Dr. Sebha, Atani

831 CASS STREET
MONTEREY, CA 93940
(831) 373 - 1279

Dear Patient,

We would like to extend a very warm welcome to you! We sincerely appreciate you
choosing us for your dental care and we look forward to getting to know you. If

there is anything we can ever do to improve your experiences with us, please don't
hesitate to ask.

This Welcome Packet includes several important documents to read and complete.
Please remember to fill out the Patient Information Forms and return them prior to
your first visit with us. Also, include front and back copies of insurance cards you
wish to utilize.

At this first visit, we will take time to discuss your dental goals and any concerns
you have. We will then perform a comprehensive exam and take any necessary
x-rays. With this information we can develop a customized dental plan together.

Thank you and we look forward to seeing you soon!

L feth—

Dr. Sobha Atani D.D.S. and Team



The benefits of a happy, healthy smile are immeasurable! Our goal is to help you
reach and maintain maximum oral health. Please fill out this form completely.
The better we communicate, the better we can care for you.
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ABOUT YOU

Primary Insurance

Today's Date: ; -

rapR e T Dental Coverage? | | Yes [ I No el

E-Mail Address: y - R
. _ —— — Insurance Co. Name: ) Eae

e} Last First . i Mr Mis Ms Dr Insurance Co. Address: = 2
T b .
| prefer to be called: [LIm CIF L] Non-binary £ Insurance Co. Phone: #: { )
) & Group # (Plan, Local or Policy #): -
Birthdate: £ Age:  S5#: : ]
e T Insured’s Name: _ Relation:
Home Address: “hconssr L Insured's Birthdate: /[ Insured’s ID #: ———=
- e = - Insured’s Employer: -
[Single [ IMarried []Divorced []Widowed [l Separated - Employer's Address:
Gl G D | S — Secondary Insurance
Wi #: ( ) L ~— = Dental Coverage? [ Yes CINo
Employer: - . Insurance Co. Name:
Employer's Address: —— . Insurance Co. Address: -
How long there? Occupation: + Insurance Co. Phone #: ( )

Group # (Plan, Local or Policy #):

Where & when are best times fo reach you?
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Insured’s Nome: _ Relation:
Insured's Bithdate: ~ / / Insured's ID #:

Insured’s Employer:

Whom may we Thank for referring you?

|
2%

Other family members seen by us:

Previous / Present Dentist: = ;
Plogse Circl) — - i Employer’s Address:

Last Visit Date:

T L .

Neighbor or Relative not living with you (for emergency).

SPOUSE INFORMATION ottt Relofon:

Wk #: ( ) ~ Hm#: | )
Address:

City State Zip

= His / Her Name:

Employer: - S el TR, o s B G

’ / Contact #: () Ext:  SS #:

: ICAL HISTORY
Birthdate: ~ /  / DL #: - o
Person Responsible for Account: . Do you hove a personal physicion? H¥es LiNo
Conint 3 | & Physician’s Name: SRR

il ~ Phone #: | ) _ Date of last visit:

Billing Address: Are you currently under the care of a physician? [ ] Yes [ No
Relationship: SS #: Please explain:

Employer: : DL #:




MEDICAL HISTORY  CONTINUED . [ DENTAL HISTORY

. Your current physical healthis: || Good [|Fair [/Poor  © Why have you come to the dentist today?

-1 Do you smoke or use tobacco in any other form? [JYes [INo ‘-“

' Have you had any metal rods, pins or implantsg [JYes [INo : . R . 0 O
Wi e ing dny prescriphion I varthessouriiar oc herbell - Do you require antibiotics before dental treatment? Yes No :
supplemental drugs? ClYes CNo Are you currently in pain? [Tves [INo

' Please list each one:

Have you ever had a serious/ difficult problem

Have you ever taken Fosamox, or any other bisphosphonate? [l Yes [INo associated with any previous dental work? B ves B NG
Have you been told that you snore or hold your breath while Do you have fears about going fo the dentist? O vYes T No

sleeping or wake up gasping for breath? [lyes [INo s
= Have you ever had gum treatment? Clves [INo

