L (PLEASE PRINT) (

Dental Insurance

Date Who is responsible for this account?
SS/HIC/Patient ID # Relationship to Patient
Patient Name Insurance Co.
Last Name
Group #
Fi Middle Initi - :
fskblerme SRS Is patient covered by additional insurance? [JYes [ No
Address
Subscriber's Name
E-mail
Birthdate SS#
City
Relationship to Patient
State Zip
Insurance Co.
Sex (JM [OF Age
Group #
Birthdate :
- ASSIGNMENT AND RELEASE
[ Married {1 Widowed [ Single I Minor I certify that I, and/or my dependent(s), have insurance coverage with
s and assign directly to
[0 Separated ] Divorced (3 Partnered for years Name of Insurance Gompany(ies)
Patient Employer/School Dr. all insurance benefits, if
Occupation any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize
Employer/School Address the use of my signature on all insurance submissions.

The above-named dentist may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents for

lover/School Phone { ) the purpose of obtaining payment for services and determining insurance benefits
Employer/School Phone { or the benefits payable for related services. This consent will end when my current
Spouse’s Name treatment plan is completed or one year from the date signed below.

Birthdate

Signature of Patient, Parent, Guardian or Personal Representative
SS#

Please print name of Patient, Parent, Guardian or Personal Representative
Spouse’s Employer

Whom may we thank forwreferring you? Date

Relationship to Patient

Phone Numbers

oe ( ) Work ( ) Ext Cell Phone ( )

Spouse’s Work ( ) Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name Relationship

Home Phone ( ) ' Work Phone ( )

~ Dental History

Reason for today'’s visit Burning sensation on tongue [OYes [JNo Mouth breathing dYes [ No

Chew on one side of mouth [OYes [JNo Mouth pain, brushing [OYes [JNo
- Cigarette, pipe, or cigar smoking [(JYes [JNo Orthodontic treatment [JYes [JNo
Former Dentist Clicking or popping jaw [OYes [JNo Pain around ear COYes ONo
City/State - Dry mouth [OYes [JNo Periodontal treatment OYes [INo
Date of last dental visit Fingernail b.mng [OYes [JNo Sensththy fo cold CYes [JNo
Food collection between the teeth [JYes [JNo Sensitivity to heat {JYes [ No
Date of last dental X-rays ’ Foreign objects [OYes [INo Sensitivity to sweets OYes [ONo
Place a mark on “yes” or “no” to indicate ifyou ~ Grinding teeth OYes [JNo Sensitivity when biting OYes OONo
have had any of the following: Gums swollen or tender OYes [JNo Sores or growths in your mouth [JYes []No
Bad breath (OYes [JNo Jaw pain or tiredness OYes ONo i w often do youi floss?
Bleeding gums OYes [ONo Lip or cheek biting [OdYes [JNo
Blisters on lips or mouth [OYes [ONo Loose teeth or broken fillings OYes [JNo How often do you brush?

Dental Registration and History
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Health History

Physician’s Name

Date of last visit

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin (brand

names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). (] Yes
Place a mark on “yes” or “no” to indicate if you have had any of the following:

AIDS/HIV

Anemia

Arthritis, Rheumatism

Artificial Heart Valves

Artificial Joints

Asthma

Back Problems

Bleeding abnormally, with
extractions or surgery

Blood Disease

Cancer

Chemical Dependency

Chemotherapy

Circulatory Problems

Congenital Heart Lesions

Cortisone Treatments

Cough, persistent or bloody

Diabetes

Emphysema

Do you wear contact lenses? [] Yes

Women:
Are you pregnant? [] Yes

Taking birth control pills? [] Yes

Medications

[JYes
[ Yes
[ Yes
dYes
[JYes
OYes
O Yes

O No
[J No
[ No
[J No
O No
O No
[JNo

[ Yes
O VYes
[Yes
[ Yes
[ Yes
[ Yes
[Yes
[ Yes
[ Yes
JYes
[ Yes

[ No
O No
[ No
O No
[ No
O No
[ No
O No
O No
[ No
[0 No

O No

[ No
[ No

Epilepsy

Fainting or dizziness
Glaucoma ‘
Headaches

Heart Murmur

Heart Problems
Hepatitis Type
Herpes

High Blood Pressure
Jaundice

Jaw Pain

Kidney Disease
Liver Disease

Low Blood Pressure
Mitral Valve Prolapse
Nervous Problems
Pacemaker
Psychiatric Care
Radiation Treatment

Due date

JYes
[JYes
[JYes
[OYes
[Yes
OYes
[Yes
[ Yes
Yes
[ Yes
[ Yes
[Yes
O Yes
[ Yes
[Yes
[JYes
[1Yes
[Yes
[ VYes

List any medications you are currently taking and the correlating
diagnosis:

Pharmacy Name

Phone ( )

