Belvedere Plaza Dental
2521 Memorial Dr, Ste A, Decatur, GA 30032 | 4. 567 8485

FLEASE COMPLETE ALL INFORMATION THAT APPLIES TO YOU - THANK YOU
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Belvedere Plaza Dental
3521 Mermaorial Drive, S5te A, Decatur, G& 30023 | 404 567 .8485

DENTAL INSURANCE VERIFICATION FORM

Use this form as a template for documenting dental benefits when calling Customer Service for a dental benefit quote

Date:
PATIENT/SUBSCRIBER INFORMATION
Patient Information Subscriber Information
Patiant Name: Subscribar Mame:
Date of Birth: ! ! Age: Date of Birth: ! !
SSN#: Subscriber [D#:
Flan/Growps:
Employer Mame:
Insurance Information
Insurance Nama: Year Type: Calendar !/ Plan
Insurance Address:; Individual Deductible: § Met to date; §
Insurance Phone:; Fayor 1D Family Deductible: $ Met to date &
Insurance Effective Date; / ! Deductible applies to; Preventive / Basic [ Major
Standard COB: Y /M Dental Maximum: §
Waiting Period: ¥ / N Crowns Paid on Seat Date: ¥/ N
DENTAL BENEFITS
Class I: Preventive S Class II: Basic e
Routing oral exam - Frequency: Fillings - Frequenscy:
Routine prophylaxis - Frequency: Posterior composites reduced on 2™ or 3" molars: ¥ / N
Bitewings - Frequency: Simple extractions
Panoramic/FMX - Frequency: Perodontal maintenance - Frequency:
Fluoride - Frequency: Bpe Limit:
Sealant - Fraguency: Age Limit:

(Sealants limited to Permanent Teeth Only)
Allowable under Basic or Major:

Endodontfic: Basic [ Major

Class llI: or %
Major___ Perio Scaling: Basic / Major - Frequency:

Crowns, inlays, onlays, labial veneers, bridge, dentures
Prosthetic Replacement Limitation:
Missing Tooth Clausa:
Implants Benefits: Y /M

Deseous Surgery; Basic / Major - Frequency:
Surgical Extractions: Basic / Major

Oral Surgery: Basic [ Major

Mightguards (Bruxism): Basic / Major - Fraguency:

Orthodontia: %

Onhodontia Lifetime Deductible: 3 Orthodontia Lifetime Deductible Met 1o date: 3
Diagnostic & Banding Maximum (applies to Orhodontia Lifetima Max): & N
Lifetime Orthodontia Maximum: § Age Limit:

Motes:



Belvedere Plaza Dental

3521 Memorial Dr, 5te A, Dacatur, GA 30032 | 404.567.8485
PLEASE COMPLETE ALL INFORMATION - THANK YOU

PATIENT LAST NAME: PATIENT FIRST NAME:
DENTAL HISTORY
Reasan for today's visit Date of last dontal visit
Formar dantist Data af last dental cleaning
Please check if you have'had: ¥es Mo Yes No
Bad tieash a o Haat, neck, [aw pain, of aches i | Hara you avar had B slangic raaciion 1o Novoraing, local
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Cigaenita, pips, of Coar smoking i R | CIrihocomiic reaimen o a
SmoiEless inhacco a o Mirmiss e aQ
Dy i a o Prekplorial moatrmant a o
Fond codlaction batwean (eeh a o Sensitiviy 10 EGSEUG OF riants a Qa Hawa yau ever had roukie from presious danta cara?
Clarch af grind 1eadh o O ook, haat, sveanis) Dves ho I Yes, please cxplain
ot oF BOT6 SM0Ts i your mosith o o Haow clian oo youl lkiss?
G, swoilen, iender o biesading [ How ahen do wou sk _
MEDICAL HISTORY
Physician’s name Date af last wisit _
Fhysiclan's address Blocd Prassure

Have you had any sericus ilinesses o Operatins  Ves O wel o w5, please gescribe
List amy medical condition you have'had that 8 not hsted below

[(Women) Are you pregnant?  Yesld wold Due date Mursing? rves d weld  Taking birth controd pills? ves D wNo O
Please check il you havehad: Fes Nao Yes No Yes RNo
Allergies, hay feeer, sinusis Headachns Slhoww hesdingg veounds

Animia Hearl murmmr Slroke

Sweeling of el or ankles

AT iEs, RNeumatism Hearl prabems

Agtilicial hean vahes Hepaiis. tipe Thymdd probdams

Artificial e Herpas Tanstis

Asttema High hinod pressuns Tuberouicsis
Recpuired Hospraizatian any immune claliciency Tumor or groth on headineo
Hiaum ymia uised sharolifs Jaindica U BT
Dt of lasl ppisode Eidriry o Biaame Werenagl dspase

