Office Policy Concerning Insurance and Third-Party Payment for Service

| understand, accept, and agree that payment for services is required at the time of service. In the event payment for
services, when a delay is agreed upon by this office, is not made within 30 days for any reasons, then interest at the
prevailing legal rate plus a service charge may be added to the past due balance. If collection or legal services are required
to obtain payment of the billed amount, | further agree to pay for all legal fees and costs reasonably incurred in connection
in addition to that. Interest not paid when due shall be added to and become part of the principle.

When an insurance policy is initially accepted by this office, | further understand, this office acceptance of insurance is in
good faith and based on insurance's validity to pay for any services and that | reviewed it and am aware of its coverage.
Moreover, | understand, accept, and agree to the following.

Dental, medical, or personal injury insurance, workman's compensation, Medicare, or any other third party may vary in their
coverage and exclusions. This office does not guarantee coverage of any procedure by any insurance carriers even when
the coverage is claimed acceptable orally or in writing by the insurance personnel. Some policies may require limited
procedures, limited visits, a waiting period, and partial or no coverage.

This office cannot commence diagnosis or treatment contingent upon payment by the dental, medical insurance company,
Medicare, workman's compensation, or any other party. This office does not diagnose or treat me based on the insurance
coverage but instead based on what is necessary for my health and well-being. | do authorize this office to perform whatever
essential for my or my dependent's health without insurance restrictions.

| understand that the doctors and their staff are concerned about my dental, medical, and general health and should not
modify or change my or my child's treatment plan according to the insurance coverage. This office is not responsible for
insurance rules, guidelines, errors, or omissions. Some of the procedures may be covered, but many others may not. When
insurance refuses or rejects the payment, this does not mean that the treatment was not necessary. It just means that the
insurance does not approve this stage of the disease or disorder for coverage. | hold this office, its doctors, and staff
harmless from any action by the insurance company.

The following procedures received no or unfavorable compensation by some insurance companies, and my insurance
company may be acting the same:

Composite (white) restorations (fillings).

Cosmetic treatment of anterior teeth.

Treatment of mild or moderate periodontal (gum) diseases

Replacement of old crowns or bridges

Replacement of missing teeth with bridges or partial dentures

Diagnosis and treatment of jaw joint (TMJ disorders) with physical medicine, Splint injections, or others.

Diagnosis and management of bruxism (clenching jaws or grinding teeth)

Diagnosis and management of snoring or mild sleep apnea

In case the insurance or third party failure to pay for any reason within 30 days, | will be responsible for paying for all the
services rendered. | realized that the insurance contract is between me (my spouse or parent and the insurance company).
Any problem in coverage will be my complete responsibility, and | am responsible for all payments.

This office does not accept Medicare assignments. We have "opted out" of the Medicare Program. Recent legislation per
section 603 of public law 108-173 allows private contracts with Medicare beneficiaries. Furthermore, Medicare does not
cover procedures such as TMJ, craniofacial pain, sleep apnea appliances, or night/mouth guards. Moreover, Medicare does
not cover dental services.

Medicare beneficiaries must sign their acknowledgment that reimbursement for their treatment is most likely to be denied.

I now certify that this form has been explained to me, | have read it over, or had it read to me, that the blank spaces have
been filled and that | understand, accept, and agree to its content. This office will only file an insurance claim one time as a
courtesy. Additional filing will incur other reasonable costs that will be determined based on the needed amount of work.

Patient First Name:* Patient Middle Name:* Patient Last Name:*
Signature:* Relation to Patient: Date:*
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Medicare Opt-Out Private Contract

This contract between Dr. Reda A. Abdel-Fattah and Dr. Mervat Alattar ("Dentist") or "Dental TMJ Sleep
Apnea" and the Medicare Beneficiary, referred to in this contract as ("Patient"), allows Dentist to
provide treatment to Patient without being subject to Medicare limits.

To do so, the law requires Dentists to "opt out" of Medicare and that no Medicare claim be filed for the
treatment of Patients by Dentists. Dentist represents that Dentist (are): excluded from participation
under the Medicare program under S1128, 1156 or 1892 of the Social Security Act; in addition, Patient
and Dentist agreed that Patient is not now facing an emergency or urgent health care situation.
Accepted and Agreed By signing this contract, the Patient does the following:

(i) Agrees not to submit a Medicare claim (or to request the Dentists submit a claim). For services or
items supplied by Dentist, even if they are otherwise covered under Medicare;

(i) Agrees to be responsible, whether through insurance or otherwise, for payment of services or
items supplied by Dentists and understands that no reimbursement will be provided under
Medicare for those services or items; in particular, the Patient will pay for such services at the
Dentists usual rate (or another agreed to upon rate), following Dentists payment policies;

(iii) Acknowledges that Medicare limits do not apply to amounts that Dentists may charge for such
services or items;

(iv) Acknowledges that Medicare plans do not, and other supplemental insurance plans may elect not
to, make payments for items and services covered by this contract because payment is not made
under Medicare; and

(v) Acknowledges that the Patient has the right to have such services or items provided by other
Dentists or practitioners for whom payment would be made under Medicare. (Patient is not
required to enter into private contracts that apply to other Medicare-covered services furnished by
other Dentists who have not opted out.)

(vi) This contract shall remain in force and effect from the date it is signed by the Patient until the end
of the term of the Dentists' current opt-out period. The expected date of the Dentists opt-out is two
years from the date of signature or if the Dentists decide to participate.

Patient First Name:* Patient Middle Name:* Patient Last Name:*
Signature:* Relation to Patient: Date:*
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Workman's Compensation, Medicare, Medicaid, No-Fault Accident,

and Third-Party Insurance Policy

| understand and accept the office of Drs. Abdel-Fattah and Alattar (Dental TMJ Sleep Apnea) do not
accept Workman's Compensation, Medicare, Medicaid, no-fault accident insurance payment, or any
assignment from any third party. | am fully responsible for all fees incurred in diagnosis, prevention,
treatment, and other administrative services. | understand that my insurance policy may or may not
cover any or all of these services. This office does not claim or accept any responsibility for the
insurance companies action.

Patient or Patient's Legal Representative Signature:* Date:*

Health Insurance Portability and Accountability Act of 1996 (HIPAA)

| understand that | have certain rights to privacy regarding my protected health information. These
rights are given to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA).
| understand that by signing this consent, | authorize you to use and disclose my protected health
information to carry out:

m Treatment (including direct or indirect treatment by other healthcare providers involved in my
treatment such as referring health care providers, laboratories, transcription services, or others);

m Obtaining payment from third-party payers (e.g., my insurance company, collection agency);
m The day-to-day healthcare operations of your practice

| have also been informed of and given the right to review and secure a copy of your Notice of
Privacy Practices, which contains a complete description of the uses and disclosures of my protected
health information and my rights under HIPAA. | understand that you reserve the right to change the
terms of this notice from time to time and that | may contact you at any time to obtain the most current
copy of this notice.

Your name:* Relation to the Patient :*
Signature:* Date:*
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For the safety of our team, other patients, and yourself, please be truthful

and candid in your answers.

If you have been exposed to a communicable disease, you may spread the disease to the Dentist,
dental staff, or other patients/parents in practice. Therefore, before each appointment, we will be asking
the following questions to reduce the chances of transmission:

First Name:* Last Name:

Have you, your child, or others accompanying you to today's appointment tested ] ]
positive for or been diagnosed as having COVID-19 or any other contagious Yes No
disease?

If Yes, when?

[ )

Have you, or anyone you have come into contact with, traveled out of state or [ JYes [ INo
outside of the country within the last 21 days?

If Yes, where?

Have you or anyone close to you experienced flu-like symptoms within the past 14 - 21 days, such as:

Muscle/Body Aches or Tightness in the Chest

Nausea/Vomiting/Stomachache

Yes No Yes No
Cough (wet or dry) [] [] Fatigue [] []
Fever [] [] Headache [] []
Shortness of Breath [] [] Recent Loss of Taste or Smell [] []
Difficulty Breathing [] [] Runny Nose [] []
Sore Throat [] [] Persistent Pain, Pressure, ] ]

L1 | [

L1 | [

| UNDERSTAND THAT | AM OBLIGATED TO ANSWER THESE QUESTIONS
TRUTHFULLY. | ALSO UNDERSTAND IF THE ANSWER TO ANY OF THESE QUESTIONS

IS YES, | MAY BE ASKED TO RESCHEDULE TODAY'S DENTAL APPOINTMENT.

The staff of this office is taking the possible measures to avoid transmission of this virus but no
guarantee of anyone's safety. | have been aware that social distancing of at least six (6) feet to
reduce the transmission of the virus is impossible with my Dental/TMJ/Facial Pain/ Sleep Apnea or
any other treatment completed during the COVID-19 time.

Signature:* Date:*
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