[ Aspirin

[ Barbiturates (Sleeping pills)

[ Codeine
[ lodine

[ Latex

[J No

] No
[ No
O No
[ No
[0 No
O No
O No
[0 No
[ No
O No
O No
[ No
[ No
[ No
O No
O No
[ No
[ No
[ No

Are you nursing? [] Yes

Respiratory Disease
Rheumatic Fever
Scarlet Fever
Shortness of Breath

. Sinus Trouble

Skin Rash

Special Diet

Stroke

Swollen Feet or Ankles
Swollen Neck Glands
Thyroid Problems
Tonsillitis

Tuberculosis

Tumor or growth on head
or neck

Ulcer
Venereal Disease
Weight Loss, unexplained

] No

Allergies

[ Local Anesthetic

[ Penicillin
[ Sulfa

(] Other

[ Yes
[ Yes
[JYes
dYes
[dYes
[1Yes
[ Yes
[JYes
[ Yes
[JYes

-~ [Yes

[1Yes
[Yes

[JYes
[ Yes
[Yes
[OYes

[J No
[J No
[ No
[J No
[ No
[0 No
O No
[ No
[ No
[ No
[ No
O No
EINo

[ No
[ No
O No
[ No

pdates (To be filled in at future appointments)

For what conditions?

Are you taking any new medications?

Patient's Signature

Doctor's Signature

For what conditions?

Are you taking any new medications?

Patient’s Signature

Has there been any change in your health since your last dental appointment? [JYes [ No
If so, what?
Date
Date
Has there been any change in.your health since your last dental appointment? [(JYes [] No
If so, what?
Date
Date

Doctor's 'Signature

—




Plantation Family Dentistry

Eyad Shehadeh, D.D.S.

FINANCIAL POLICY & MISSED APPOINTMENT POLICY

Welcome! Thank you for selecting us as your dental health care providers. Our goal is to provide you and your family with optimal
dental care. We want you to feel welcome and as comfortable as possible throughout our relationship. We encourage you to ask
questions and to be involved in treatment decisions. This includes understanding your treatment plan as well as our financial policy.

Financial Agreement:

Patients are expected to pay for our services at the time they are rendered. Our patients who have dental Insurance are expected
to pay the amount of their estimated co-pay and deductible at the time of service. Payments may be made using cash, check, Visa,
MasterCard, American Express and/or Discover. We also offer short or long term financing through an outside healthcare financing
company called CareCredit. Please let us know if you would like information about this option. If the insurance company does not
pay the full amount anticipated the patient is responsible for the difference. Payment is expected within 10 days after the
statement date.

Return Check Fee:

A return check fee of $40.00 (subject to change as bank charges increase) will be added to your account for any returned check.
Before we accept another payment by check, the $40.00 fee plus full payment for the check that did not clear must be paid in cash,
or by Visa, MasterCard, American Express and/ or Discover.

Delinquent Accounts:
Delinquent accounts may be assigned to a collection agency. The patient and/or responsible party will assume all costs of collection,
including but not limited to collection fees, court costs, interest and legal fees. Patients with delinquent accounts may be dismissed.

Refunds For Unfinished Treatment:
Please understand that if a patient decides to discontinue treatment after it has been started, a full refund will not be given.
Individual circumstances may be discussed with the Office Manager.

No Show or Missed Appointments:

In order to serve you better and keep the cost of dental care down, we try to maintain an efficient appointment system. However,
our cost of providing care increases greatly when people fail to keep scheduled appointments or cancel at the last minute. We
require at least 48 hour notice for any cancelled appointment. Please note a failure to do so will result in a $50.00 charge. After 3
missed appointments or cancelled appointments we will place you on a short call list, which means we will phone you when an
appointment time becomes available on short notice. This gives you the opportunity to know if your busy schedule has an opening
for a dental appointment within the next few hours.

Insurance Information:

As a courtesy to our insured patients, we submit claims to your Insurance Company free of charge. We will help you to receive your
maximum allowable benefits. All of our doctors will diagnose treatment based on your dental health not your insurance coverage.

Signature of Patient or Legal Guardian Print Name of Patient or Legal Guardian

Patient’s Name Date

973 N Nob Hill Rd, Plantation, FL 33324 Phone: (954) 475-1717 Fax: (954) 475-1716 .



Plantation Family Dentistry
L

/ Eyad Shehadeh, D.D.S.

PATIENT HIPPA AWARENESS
CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

Purpose of Consent: By signing this form, |, , consent to our use and disclosure
of your protected health information (PHI) to carry out treatment, payment activities, and healthcare operations (TPO).

Notice of Privacy Practices: You have the right to review our Notice of Privacy Practices prior to signing this consent.
Please refer to Eyad Shehadeh, DDS, PA’s Notice of Privacy Practices for a more complete description of such uses and
disclosures. Eyad Shehadeh, DDS, PA reserves the right to revise its Notice Of Privacy Practices at any time. A revised
Notice of Privacy Practices may be obtained by forwarding a written request to the Privacy Officer.

Phone Calls:

With my permission, the office of Eyad Shehadeh, DDS, PA may call my home or other designated locations and leave a
message on voicemail or in person in reference to any items that assist the practice in carrying out TPO, such as
appointment reminders, insurance items, and any call pertaining to my clinical care, including lab results among others.
| give my permission for this service: 0 YES [ NO

Mail & E-mail:

With my permission, the office of Eyad Shehadeh, DDS, PA may send mail or e-mail my home or other designated
location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient
statements.

| give my permission for this service: 0 YES [INO

I have the right to request that Eyad Shehadeh, DDS, PA restrict how it uses or discloses my PHI to carry out TPO.
However, the practice is not required to agree to my requested restrictions, but if it does, it is bound by this agreement.

E-MAILING X-RAYS

In providing the best treatment for our patients, it might be necessary for us to email x-rays to other specialists or
dentists. This allows other offices to have a better diagnostic tool available to them which will cost you less and permit
you to have access to quicker service. | understand that x-rays might need to be e-mailed to other specialists and
dentists. | give my permission for this service: 1 YES 1 NO

By signing this, | am allowing Eyad Shehadeh, DDS, PA to use and disclose my PHI for TPO.

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon
my prior consent.

Signature of Patient or Legal Guardian Print Name of Patient or Legal Guardian

Patient’s Name Date

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
973 N Nob Hill Rd, Plantation, FL 33324 Phone: (954) 475-1717 Fax: (954) 475-1716-



1.

9.

PATIENT’S NAME: DATE:

CONSENT TO PERFORM DENTISTRY

I hereby authorize and direct the dentist (s) of Eyad Shehadeh DDS, PA and/or dental auxiliaries of
her/his choice, to perform the following dental treatment or oral surgery procedure (s), including the
use of any necessary or advisable local anesthesia, radiographs (x-rays), or diagnostic aids.

Preventive hygiene treatment (prophylaxis) and the application of topical fluoride.
Application of plastic “sealants” to the grooves of the teeth.

Treatment of diseased or injured teeth with dental restorations (fillings and crowns).
Replacement of missing teeth with dental prostheses. (bridges, partial dentures, full
dentures).

Removal (extraction) of one or more teeth.

Treatment of diseased or injured oral tissues (hard and/or soft).

Use of sedative drugs to control apprehension and/or disruptive behavior.

Treatment of malposed (crooked) teeth and/or oral developmental or growth abnormalities.
Use of local anesthesia to accomplish the necessary treatment.

Sow>

TEmQaAH

I understand that there are risks involved in this treatment and hereby acknowledge that these risk (s)
will be explained to me, that I will have an opportunity to ask questions regarding the treatment and
the risks, and that I fully understand the same.

I agree to the use of local anesthesia and the use of nitro/oxygen analgesia depending on the judgment
of the doctor (s). Nitro/oxygen may occasionally produce nausea and vomiting. I am also aware that
the nose piece leaves an indentation or ring around the nose which disappears shortly after the
procedure. I understand and have been informed of the above risks and complications.

I recognize that during the course of treatment unforeseen circumstances may necessitate additional
or different procedures from those discussed. I therefore authorize and request the performance of
any additional procedures that are deemed necessary or desirable to oral health and well being in the
professional judgment of the dentist.

There are possible risks and complications associated with the administration of local anesthesia,
sedation, and drugs. The most common of these are swelling, bleeding, pain, nausea, vomiting,
bruising, tingling, and numbness of the lips, gums, face and tongue, allergic reactions, hematoma
(swelling or bleeding at or near the injection site), fainting, lip and cheek biting resulting in ulceration
and infection of the mucosa. I also understand that there are rare potential risks such as unfavorable
reactions to medications in respiratory and cardiovascular collapse (stopping of breathing and heart
function) and lack of oxygen to the brain that could result in coma or death. I understand and have
been informed of the above risks and complications.

I also authorize the doctors to use photographs, radiographs, other diagnostic materials and treatment
records for the purposes of teaching, research and scientific publications.

I will be advised that the success of the dental treatment to be provided will require that the patient
and/or the parents follow post-operative and post-care instructions of the dentist (s). I agree that the
success of the treatment requires that all post-operative and post-care instructions be followed and
that regular office visits as scheduled by my dentist and her/her auxiliaries must be maintained.

I hereby state that I have read and understand this consent, and that all questions about the
procedures will be answered in a satisfactory manner; and I understand that I have the right to be
provided answers to questions which may arise during and after the course of my treatment.

I further understand that this consent will remain in effect until such time that I choose to terminate
it

Name of Parent or Guardian:

Relationship to Patient:

Signature: Patient or Parent or Guardian