Elreding abnormally with oparalions of Sungery
Bood diseasa, coisng decriers

Lawy Elce] prassire Wieaght korss, L piad need

Mibral vakee prolapse Do you wear contact kenaes 7

OO0 0D oDoDooooo o
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Cancer Oteapanss [ yau consums: aknhalic hevaragas?
Charmecal dup-r-aﬂ:lmln::,- CElenpinin Are woid curranity under the cars ol a Firysidan’?
Chermatherapy Pacamaker Are you alergicisoreies o Later?
Circulatory problems Radiaticn reatmaenis Aiergic io Peniciin, fspinn, or other drgs?
CEON RaRmMons Respirabary disaasn I Vs, plpase spacily

Cabigh, parsisiant of bloady Rhesmatic fisar

Diiatretes Srarlel fever

Emghysaema Shomness of breah Lirst ay e dicaiins Fhal you aee [aking
Eplepsy Sirnis rodbie
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i cima Skin rash

AUTHORIZATION AND RELEASE

1 hawe read and answerad the abave questions (o the bast of fmy knom ledpe.

PatientfGuardian Signature Date

Perviewed by: Duate

Dental & Medical Health History



Belvedere Plaza Dental
2521 Memorial Drive, Ste A, Decatur, GA 30032 | 404 567 8485

SECTION A: PATIENT GIVING CONSENT

Pabsanl Hama

SECTION B: _TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

Puspeas of Cordand: By sagniag thos o, you will cormant 1o cur e el d 0 ol e e | haaiths ivicr o cairy oul raatesnl, payman] adiviles, aod aalcan
oparalion
Batics of Privacy Prectcas’ Yiou Fava e nghl o rasd o Matics of Privacy Pracioas Balin you decide whsstbarn b agn e O Qur Miclics prowdag & dascrplion of gur

tr=atment, paymett actrohes, and heafthcare operabons. of the wses and discicsures we may make of your profecisd hesalth mformabion, and of other iImportan maters abowt your
protecied heabh inkematen. & copy of our Molice pcocompanies thie Consect \We sncourage you o resd it carebaly and completely before sigring fres Corsent

e resanee the rght fo changs our prracy pracices oe descnbed in our Mobce of Privacy Procioss, fwe change our pivacy pracices, we will issue a revssd Mobce of Prvacy Pracicss,
which el coman e changss. Thoss changes may apply 0 any of your probeched healt nfomaton thal wes marian

You miag obdadn o copy of our Mobio of Frivaoy Frechoes, imduding any nereisions of our Moticn. at any bme by oonlacing:

Contact Officar: Ahlaps Haider, DDG
Talsphans: 404-5ET-R4R5
Address; 3521 Mernorial Drive, Suite &, Decalur, GA 30033

REght o Rovolo: Vou will haes Bhe nghl o sovcko fhis Corsond ot any Sme by greng us weition nobce of your rersscation subrritied §o the Comact Poeron lisiod above. Ploase
undersiand that iewocaion of this Consem will nod affect any aotion s ook in relancs on this Cornsent efons wis received your ravodation

SECTION C: SIGNATURE

& Pavia ad dull cppaniundy bo eed and cormider ihe contents of this Coensan fonm and
@ yoaw Plsticn of Privagy Practicaes | undamstacd Thal, by ssgrorg this Cardam ke, | & gy my candant o yeur v and dsdoiuns of iy prolachd haa b inkarmetion 8 camy

cagd Brpalmanl, paymend adivibae ancd hasth cara apsaliane

Sigraling 1Dt

& iz Consand 15 sigred by o porsonad mpreseeative fparendiuartian) on Sefrall of e pabeni. complods Mo Io¥osang.
Pemonal Represantative's Hams

Ralaionshp ia Palsnt

SECTION D: FOR OFFICE USE ONLY

‘Wi atiempted 1o ootain wiitien acinowiedgemen of receipt of our Motice of Privacy Practices, but acinowiedgemant could nol bs cbimined becauss
Ll individual retused fo sign
O communicaten biemanm okt olslinrng e ko badyaimad]
[0 &n srmerganey wiuaiion presariad us Fam abtsinng acnmesigemen
L0 Domer {plesnn spacity]

Shgrature: [

s amw snddlad io s copy of il comraal sffer oo mgn T




ISECTION E:  REVOCATION OF CONSENT

| resnokce Fiy Congent for wour use and dichosure of my prolecied health nformatian Tor realmeni, paymenl aclivities, and heaithcare operaions.

| undarsiand thal resocatan of my Consant will aaf alfect ary acton you look in reliarnce an my Cansant Defore vou received this wrtlen Nofice of Resocaiian
| also understand that you may decline o freat or to cominue fo reat me after | have revoked my Consant

Signature; Dale

i this Revacation af Consent 5 sipned by a parsanal epresentaive (pereabguadian) on bafalf of e paben! complale the Ixomng:
Personal Represesntative’'s Mame

Relaticnship to Patkent:

(SECTION F:  RESTRICTION OF PROTECTED HEALTH INFORMATION (PHI)

| requesat Dv. ADbas Halder mastrict the disclosine of my PHI fo thoee spacified below:

Signature; Crarle

i s Rasincion of PHT s Signed by 8 parsonal reprsssitative (parentguandan) on bahal of e pansnt compkale the fovcwing
Personal Representalive’s Name

Relationship o Patient:




Practice Policies
Abbas Haider, D05 Belvedere Plaza Dental 3521 Memorial Drive, Suite A Decatur, GA 30032

Patient Name: Date

Refund Policy

There are absolutely no refunds, guarantees or warranties. It is your mouth and we
cannot control factors that effect products we seat/deliver. Once any work has been
started, the total fee is due, even if you change your mind. So, please make sure
you want to do the work before we begin work. All Pertinent Consent forms must bea
signed prior to beginning any Dental work.

Insurance Policy

Our office participates with most dental insurance plans. As a courtesy, we will verify your
benefits and file your insurance for you, Your insurance company has developed maximum
and allowable fee schedules for dental services performed within the area. Any insurance
estimation guoted to you for treabment i a guestimate of what your insurance carrier may
pay for services. Please be advised that you are responsible for the total charges for
services rendered. If you do not feel your insurance company has made adequate payment
on your account, please contact them directly or your Human Resources Manager to discuss
this matter.

Payment Policy

We accept Cash, Check, or most Major Credit Cards as methods of payment. We also offer
Third-Party Financing. It is expected that all payments be paid at the time of service,
unless prior financial arrangements have been made with the Practice Manager. All accounts
over 90 days will incur a 2% finance charge on unpaid balances per month. Retumed checks
incur a $75 fee. If for any reason there are chargebacks to credit cards and it is reversed, you
will be charged a $250 Office Visit fee payable immediately.

Hygienea Policy

We pride ourselves on the extent of communication and education we provide our patients.
We strive to place restorations that yield Function, Longevity and Esthetics, We teach our
patients how their overall dental health can be maintained for a lifetime by complying with
regular Hygiene visits and by utilization of a2 Home Hygiene Maintenance System. We need
you to value your Reserved Hygiene Appointment. It is not simply a "cleaning.” As the
DaoctorfHygienist will tell you, you can "cean’ your teeth at home. The reason you visit Dental
Professionals is to dean those areas in your mouth that cannot be cleaned with home care
technigues. Please reserve your Hygiene visit upon check-out today., We consider your
Hygiene Reservation confirmed and will call/femail you as a courtesy reminder when the time
comes.

Scheduling Policy

Please provide us 48 hours notice to reschedule or cancel your reserved appointment time, If
you cancel, no-show or reschedule an appointment without the required notice, you may be
charged a %50 Office Visit fee for Hygiene appointments and a $150 Office Visit fee for
Treatment appointments. Afer 2 missed appointments, regardless of the reason, we will
inactivate your file and you will be considered an "emergency-only” patient. You will also
forfeit an',rruture Saturday appointments.

We use Patient Activator to help remind you of your Appointed times. Please reply to texts or
emails to confirm vour Reserved Time. Please show up 15 minutes prior to your
Appointment time to update paperwork. If you don't do this, your appointment may be
rescheduled at our discretion.

By signing below, 1 attest that I have read and understood the above Practice Policies. All my
questions regarding the above policies have been answered and [ promise to abide by the
Practice Policies,

Patient/Guardian Signature:




Patient Consent for Electronic Communication

You have requested that our office communicate with you electronically. By utilizing our practice’s electronic
services, you agree that Belvedere Plaza Dental, Dr. Abbas Haider and any Associates, Affiliates and/or Employees
may send to you communication that can be sent through the Internet or Text Message or Automated Phone Calls
to an email address or phone number you designate.

Consent and Acknowledgement

I , in the presence of my dentist or the dental
practice’s privacy official, agree that the practice may electronically communicate with me at the following email
address and phone number.

Email Address

Phone

I acknowledge that the practice may send the following to my email or phone via call or text. Check each that
apply, and then provide your initials at the end of each item selected.

[J Information about my invoice or accounts payable. __(initials)

[J Information about a specific dental visit or appointment. _initials)
[J Information about any dental visit. ___(initials)
[J Advertisements regarding specials being ran at the office. (initials)

Acknowledgement

By signing below, you acknowledge understand regarding the above information and also the following
information before we can send communications electronically.

e | am responsible for providing the dental practice any updates to my email address and/or phone number.

e | am able to receive information electronically and store it securely away from any
public computer.

e | can withdraw my consent to electronic communications by calling (404) 567-8485.

Patient’s Signature Date
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