For Women: Are you using a prescribed method of birth control?[ ] Yes [ No 4% Do you now or have you ever experienced pain /

| Are you pregnont? [l Yes LINo Wek#: % discomfort in your jaw joint (TMJ / TMD)? [IYes [INo
Are you nursing? O Yes [ No ;%
H " ; &_" Your current dental health is: [ ] Good [ Fair []Poor
ave you ever had any of the following diseases or medical problems e L -
Y N Abnormal Bleeding Y N Hepatifis g_-:{'_ Do you like your smile? CIYCIN Do your gums ever bleed? Oy ON
Y N Alcohol / Drug Abuse Y N Herpes / Fever Blisters g -
Y N Anemia ’ Y N Higis Blood Pressure E = Flany: mary:himes 0, week doyoufloss? ___ a day do you brush?
Y N Arhritis Y N Hvt/ADS £ 9 Type of bristles? []Soft [ Medium [l Hard
Y N Arificial Bones / Joints / Valves ¥ N Hospitalized for Any Reason T
v N Asie ¥ N Kidney Probleiie How long do you use a toothbrush before replacing it?
YN Autism Y N Liver Disease . Are your feeth sensitive to heat, cold, or anything else?
Y N Blood Transfusion Y N Low Blood Pressure
Y N Cencer/Chemotherapy Y N Lupus Have you lost any teeth? [1Yes [T No If yes, why?
Y N Colitis Y N Mitral Valve Prolapse T ey B R —
: E ggci%(?;ul Heatt Leles: i m g}i‘s;ﬁfm /hrgel's Diseese | undersiund that the information that | have given todcy is correct fo ihe bestof £
Y N Dicbatas Y N Psychiotric Treatmeni . my knowledge. | also understand that this information will be held in the strictest q@j
Y N Difficulty Breathing Y N Rodiafion Treatment - confidence and it is my responsibility o inform this office of any changes in my Bt
Y N Emphysema Y N Rheumatic / Scarlet Fever medical status. | authorize the dental staff to perform any necessary dental services %”5-
Y N Epilepsy Y N Seizures that | may need during diagnosis and treatment with my informed consent. :
Y N Fainting Spells ¥ N Shingles ]
Y N Frequent Heodaches ¥ N Sickle Cell Disease / Traits
Y N Glaucoma ¥ N Sinus Problems . Signature Date
Y N Hay Fever ¥ N Stroke 2
Y N Heart Attack Y N Thyroid Problems Payment is due in full at the time of treatment
Y N HeortMurmur Y N Tuberculosis (TB) s unless prior arrangements have been approved.
Y N Heort Surgery Y N Uleers 5y
Y N Hemophilia ¥ N Venereol Disease £ Ifthis office accepts insurance, | understand that | am responsible for payment
Please list any serious medical condition(s) that you have ever had: © ' of services rendered and also responsible for paying any co-payment and
. deductibles that my insurance does not cover. | hereby authorize payment
. . . — . directly to the Dental Office of the group insurance benefits otherwise payable
Have you received voccination for Covid-192 Clves CINo 8 to me. | understand that | am responsible for all costs of dental treatment.
Type? Dote(s)2 1 | hereby authorize release of any information, including the diagnosis and

. iillnrih ot ST SR | records of treatment or examination rendered, to my insurance company.
] b f :

Y N Aspirin Y N Erythromycin Y N Tetracycline
¥ N Codeine Y N Latex Y N Other
Y N Dental Anesthetics Y N Penicillin

Signature Date

| Pleisse;istiny athar driips/mialeriald thatyou ars allergico: ' Our office is HIPAA Compliant and is committed to meeting or exceeding the

standards oF lnfechon control mcndmed by OSHA, the CDC and 1he ADA

T i % s L I T

grer VTR

| verbally reviewed the medical / dental information above with the patient named herein. Inificls: Date:

T A I T T P b SRR R N G TN TP P DA T SR TR AR =¥ e s . z AR AR AT SRR VAT

| Doctor’s Comments:

MEDICAL HISTORY UPDATE

| have read my medical history dafed and confirmed that it states past and present medical condifions.

