ŽƚŽǆ͕ŽůůĂŐĞŶ/ŶũĞĐƟŽŶƐͿ

ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
>ŝƐƚĂůůŵĞĚŝĐĂƟŽŶƐ͕ƐƵƉƉůĞŵĞŶƚƐ͕ĂŶĚŽƌǀŝƚĂŵŝŶƐƚĂŬĞŶǁŝƚŚŝŶƚŚĞůĂƐƚƚǁŽǇĞĂƌƐ

ƌƵŐ 



WƵƌƉŽƐĞ

ƌƵŐ 



WƵƌƉŽƐĞ

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY OR ANY MEDICATIONS YOU MAY BE TAKING.
WĂƟĞŶƚ͛Ɛ^ŝŐŶĂƚƵƌĞ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ ĂƚĞͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ǀϮ͘ϯͲϮϬϭϮ<ŽŝƐĞŶƚĞƌ͕>>

dŽƌĞŽƌĚĞƌ͕ƉůĞĂƐĞǀŝƐŝƚ͗www.koiscenter.com

DENTAL HISTORY

/
EĂŵĞͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺEŝĐŬŶĂŵĞͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺŐĞͺͺͺͺͺͺͺͺͺ
ZĞĨĞƌƌĞĚďǇͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ,ŽǁǁŽƵůĚǇŽƵƌĂƚĞƚŚĞĐŽŶĚŝƟŽŶŽĨǇŽƵƌŵŽƵƚŚ͍ǆĐĞůůĞŶƚ'ŽŽĚ&ĂŝƌWŽŽƌ
WƌĞǀŝŽƵƐĞŶƟƐƚͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ,ŽǁůŽŶŐŚĂǀĞǇŽƵďĞĞŶĂƉĂƟĞŶƚ͍ͺͺͺͺͺͺͺͺͺͺͺDŽŶƚŚƐͬzĞĂƌƐ
ĂƚĞŽĨŵŽƐƚƌĞĐĞŶƚĚĞŶƚĂůĞǆĂŵͺͺͺͺͺͺͬͺͺͺͺͺͺͬͺͺͺͺͺͺĂƚĞŽĨŵŽƐƚƌĞĐĞŶƚǆͲƌĂǇƐͺͺͺͺͺͺͬͺͺͺͺͺͺͬͺͺͺͺͺͺ
ĂƚĞŽĨŵŽƐƚƌĞĐĞŶƚƚƌĞĂƚŵĞŶƚ;ŽƚŚĞƌƚŚĂŶĂĐůĞĂŶŝŶŐͿͺͺͺͺͺͺͬͺͺͺͺͺͺͬͺͺͺͺͺͺ
/ƌŽƵƟŶĞůǇƐĞĞŵǇĚĞŶƟƐƚĞǀĞƌǇ͗ϯŵŽ͘ϰŵŽ͘ϲŵŽ͘ϭϮŵŽ͘EŽƚƌŽƵƟŶĞůǇ

WHAT IS YOUR IMMEDIATE CONCERN? ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

PLEASE ANSWER YES OR NO TO THE FOLLOWING:

YES

NO

PERSONAL HISTORY
ϭ͘
Ϯ͘
ϯ͘
ϰ͘
ϱ͘
ϲ͘


ƌĞǇŽƵĨĞĂƌĨƵůŽĨĚĞŶƚĂůƚƌĞĂƚŵĞŶƚ͍,ŽǁĨĞĂƌĨƵů͕ŽŶĂƐĐĂůĞŽĨϭ;ůĞĂƐƚͿƚŽϭϬ;ŵŽƐƚͿͺͺͺͺ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
,ĂǀĞǇŽƵŚĂĚĂŶƵŶĨĂǀŽƌĂďůĞĚĞŶƚĂůĞǆƉĞƌŝĞŶĐĞ͍ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
,ĂǀĞǇŽƵĞǀĞƌŚĂĚĐŽŵƉůŝĐĂƚŝŽŶƐĨƌŽŵƉĂƐƚĚĞŶƚĂůƚƌĞĂƚŵĞŶƚ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
,ĂǀĞǇŽƵĞǀĞƌŚĂĚƚƌŽƵďůĞŐĞƚƚŝŶŐŶƵŵďŽƌŚĂĚĂŶǇƌĞĂĐƚŝŽŶƐƚŽůŽĐĂůĂŶĞƐƚŚĞƚŝĐ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ŝĚǇŽƵĞǀĞƌŚĂǀĞďƌĂĐĞƐ͕ŽƌƚŚŽĚŽŶƚŝĐƚƌĞĂƚŵĞŶƚŽƌŚĂĚǇŽƵƌďŝƚĞĂĚũƵƐƚĞĚ͍ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
,ĂǀĞǇŽƵŚĂĚĂŶǇƚĞĞƚŚƌĞŵŽǀĞĚ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

ϳ͘
ϴ͘
ϵ͘
ϭϬ

/ƐƚŚĞƌĞĂŶǇƚŚŝŶŐĂďŽƵƚƚŚĞĂƉƉĞĂƌĂŶĐĞŽĨǇŽƵƌƚĞĞƚŚƚŚĂƚǇŽƵǁŽƵůĚůŝŬĞƚŽĐŚĂŶŐĞ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
,ĂǀĞǇŽƵĞǀĞƌǁŚŝƚĞŶĞĚ;ďůĞĂĐŚĞĚͿǇŽƵƌƚĞĞƚŚ͍ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
,ĂǀĞǇŽƵĨĞůƚƵŶĐŽŵĨŽƌƚĂďůĞŽƌƐĞůĨĐŽŶƐĐŝŽƵƐĂďŽƵƚƚŚĞĂƉƉĞĂƌĂŶĐĞŽĨǇŽƵƌƚĞĞƚŚ͍ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
,ĂǀĞǇŽƵďĞĞŶĚŝƐĂƉƉŽŝŶƚĞĚǁŝƚŚƚŚĞĂƉƉĞĂƌĂŶĐĞŽĨƉƌĞǀŝŽƵƐĚĞŶƚĂůǁŽƌŬ͍ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

SMILE CHARACTERISTICS

 BITE AND JAW JOINT
ϭϭ͘ ŽǇŽƵŚĂǀĞƉƌŽďůĞŵƐǁŝƚŚǇŽƵƌũĂǁũŽŝŶƚ͍;ƉĂŝŶ͕ƐŽƵŶĚƐ͕ůŝŵŝƚĞĚŽƉĞŶŝŶŐ͕ůŽĐŬŝŶŐ͕ƉŽƉƉŝŶŐͿͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϮ͘ ŽǇŽƵͬǁŽƵůĚǇŽƵŚĂǀĞĂŶǇƉƌŽďůĞŵƐĐŚĞǁŝŶŐŐƵŵ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϯ͘ ŽǇŽƵͬǁŽƵůĚǇŽƵŚĂǀĞĂŶǇƉƌŽďůĞŵƐĐŚĞǁŝŶŐďĂŐĞůƐ͕ďĂŐƵĞƚƚĞƐ͕ƉƌŽƚĞŝŶďĂƌƐ͕ŽƌŽƚŚĞƌŚĂƌĚĨŽŽĚƐ͍ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϰ͘ ,ĂǀĞǇŽƵƌƚĞĞƚŚĐŚĂŶŐĞĚŝŶƚŚĞůĂƐƚϱǇĞĂƌƐ͕ďĞĐŽŵĞƐŚŽƌƚĞƌ͕ƚŚŝŶŶĞƌŽƌǁŽƌŶ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϱ͘ ƌĞǇŽƵƌƚĞĞƚŚĐƌŽǁĚŝŶŐŽƌĚĞǀĞůŽƉŝŶŐƐƉĂĐĞƐ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϲ͘ ŽǇŽƵŚĂǀĞŵŽƌĞƚŚĂŶŽŶĞďŝƚĞĂŶĚƐƋƵĞĞǌĞƚŽŵĂŬĞǇŽƵƌƚĞĞƚŚĨŝƚƚŽŐĞƚŚĞƌ͍ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϳ͘ ŽǇŽƵĐŚĞǁŝĐĞ͕ďŝƚĞǇŽƵƌŶĂŝůƐ͕ƵƐĞǇŽƵƌƚĞĞƚŚƚŽŚŽůĚŽďũĞĐƚƐ͕ŽƌŚĂǀĞĂŶǇŽƚŚĞƌŽƌĂůŚĂďŝƚƐ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϴ͘ ŽǇŽƵĐůĞŶĐŚǇŽƵƌƚĞĞƚŚŝŶƚŚĞĚĂǇƚŝŵĞŽƌŵĂŬĞƚŚĞŵƐŽƌĞ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϵ͘ ŽǇŽƵŚĂǀĞĂŶǇƉƌŽďůĞŵƐǁŝƚŚƐůĞĞƉŽƌǁĂŬĞƵƉǁŝƚŚĂŶĂǁĂƌĞŶĞƐƐŽĨǇŽƵƌƚĞĞƚŚ͍ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϮϬ͘ ŽǇŽƵǁĞĂƌŽƌŚĂǀĞǇŽƵĞǀĞƌǁŽƌŶĂďŝƚĞĂƉƉůŝĂŶĐĞ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ



 TOOTH STRUCTURE
Ϯϭ͘ ,ĂǀĞǇŽƵŚĂĚĂŶǇĐĂǀŝƚŝĞƐǁŝƚŚŝŶƚŚĞƉĂƐƚϯǇĞĂƌƐ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϮϮ͘ ŽĞƐƚŚĞĂŵŽƵŶƚŽĨƐĂůŝǀĂŝŶǇŽƵƌŵŽƵƚŚƐĞĞŵƚŽŽůŝƚƚůĞŽƌĚŽǇŽƵŚĂǀĞĚŝĨĨŝĐƵůƚǇƐǁĂůůŽǁŝŶŐĂŶǇĨŽŽĚ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϯ͘ ŽǇŽƵĨĞĞůŽƌŶŽƚŝĐĞĂŶǇŚŽůĞƐ;ŝ͘Ğ͘ƉŝƚƚŝŶŐ͕ĐƌĂƚĞƌƐͿŽŶƚŚĞďŝƚŝŶŐƐƵƌĨĂĐĞŽĨǇŽƵƌƚĞĞƚŚ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϰ͘ ƌĞĂŶǇƚĞĞƚŚƐĞŶƐŝƚŝǀĞƚŽŚŽƚ͕ĐŽůĚ͕ďŝƚŝŶŐ͕ƐǁĞĞƚƐ͕ŽƌĂǀŽŝĚďƌƵƐŚŝŶŐĂŶǇƉĂƌƚŽĨǇŽƵƌŵŽƵƚŚ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϱ͘ ŽǇŽƵŚĂǀĞŐƌŽŽǀĞƐŽƌŶŽƚĐŚĞƐŽŶǇŽƵƌƚĞĞƚŚŶĞĂƌƚŚĞŐƵŵůŝŶĞ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϲ͘ ,ĂǀĞǇŽƵĞǀĞƌďƌŽŬĞŶƚĞĞƚŚ͕ĐŚŝƉƉĞĚƚĞĞƚŚ͕ŽƌŚĂĚĂƚŽŽƚŚĂĐŚĞŽƌĐƌĂĐŬĞĚĨŝůůŝŶŐ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϳ͘ ŽǇŽƵĨƌĞƋƵĞŶƚůǇŐĞƚĨŽŽĚĐĂƵŐŚƚďĞƚǁĞĞŶĂŶǇƚĞĞƚŚ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

GUM AND BONE
Ϯϴ͘
Ϯϵ͘
ϯϬ͘
ϯϭ͘
ϯϮ͘
ϯϯ͘
ϯϰ͘

ŽǇŽƵƌŐƵŵƐďůĞĞĚŽƌĂƌĞƚŚĞǇƉĂŝŶĨƵůǁŚĞŶďƌƵƐŚŝŶŐŽƌĨůŽƐƐŝŶŐ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
,ĂǀĞǇŽƵĞǀĞƌďĞĞŶƚƌĞĂƚĞĚĨŽƌŐƵŵĚŝƐĞĂƐĞŽƌďĞĞŶƚŽůĚǇŽƵŚĂǀĞůŽƐƚďŽŶĞĂƌŽƵŶĚǇŽƵƌƚĞĞƚŚ͍ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
,ĂǀĞǇŽƵĞǀĞƌŶŽƚŝĐĞĚĂŶƵŶƉůĞĂƐĂŶƚƚĂƐƚĞŽƌŽĚŽƌŝŶǇŽƵƌŵŽƵƚŚ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
/ƐƚŚĞƌĞĂŶǇŽŶĞǁŝƚŚĂŚŝƐƚŽƌǇŽĨƉĞƌŝŽĚŽŶƚĂůĚŝƐĞĂƐĞŝŶǇŽƵƌĨĂŵŝůǇ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
,ĂǀĞǇŽƵĞǀĞƌĞǆƉĞƌŝĞŶĐĞĚŐƵŵƌĞĐĞƐƐŝŽŶ͍ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
,ĂǀĞǇŽƵĞǀĞƌŚĂĚĂŶǇƚĞĞƚŚďĞĐŽŵĞůŽŽƐĞŽŶƚŚĞŝƌŽǁŶ;ǁŝƚŚŽƵƚĂŶŝŶũƵƌǇͿ͕ŽƌĚŽǇŽƵŚĂǀĞĚŝĨĨŝĐƵůƚǇĞĂƚŝŶŐĂŶĂƉƉůĞ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺ
,ĂǀĞǇŽƵĞǆƉĞƌŝĞŶĐĞĚĂďƵƌŶŝŶŐƐĞŶƐĂƚŝŽŶŝŶǇŽƵƌŵŽƵƚŚ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

WĂƟĞŶƚ͛Ɛ^ŝŐŶĂƚƵƌĞ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺĂƚĞͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
dŽƌĞŽƌĚĞƌ͕ƉůĞĂƐĞǀŝƐŝƚ͗www.koiscenter.com ΞϮϬϭϬ<ŽŝƐĞŶƚĞƌ͕>>ͲǀϮ͘Ϯ

