Date

Who is responsible for this account?

SS/HIC/Patient 1D #

Relationship to Patient

Patient Name

Insurance Co.

Last Name

Group #

Is patient covered by additional insurance? [] Yes

First Name

Address

Middle Initial
Subegcriber's Name

City

Birthdate

State

Relationship to Patient

E-mail

Insurance Co.

Sex [JM []F Birthdate

Group #

[] Married
[[] Separated

[] Widowed
[7] Divorced

Occupation

[ Single

] Partnered for

ASSIGNMENT AND RELEASE
| certify that |, and/or my dependent(s), have insurance coverage with

and assign directly to
Name of Insurance Company(ies)

Patient Employer/School

Dr. all insurance benefits, if
any, otherwise payable to me for services rendered. | understand that | am

Employar/School Address

financially responsible for all charges whether or not paid by insurance. | authorize
the use of my signature on all insurance submissions.

The above-named dentist may use my health care information and may disclose

Employer/School Phone (

such information to the above-named Insurance Company(ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits

or the benefits payable for related services. This consent will end when my current
treatment plan is completed or one year from the date signed below.

Spouse's Name

Birthdate

Signature of Patient, Parent, Guardian or Personal Representative

SS#

Spouse's Employer

Please print name of Patient, Parent, Guardian or Personal Representative

Whom may we thank for referring you?

Home ( )

Date Relationship to Patient

Spouse's Work ( )

Ext Alt. Phone (

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 (

Reason for today'’s visit

Former Dentist
City/State
Date of last dental visit
Date of last dental X-rays

Place a mark on “yes” or “no” to indicate if you
have had any of the following:

Bad breath

Bleeding gums

Blisters on lips or mouth
Burning sensation on tongue

[lYes
[Yes
[JYes
[ Yes

[ No
I No
] No
[INo

Chew on one side of mouth
Cigarette, pipe, or cigar smoking
Clicking or popping jaw

Dry mouth

Fingernail biting

Food collection between the teeth
Foreign objects

Grinding teeth

Gums swollen or tender

Jaw pain or tiredness

Lip or cheek biting

Loose teeth or broken fillings

Mouth breathing
Mouth pain, brushing
Orthodontic treatment
Pain around ear
Periodontal treatment
Sensitivity to cold
Sensitivity to heat
Sensitivity to sweets
Sensitivity when biting
Sores or growths in your mouth
How often do you floss?

How often do you brush?




Physician's Name Date of last visit

Have you ever used a bisphosphonate medication? Common brand names are Fosamax, Actonel, Atelvia, Didronel, Boniva. []Yes []No

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 [] No

Place a mark on “yes” or “no” to indicate if you have had any of the following:
AIDS/HIV [JYes [INo Epilepsy [JYes [JNo Respiratory Disease [JYes [No
Anemia [Yes []No Fainting or dizziness [(JYes [No Rheumatic Fever [JYes [INo
Arthritis, Rheumatism [JYes [JNo Glaucoma [(JYes [JNo Scarlet Fever [JYes [INo
Artificial Heart Valves [JYes [[JNo Headaches [JYes [JNo Shortness of Breath [JYes [No
Artificial Joints [[lYes [[JNo Heart Murmur [lYes []No Sinus Trouble [JYes [INo
Asthma [[JYes [1No Heart Problems [JYes [JNo Skin Rash [JYes [1No
Back Problems [OYes [JNo Hepatitis Type [JYes [JNo Special Diet [OYes []No
Bleeding abnormally, with Herpes [[JYes [1No Stroke [JYes []No
extractions or surgery [CJYes [ONo  High Blood Pressure [JYes [JNo Swollen Feet or Ankles JYes [INo
Blood Disease [lYes [INo jaundice [JYes [1No Swollen Neck Glands [CYes [INo
Cancer [IYes [INo jaw Pain [JYes [JNo Thyroid Problems [JYes [JNo
Chemical Dependency CYes [ONo kidney Disease [JYes [JNo Tonsillitis [JYes []No
Chemotherapy [1Yes [INo |jver Disease [JYes []No Tuberculosis [JYes [INo

Circulatory Problems Clves [ONo | ow Blood Pressure [Yes [INo Tumor or growth on head
Congenital Heart Lesions COYes CINo  wMitral Valve Prolapse [JYes [JNo  ©Or neck OYes [No

Cortisone Treatments [JYes [ONo  Nervous Problems [JYes []No Ulcer [JYes [No
Cough, persistent or bloody [OYes [ONo pacemaker [CYes []No Venereal Disease [JYes []No

Diabetes [Yes [ONo  psychiatric Care []Yes [JNo WeightLoss, unexplained [JYes [JNo
Emphysema [IYes [ONo Radiation Treatment [JYes []No

Do you wear contact lenses? [OYes []No

Women:

Are you pregnant? [JYes [JINo  Due date Are you nursing? []Yes

Taking birth control pills? [JYes []No

List any medications you are currently taking and the correlating [] Aspirin [ Local Anesthetic
diagnosis:
[[] Barbiturates (Sleeping pills) [[] Penicillin

[] Codeine [] Sulta

[] lodine [] Other

Pharmacy Name
Phone ( )

[ Latex

Has there been any change in your health since your last dental appointment? [] Yes

For what conditions?

Are you taking any new medications? If so, what?

Patient's Signature

Doctor's Signature

Has there been any change in your health since your last dental appointment? [] Yes

For what conditions?

Are you taking any new medications? If so, what?

Patient's Signature

Doctor’s Signature




PICTURE P T SMILE
CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

1. Section A: Patient Giving Consent
Patient Name

Address
Telephone (Home) (Cell) Email
Social Security Number

2 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 freatment,
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 our Notice accompanies this Consent. We
encourage you to read it carefully and completely before signing this Consent.

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

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:
Dr. Seyed Shahmehdi, ODMD

Tel: 973-256-2222 Fax: 973-256-3862 Web Info: aperfectsmileda@yahoo.com
Address: 81 Newark Pompton Turnpike, Little Falls, N.J. 07424

Right to Revoke: You will have the right to revoke this CONSENT at any time by giving us written notice your revocation 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, which we may decline to treat you or to continue treating you if you revoke this CONSENT.

l, have had full opportunity to read and consider the contents of this Consent form and your Notice of Privacy
Practices. | 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 health care operations.

Signature Date

If this consent is signed by a personal representative on behalf of the patient, complete the following:
Personal Representative’s Name
Relationship to Patient

Please have available, two forms of ID that can be verified: One primary ID and One secondary ID.
Acceptable primary ID are State issued driver's license(preferred), government issued ID, Non-Driver State issued ID, Passport, Military ID or
Government issued Green/Resident Alien Card. Acceptable secondary ID are: Visa, Mastercard, Discover card or Debit card with an expiration date.

3. Section C: Consent to Digital Photography

l, authorize Picture Perfect Smile, Dr. Shahmehdi. to take photographs, and/or videos of my face, jaws and
teeth, before, during and after treatment. | consent to allow the photographs to be used for the following: dental records, dental research, dental
education including lectures, seminars, demonstrations, professional publications such as journals or books, marketing materials including websites and
printed materials, and patient education. | further understand that if the photographs and/or videos are used, my name or other identifying information
will be kept confidential. | do not expect compensation, financial or otherwise, for the use of these photographs.

check here if you do not want your full face shot used for any of the above purposes

Signature Date




INSURANCE AUTHORIZATION-SIGNATURE ON FILE

I, hereby authorize my healthcare provider to affix my name to all insurance
submissions, documents, and/or information requested by my insurance company(s)
relating to any and all health benefits due to me and my dependents.

| also authorize payment of healthcare benefits otherwise payable to men, directly to
my doctor as listed above. | agree to be held responsible for all charges and services
not paid by my insurance company.

INITIAL

APPOINTMENT CANCELLATION POLICY
Your appointment time is reserved exclusively for you. In the event that you cancel
your appointment without providing at least 24 hours advance notice, another patient
cannot be scheduled to replace your appointment time. You may call and leave a

message at the office at any time when you realize that you will not be able to make
your scheduled appointment.

“No Shows” or appointments cancelled without 24 hours’ notice will result in a
CANCELLATION CHARGE of $75.00 per appointment. Future appointments will not
be made until the cancellation charge has been paid in full.

| have read the above and understand my financial obligation.

_________ INITIAL

PAYMENT POLICY
It is our payment policy to collect the appropriate payment due from the patient at the
time the service is rendered. This may only be your co-payment or co-pay, deductible
and/or co-insurance according to your dental insurance, we do ask for payment at the
time of your visit.

The physician office staff, as a courtesy to you, will submit a dental bill to your primary
dental insurance company for processing. It is important to give your updated
information to the physician office staff. The patient is responsible for all services not
covered by insurance, including the deductible, co-payments and any excluded
charges. Copayments are estimated for each visit with payment required at each
visit. After insurance payment is received, you will be billed for any remaining balance.
You will be expected to send payment within 30 days of the billing date. If the full
payment is not received within 90 days, the account will be forwarded to the collection
department along with a $200 additional fee for administrative billing.

Your dental care will be delivered in good faith, with your signature; you will agree that
your balance will be paid in a timely manner.

Today’s Date Signature of Patient or Insured

The signature on file is valid from this date and expires in one year. A photocopy
of this authorization may act as an original.



PICTURE PERFECT SMILE

PATIENT CONSENT

Supplemental Informed Consent
Dental Treatment in the Era of COVID-19

Thank you for your continued trust in our practice. As with the transmission of any
communicable disease like a cold or a flu, you may be exposed to COVID-19, also known as
“coronavirus” at any time or in any place. Be assured that we continue to follow state and
federal regulations as well as recommended universal personal protective equipment (PPE) and
disinfection protocols to limit transmission of all diseases in our office.

Despite our careful attention to sterilization, disinfection and the use of personal barriers, there
is still a chance that you could be exposed at your gym, grocery store or favorite restaurant.
Nationwide social distancing has reduced the transmission of the coronavirus. Although we
have taken measure to enable social distancing in our practice, due to the nature of the
procedures we provide, it is not possible to maintain social distancing between the patient,
dental healthcare team members and sometimes other patients at all times.

Although exposure is unlikely, do you accept the risk and consent to treatment?

Yes No

Patient/Parent’s Signature Date

Patient’s Name (Please Print)
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