Signature Date
| have reod my medical hisiory dated and confirmed that it states post and present medical conditions.

Signature Date
I have read my medical hisfory dated and confirmed that it states past and present medical conditions.

SlgnuTure Date
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Sobha Atani D.D.S.

831 Cass Street
Monterey, CA 93940
(831)373 -1279
K SE ISCL.OSU EALT

Section A; Patient giving consent
Name: SSNi#:
Address:
Telephone: E-mail:

Section B: To the Patient - PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health
information to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to
sign this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations;
of the uses and disclosures we may make of your protected health information and of other important matters about
your protected health information. A copy of cur Notice accompanies this consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change
our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain changes. Those
changes may apply to any of your protected health information we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our notice, at any time by
contacting:

Lisa Castaneda
Phone: (831) 373-1279 Fax: (831) 373 - 1270
E-mail: lisac.office@pgmail

Right to reveke: You will have the right to revoke this consent at any time by giving us written notice of your
relocation submitted to the Contact Person listed above. Please understand that revocation of this consent will not
affect any action we took in reliance on this consent before we received your revocation, and that we may decline to
treat you or to condition treating you if you revoke this Consent.

L , have had a full opportunity to read and consider the contents of this
consent form and your Notice of Privacy Practices. I understand that, by signing this Consent Form, | am giving my
consent to your use and disclosure of my protected health information to carry out treatment, payment activities and
healthcarc operations.

Signature: Date:

If this Consent is signed by a person representative on behalf of the patient, complete the following:

Personal Representative's Name: Date:

Relationship to the patient:




Sobha Atani DDS

Cancellation Policy:

We strive to render excellent dental care to you and the rest of our patients. In an attempt to be consistent
with this, we have an appointment cancellation policy that allows us to schedule appointments for all
patients. When an appointment is scheduled, that time has been set aside for you and when it is missed, that
time cannot be used to treat another patient.

Our Policy is as follows:

We require that you give our office 48hrs. notice in the event you need to reschedule your appointment. This
allows other patients to be scheduled into that appointment time. If you miss an appointment without
contacting our office within the required time, this is considered a missed appointment. A fee of $75.00 will
be charged to you. This fee cannot be billed to your insurance company and will be your direct responsibility.
No future

appointments can be scheduled nor can records be transferred without payment of this fee.

Additionally, if a patient is more than 20 minutes late without prior notice for a scheduled appointment, we
will consider this a missed appointment. The $75.00 cancellation fee will be charged. If you have any
questions regarding this policy, please let a team member know and we will be glad to clarify any questions
you may have.

Financial Agreement:

Please note: Payment is due at the time of service. Our office accepts cash, check,
credit card, Care Credit or Cherry. There is an additional charge of $35.00 for checks
that are returned unpaid. Do you have insurance?

All charges you incur are your responsibility, regardless of your insurance coverage. We
must emphasize that as your dental care provider, our relationship is with you, our
patient, not with your insurance company. Your insurance policy is a contract between
you and your insurance company. Our office is not a party to that contract.

As a courtesy to you, we will process all of your insurance claims. Please

understand that we will provide an insurance estimate to you, however, itis NOT a
guarantee that your insurance will pay exactly as estimated. Insurance coverage is
subject to limitations, exclusions, waiting periods, frequency, age restrictions
deductibles and maximums which are your responsibility. Please contact your insurance
carrier for a detailed summary of your benefits. We will do all we can to make sure your
insurance estimate is as accurate as possible.

| have read and understand these policies and agree to be bound by its terms.
1, (print name) have received a copy of this Financial
Agreement and Cancellation Policy for Sobha Atani DDS.

Signature: Date:




