WELCOME TO NEW LOOK DENTAL! IN A WORLD WHERE YOU HAVE SO MANY OPTIONS,
THANK YOU FOR CHOOSING US AS YOUR DENTAL PROVIDER.

PATIENT/PARENT /GUARDIAN INFORMATION

First Name: Last Name:
Relationship to patient: Date of Birth:
Address:

City: State and Zip:
Phone: Email:
Emergency Contact: Phone:

How DID YOU HEAR ABOUT US?

A friend or Business:

Drive By:

Dental Insurance:

Google, Facebook, Instagram or other Media:

At all New Patient Hygiene visits, a pan film and bitewing x -rays will be taken. If patient has an existing
current film at previous dental office, they will need to be transferred prior to initial appointment. In the
case where no current films are supplied, a full set of x-rays will be taken during the initial visit and patients
will be responsible if not covered by insurance. Please consult office staff if you have any questions.

Date of Last dental visit:

Date of last xrays:

Previous Dental office in which xrays are held:
Address:

Phone:

Email:

Patient/Guardian Initials:




DENTAL HISTORY

Check (V) if you have had problems with any of the following

[0 Bad breath
[0 Bleeding gums

[ Clicking or popping jaw

[JFood collection between teeth

[ Grinding teeth
[0 Loose teeth or broken fillings
O Periodontal treatment

[0 Sensitivity to cold

[0 Sensitivity to hot
[0 Sensitivity to sweets
O Sensitivity when biting

[0 Sores or growths in your mouth

How often do you floss?

Physician’s Name

Date of Last Visit

Have you had any serious illness or operations?

Have you ever had a blood transfusion? [ Yes[ONo

How often do you brush?

If yes, describe

If yes, give approximate date

(Women) Are you pregnant? [0 Yes CONo Nursing? OYes [ONo Taking birth control pills? (I Yes 1 No

Check (v ) if you have or have had any of the following

O Aids

OAnemia

O Arthritis, Rheumatism
O Artificial Hearth Valves
O Artificial Joints

O Asthma

O Back Problems

OO Blood Disease

O Cancer

[0 Chemical Dependency

[J Cortisone Treatments

O Hepatitis

O Rheumatic Fever

O Cough, Persistent
O Cough up Blood
O Diabetes

O Epilepsy

O Fainting

O Glaucoma

OO Headaches

O Heart Murmur

[dHeart Problems

O High Blood Pressure
O HIV Positive

O Jaw Pain

OKidney Disease

O Liver Disease

[ Mitral Valve Prolapse
O Nervous Problems
OO0 Pacemaker

O Psychiatric Care

O Scarlet Fever

O Shortness of Breath

O Skin Rash

O Stroke

O Swelling of Feet or Ankles
O Thyroid Problems

OO Tobacco Habit

O Tonsillitis

O Tuberculosis

Pharmacy Name

[ Barbiturates (Sleeping Pills)

Phone

O Chemotherapy Describe O Radiation Treatment O Ulcer
O Circulatory Problems O Hemophilia [ Respiratory Disease [OVenereal Disease
[ Other, explain:
MEDICATIONS ALLERGIES
List medications you are currently taking: O Aspirin O Penicillin O Sulfa O Codeine

O Local Anesthetic [ Other

The above information is accurate and complete to the best of my knowledge. | will not hold my dentist or any member of his/her staff responsible for any

errors or omissions that | may have made in the completion of this form.

Date

Signature




ADA American Dental Association® Dental Claim Form

HEADER INFORMATION

1. Type of Transaclion (Mark all applicable boxes) D Request for Predetermination/Preauthorization
D Statement of Actual Services I:] EPSDT/Title XIX

2. Predetermination/Preauthorization Number

POLICYHOLDER/SUBSCRIBER INFORMATION (Assigned by Plan Named in #3)

DENTAL BENEFIT PLAN INFORMATION

12. Policyholder/Subscriber Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

3. Company/Plan Name, Address, City, State, Zip Code

13. Date of Birth (MM/DD/CCYY) |14. Gender 15. Palicyholder/Subscriber ID (Assigned by Plan)

3a. Payer ID

[y O Ou

OTHER COVERAGE (Mark applicable box and complete items 5-11. If none, leave blank.)

16. Plan/Group Number 17. Employer Name

4.Dental? | | Medical? || (If both, complete 511 for dental only.)

5. Name of Policyholder/Subscriber in #4 (Last, First, Middle Initial, Suffix)

PATIENT INFORMATION

19. Reserved For Future

6. Date of Birth (MM/DD/CCYY) 7. Gender

[ O (o

8. Policyholder/Subscriber ID (Assigned by Plan)

18. Relationship to Policyholder/Subscriber in #12 Above

[sef [ ]spouse [ ]Dependentchid [ ]other

Use

9. Plan/Group Number 10. Patient's Relationship to Person named in #5

D Self D Spouse D Dependent D Other

20. Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

1. Other Insurance Company/Dental Benefit Plan Name, Address, City, Slate, Zip Code

21. Date of Birth (MM/DD/CCYY)

22.Gender 23. Patient ID/Account # (Assigned by Dentist)

11a. Other Payer ID

CMCIF

RECORD OF SERVICES PROVIDED

charges for dental services and materials not
law, or the treating dentist or dental practice h

paid by my dental benefit plan, unless prohibited by
as a contractual agreement with my plan prohibiting all
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33. Missing Teeth Information (Place an “X” on each missing tooth.) 34. Diagnosis Code List Qualifier ED (ICD-10=AB) 31a. Other

1 2 3 4 5 6 7 8 9 10 N 12 13 14 15 16 34a. Diagnosis Code(s) A Fee(®)

32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17 (Primary diagnosis in “A”) B D 32 Total Fee
35. Remarks
AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION (alll dates in MM/DD/CCYY format)
36. | have been informed of the treatment plan and associated fees. | agree to be responsible for all 38. Place of Treatment I__—l (e.9. 11=office; 22=0/P Hospital) | 39. Enclosures (Y or N)

(Use “Place of Service Codes for Professional Claims") 39a. Date Last SRP

or a portion of such charges. To the extent
of my protected health information to carry

permitted by law, | consent to your use and disclosure
out payment activities in connection with this claim.

40. Is Treatment for Orthodontics?
[[INo (skip4142) [_] Yes (Complste 41-42)

41. Date Appliance Placed (MM/DD/CCYY)

Patient/Guardian Signature Date

37.1 hereby authorize and direct payment of the dental benefits otherwise payable 1o me, directly

42. Months of Treatment 43. Replacement of Prosthesis

D No I:I Yes (Complete 44)

44, Date of Prior Placement (MM/DD/CCYY)

to the below named dentist or dental entity.

X

45, Treatment Resulting from

Occupational illness/injury D Auto accident D Other accident

Subscriber Signature Date

46. Date of Accident (MM/DD/CCYY) I 47. Auto Accident State

BILLING DENTIST OR DENTAL ENTITY (Leave blank if denti

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

st or dental entity is not
submitting claim on behalf of the patient or insured/subscriber.) .

48. Name, Address, City, State, Zip Code

Rabeh H Ebeed

53. | hereby certify that the procedures as indicated by dale are in progress (for procedures that require
multiple visits) or have been completed.

Signed (Treating Dentist) Date

53a. Locum Tenens Treating Dentist? [:l

54. NPI 55. License Number

56. Address, City, State, Zip Code 56a. Provider Specialty Code

49. NPI 50. License Number 51. SSNor TIN
52. Phone ( ) " 52a. Additional 57. Phone ) 58. Additional
Number Provider 1D Number | { - Provider ID

©2024 American Dental Association
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CANCELLATION PoLicy

We make every effort to schedule your dental appointments at a time that is convenient for you. In the
event that you cannot attend a particular scheduled appointment, we ask that you call us 24 hours (one
business day) prior to that appointment to cancel/or reschedule the appointment. In the event you have
an appointment with one of our specialists, we ask that you give a 48 hours (two business days) notice. If
you do not call, text or email us and do not show up for a scheduled appointment, you will be charged a
$50 cancellation fee with the general dentist or $100 fee with our specialist. If you miss 2 (two)
consecutive scheduled appointments, we reserve the right to discharge you from our office.

If you are more than 15 minutes late for your appointment, it will be left to the discretion of the Doctor
whether or not you will be treated at that time.

If you have questions about this policy, please do not hesitate to ask. Thank you in advance for your
cooperations.

Signature: Date:

FINANCIAL AGREEMENT

We aim to help you better understand the complexities of dental insurance; we realize how confusing it
can be. To begin, we would like to highlight a misconception - dental insurance was not designed to pay
for all dental care. Most contracts have limits and/or various degrees of co-payment. All levels of
payment by insurance companies, including allowed fees, usual and customary (UCR), are governed by
the premiums paid. They have nothing to do with the actual charges. Our fees are based upon a
combination of our costs, our time, and our constant dedication to supplying our patients with the
highest quality dental care. The treatment recommended by our office is never based on what your
insurance company will pay; your treatment should not be governed by your insurance contract.
However, it should be understood that the dental insurance contract is between the insurance company
and the patient, who bears the ultimate financial responsibility. We hope this information has been
helpful.

Please take the time to review your contract thoroughly so we may best serve you. As always, you may
feel free to ask any member of our staff for clarification on services, billing, and insurance.

Sigature: Date:




CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

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.

You have the right to read our Notice of Privacy Practices before you decide weather 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 you 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. If we change our privacy
practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may apply to any
of our protected health information that we may maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions, at any time by contacting:
Doris Padellaro: 26 Derry Street Hudson NH 03051 603-883-1929 D<dhudson@newlookdental.net

PARENT/GUARDIAN/OR PATIENT GIVING CONSENT

Name:

Address:

Phone: SSN:
Date of Birth: Email:

I, , have had full opportunity to read and consider the content of this Consent form and
our Notice of Privacy Practices. | understand that, by signing this consent, | 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 Rep Name

Relationship to Patient:

REVOKING CONSENT
| revoke my consent for your use and disclosure of my protected health information for treatment, payment activities, and
healthcare operations. | understand that you may decline to treat me after | have revoked my consent.

Signature: Date:




Rabeh H. Ebeed, D.D.S. New Look Dental
NOTICE OF PRIVACY PRACTICES

This notice describes how health information about you may be used and disclosed and how you can get access to this information. Please
review it carefully. The Privacy of your health information is important to us.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you this
Notice about our privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy
practices that are described in this notice while it is in effect. This Notice takes effect 04/14/03, and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by
applicable law.

We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all health information that we
maintain, including health information we created or received before we made the changes. Before we make a significant change in our
privacy practices, we will change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this Notice,
please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about your treatment, payment, and healthcare operations. For example:
Treatment: We may use or disclose your health information to a physician or other health care provider providing treatment to you.
Payment: We may use and disclose your health information to obtain payment for services we provide to you.
Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations.

Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications of healthcare
professionals, evaluating practitioner and provider performance, conducting training programs, accreditation, certification, licensing or
credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations, you may give us
written authorization to use your health information or to disclose it to anyone for any purpose. If you give us an authorization, you may
revoke it in writing at any time. Your revocation will not affect any use or disclosures permitted by your authorization while it was in effect.
Unless you give us a written authorization, we cannot use or disclose your health information for any reason except those described in this
Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights section of this Notice. We
may disclose your health information to a family member, friend or other person to the extent necessary to help with your healthcare or with
payment for your healthcare, but only if you agree that we may do so.

Persons Involved in Care: We may use or disclose health information to notify, or assist in the notification of (including identifying or locating)
a family member, your personal representative or another person responsible for your care, of your location, your general condition, or
death. If you are present, then prior to use or disclosure of your health information, we will provide you with an opportunity to object to such
uses or disclosures. In the event of your incapacity or emergency circumstances, we will disclose health information based on a
determination using our healthcare. We will also use our professional judgment and our experience with common practice to make
reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other similar
forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications without your written
authorization.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible victim
of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health information to the extent
necessary to avert a serious threat to your health or safety or the health or safety of others.



National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances.
We may disclose to authorized federal officials health information required for lawful intelligence, counterintelligence, and other national
security activities. We may disclose to correctional institution or law enforcement officials having lawful custody of protected health
information of inmate or patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as voicemail
messages. postcards, or letters)

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as voicemail
messages. postcards, or letters)

PATIENTS RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request that we provide
copies in a format other than photocopies. We will use the format you request unless we cannot practicably do so. (You must make a
request in writing to obtain access to your health information. You may obtain a form to request access by using the contact information
listed at the end of this Notice. We will charge you a reasonable cost-based fee for expenses such as copies and staff time. You may also
request access by sending us a letter to the address at the end of this Notice. If you request copies, we will charge you $0.25 for each page,
$5 per hour of staff time to locate and copy your health information, and postage if you want the copies mailed to you. If you request an
alternative format, we will charge a cost-based fee for providing your health information in that format.

If you prefer, we will prepare a summary or an explanation of your health information for a fee. Contact us using the information listed at the
end of this Notice for a full explanation of our fee structure.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health
information for purposes, other than treatment, payment, healthcare operations and certain other activities, for the last 6 years, but not
before April 14, 2003. If you request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-based fee
for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information. We are not
required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health information by alternative means
or locations, and provide satisfactory explanation how payments will be handled under the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. (Your request must be in writing, and it must explain why
the information should be amended.) We may deny your request under certain circumstances.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive this Notice in written
form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your health
information or in response to a request you made to amend or restrict the use or disclosure of your health information or to have us
communicate with you by alternative means or at alternative locations, you may complain to us using the contact information listed at the
end of this Notice., you also may submit a written complaint to the U.S. Department of Health and Human Services. We will provide you with
the address to file your complaint with the U.S. Department of Health and Human Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to the a complaint with us or
with the U.S. Department of Health and Human Services upon request.

Contact Officer: Doris Padellaro
Telephone: 603-883-1929 Fax: 603-5954887

Address: 26 Derry Street. Hudson, NH 03051

Signature: Date:




