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Welcome to Riverbank Modern Dentistry / Bienvenido a Riverbank Modern Dentistry

We appreciate the trust placed in us to provide your dental care. Please complete this form as accurately as possible.

Patient Information | Informacion del Paciente

Last Name (Apellido): First Name (Nombre): Middle Name (Segundo Nombre):
Preferred Name (Nombre Preferido): Date of Birth / Age (Fecha de SSN # (Seguro Social):

Nacimiento / Edad):
|:| Male / Masculino |:| Female / Femenino |:| Other / Otro
[]Single / Soltero(a) [[]Married / Casado(a) [[] Domestic Partner / Pareja
|:| Widowed / Viudo(a) |:| Child / Minor / Nifio |:| Prefer not to say / Prefiero no decir
Occupation (Ocupacion): Employer (Empleador):

Email Address (Correo Electrénico):

Cell / Celular: Home Phone (Teléfono de Casa): Work Phone (Teléfono del Trabajo):

Home Address | Direccién de Casa

Street Address (Direccién):

City (Ciudad): State (Estado): ZIP Code (Cédigo Postal):

Billing Address (if different) | Direccién de Facturacion (si es diferente)

Street Address (Direccién):

City (Ciudad): State (Estado): ZIP Code (Cédigo Postal):

Emergency Contact | Contacto de Emergencia

Emergency Contact Name (Nombre del Contacto): Relationship (Relacién):

Phone (Teléfono): Alternate Phone (Teléfono Alterno):

Responsible Party (if different from patient) | Persona Responsable (si es diferente)

Responsible Party Name (Nombre): SSN #:

Date of Birth (Fecha de Nacimiento): Relationship to Patient (Relacién Driver's License # & State (Licencia y Estado):
al Paciente):

Insurance Information | Informacion de Seguro

Primary Dental Insurance / Seguro Dental Primario

Insurance Company (Compaiiia de Seguro): Policy / ID # (Nimero de Péliza): Group # (Nimero de Grupo):
Subscriber Name (Nombre del Asegurado): Subscriber DOB (Fecha de Subscriber SSN # (SSN del Asegurado):
Nacimiento):
Secondary Dental Insurance / Seguro Dental Secundario
Insurance Company (Compaiiia de Seguro): Policy / ID # (Nimero de Péliza): Group # (Nimero de Grupo):
Subscriber Name (Nombre del Asegurado): Subscriber DOB (Fecha de Subscriber SSN # (SSN del Asegurado):
Nacimiento):

How did you hear about us? (¢Cémo se entero?): Previous Dentist's Name (Dentista anterior):
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Physician Information | Informacion del Médico

Primary Care Physician (Nombre del Médico):

Physician Phone (Teléfono del Médico):

Physician Address / Practice (Direccion del Médico):

What brings you in today? / Chief Complaint (¢Qué le trae hoy?):

Dental History | Historia Dental

Date of Last Cleaning (Ultima Limpieza):

Date of Last X-Rays (Ultimas Radiografias):

1. [Yes/si [INo

Are you currently in pain?

éTiene dolor actualmente?

2. Qves/si [ No

Do your gums bleed when you
brush or floss?

éLe sangran las encias al cepillarse o
usar hilo dental?

3. [Yes/si [No

Are your teeth sensitive to hot,
cold, or other?

éSon sus dientes sensibles al calor, frio
u otros?

4. Qves/si [JNo

Do you have pain or clicking in
your jaw (TMWJ)?

éTiene dolor o clic en la mandibula
(ATM)?

5. [QYes/si O No

Have you ever had gum
(periodontal) treatment?

¢Ha tenido tratamiento de encias?

6. [QVYes/si (QNo

Difficult problem with previous
dental work?

éProblemas con trabajos dentales
anteriores?

Brush per day (Cepillo / dia):

Floss per day (Hilo dental / dia):

Current dental health (circle) (Salud
dental actual)

|:| Excellent / Excelente

|:| Good / Bueno

|:| Fair / Regular  Poor /

Malo

1. [Yes/si [JNo

General Health History | Historia General de Salud

General / I General

Is your general health good?

¢Estd en buena salud general?

2. [ Yes/si [QNo

Has your health changed in the
past year?

éHan habido cambios en su salud en el
ultimo afo?

3. [Yes/si [QNo

Hospitalized or serious illness in
last 3 years?

éHospitalizado o enfermedad grave en
3 afios?

4. Qyves/si QNo

Currently under care of a
physician?

¢éBajo cuidado médico actualmente?

If yes, why / for what condition? (Si si, ¢por qué / para qué?):

5. [Yes/si [ No

Date of Last Medical Exam (Fecha del Ultimo Examen):

1. Have You Experienced? / II. ¢Ha Notado?

Bleeding problems, bruising

Treating Physician / Specialist (Médico Tratante):

éProblemas de sangrado, moretones?

11l. Do You Have or Have You Had? / Iil. ¢Tiene o Ha Tenido?

easily?
6. [qYes/si C]No Fainting spells? éDesmayos?
7. B Yes/si ©No Seizures? éConvulsiones?

Heart murmur
Soplo en el corazon

Congenital heart defect
Defecto cardiaco

B Yes/si CNo B Yes/si CQNo B Yes/si CNo

Heart disease or heart attack Angina Arthritis or rheumatism
Enfermedades del corazon Angina de pecho Artritis o reumatismo

B Yes/si CQNo B Yes/si CQNo B Yes/si CQNo

Eye diseases
Enfermedades de los ojos

B Yes/si ENo
Heart valve problem / Mitral prolapse
Vdlvula / Prolapso mitral

B Yes/si QNo
Irregular heartbeat / Tachycardia
Latido irregular

B Yes/si O No
Skin diseases
Enfermedades de la piel
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Sleep apnea or loud snoring
Apnea del suefio

B Yes/si CNo B Yes/si CQNo B Yes/si CNo
Stroke or TIA Rheumatic fever Anemia or blood disorders
Apoplejia o AIT Fiebre reumdtica Anemia o sangre
; B Yes/si CQNo ;
D,ves/s' ONoe Taking heart medication / blood QYes/si QNo . . .
High or low blood pressure . Sexually transmitted infection
. . thinners L
Presion alta o baja ) . Infeccion sexual
Medicamento cardiaco
B Yes/si CNo B Yes/si CQNo B Yes/si CNo
Asthma, COPD, emphysema Chronic cough / Tuberculosis Herpes
Asma, EPOC, enfisema Tos crénica / TB Herpes
B Yes/si CNo B Yes/si OQNo B Yes/si CNo
Hepatitis or liver disease Stomach problems, ulcers, GERD Kidney or bladder disease
Hepatitis o higado Problemas est., reflujo Enfermedad renal
B Yes/si CNo B Yes/si CQNo B Yes/si CNo
HIV / AIDS Thyroid or adrenal disease Diabetes (Type 1 or 2)
VIH / SIDA Enfermedad de tiroides Diabetes (Tipo 1 0 2)
B Yes/si O No B Yes/si QNo B Yes/si ONo
Osteoporosis Bisphosphonates / Fosamax Mental health condition
Osteoporosis Bifosfonatos / Fosamax Condicion de salud mental
B Yes/si ENo B Yes/si QNo B Yes/si O No

Tumors or cancer
Tumores o cdncer

IV. Have You Ever Had? / IV. ¢Alguna Vez Ha Tenido?

Joint replacement / artificial joint
Articulacion artificial

Prosthetic heart valve
Valvula cardiaca artificial

; [ Yes/si CQNo ;
DVeS/'SI E No . Radiation therapy / Cancer QYes/si QNo
Psychiatric / psychological treatment . Chemotherapy

. O radiation s .
Tratamiento psiquidtrico ) L. Quimioterapia
Terapia de radiacion
B Yes/si CNo B Yes/si CQNo B Yes/si CNo

Pacemaker or defibrillator
Marcapasos / desfibrilador

Organ transplant
Trasplante de 6rgano

[ Yes/si O No
Blood transfusion
Transfusion de sangre

[ Yes/si CQNo
Hospitalization (past 5 yrs)
Hospitalizacion (5 afios)

IV-A. Other Conditions / IV-A. Otras Condiciones

B Yes/si O No

Reaction to dental treatment or
injections

Reaccion a tratamiento dental

Seizures / Epilepsy
Convulsiones / Epilepsia

B Yes/si CQNo B Yes/si CQNo B Yes/si CQNo

ADD / ADHD Anxiety Autism

ADD / TDAH Ansiedad Autismo

B Yes/si CNo BYes/si CQNo B Yes/si CNo

Auto immune disease Bipolar disorder Birth defects
Enfermedad autoinmune Trastorno bipolar Defectos de nacimiento
B Yes/si CQNo B Yes/si CQNo B Yes/si CQNo
Cerebral palsy Deaf / hearing impaired Depression

Pardlisis cerebral Sordera Depresion

[ Yes/si QNo [ Yes/si CQNo [ Yes/si QNo

Disc deterioration Easily winded Fibromyalgia
Deterioro de disco Se cansa fdacilmente Fibromialgia

B Yes/si ENo B Yes/si QNo B Yes/si O No
Glaucoma Head injury Hyper/Hypothyroid disease
Glaucoma Lesion en la cabeza Tiroides

[ Yes/si QNo [ Yes/si CQNo [ Yes/si QNo

Neck / back problems PTSD Schizophrenia

Probl de cuello/espald TEPT Esquizofrenia

B Yes/si O No B Yes/si QNo B Yes/si O No

Sleep apnea or snoring
Apnea del suefio

|:| Aspirin / Aspirina Any other NSAIDs / Penicillin / Amoxicillin /
Otros AINEs Penicilina/Amoxicilina

|:|Codeine / Codeina |:| Erythromycin / DCIindamycin / Clindamicina
Eritromicina

[[] Azithromycin / [[J Tetracycline / Keflex / Cephalosporins /

Azitromicina Tetraciclina Keflex/Cefalosporinas

Other psychiatric condition
Otra condicion psiquidtrica

V. Allergies / V. Alergias



=

2603 Patterson Rd, Suite 5, Riverbank, CA 95367 | (209) 315-6300

Medical & Dental History
Historia Médica y Dental
Page 3 of 4

[JSulfa drugs /

Medicamentos con sulfa

D Naproxen / Naproxeno

|:| Ibuprofen / Advil /
Ibuprofeno

DTernoI / Tylenol

|:| Vicodin / Hydrocodone
/ Vicodin

[[] Dental Anesthetic Allergy
/ Alergia a Anestesia Dental

|:| Latex / Rubber / Ldtex
/ Hule

|:| lodine / Shellfish /

Yodo / Mariscos

|:| Metal / Jewelry / Metal /
Joyas

|:| Tape or Other Skin
Allergies / Cinta o Alergias

|:| Foods (specify below)
/ Alimentos

|:| Other (specify below) /
Otro

de Piel

Describe any allergies or reactions in detail (Describa alergias o reacciones en detalle):

Taking prescription, OTC,

39. [OYes/si CJN L
QYes/si ONo vitamins, or supplements?

VI. Current Medications & Supplements / Vi. Medicamentos Actuales

¢Tomando medicamentos, vitaminas o
suplementos?

Using tobacco in any form?

40. [ Yes/si [INo

¢éUsando tabaco en cualquier forma?

Please list medications, dose, and frequency (Liste medicamentos, dosis y frecuencia):

Pharmacy Name & Location (Nombre y ubicacién de la farmacia):

VII. Women Only / Vil. Solo Para Mujeres

Pregnant, possibly pregnant, or

41. Yes/Si CIN -
OYes/si Qo nursing?

¢Embarazada o dando pecho?

Taking oral contraceptives or

42. [ Yes/si CIN
QYes/si ONo hormones?

VIII. All Patients / ViIl. Todos Los Pacientes

Any other disease or medical

43. Si
QYes/si ONo problem NOT listed above?

¢éTomando anticonceptivos u
hormonas?

¢éOtra enfermedad o problema NO
mencionado?

If yes, please explain (Si si, por favor explique):

Patient Certification & Authorization | Certificacién y Autorizacion del Paciente

| certify that | have read and understood the above information. The questions have been accurately
answered. | understand that providing incorrect information can be dangerous to my health. | authorize
the dentist to release my information including diagnosis and treatment records to third-party payers
and/or health practitioners.

| authorize my insurance to pay directly to the dentist and agree to be responsible for all services rendered.
| consent to dental x-rays, diagnostic procedures and treatment necessary for dental care. By signing, |
authorize electronic communication of my health information and understand | may revoke this in writing
at any time.

Yo certifico que he leido y entendido la informacién
anterior. Las pr han sido c 1
correctamente. Entiendo que proveer informacién
incorrecta puede ser peligroso. Autorizo al dentista a
divulgar mi informacion a terceros pagadores y/o
profesionales de salud.

Autorizo a mi seguro a pagar directamente al dentista y
acepto ser responsable de todos los servicios. Doy mi
consentimiento a radiografias y tratamiento necesario.
Al firmar, autorizo comunicacién electrénica de mi
informacién de salud.

Patient / Guardian Signature (Firma del Paciente / Tutor):

Date / Fecha:

Printed Name (Nombre en Letra de Molde): Relationship to Patient (if

guardian) (Relacién):

Name if not Patient (Nombre si no es el
paciente):

Dentist Signature / Firma del
Dentista:

For Office Use Only
Additional Comments:

Date Reviewed / Fecha de Revisién:
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ARBITRATION AGREEMENT

CALIFORNIA NOTICE (CCP §1295): BY SIGNING THIS AGREEMENT YOU ARE AGREEING TO HAVE ANY ISSUE OF DENTAL
MALPRACTICE DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL.
THIS AGREEMENT IS PROVIDED SEPARATELY FROM OTHER INTAKE FORMS. YOU MAY SEEK LEGAL COUNSEL BEFORE
SIGNING AND MAY REVOKE THIS AGREEMENT IN WRITING WITHIN 30 DAYS OF SIGNING.

PARTIES: This Agreement is between Riverbank Modern Dentistry, Dental Practice of Maulik Shah, DDS, Inc., its dentists,
employees, hygienists, assistants, contractors, agents, and assigns (collectively "Provider") and the undersigned patient or legal
representative ("Patient").

1. AGREEMENT TO ARBITRATE

Patient and Provider agree that any dispute arising out of or related to dental examination, diagnosis, treatment, informed consent,
prescriptions, referrals, records, billing, insurance, privacy, professional negligence, malpractice, breach of contract, emotional
distress, personal injury, wrongful death, or any other aspect of the provider-patient relationship shall be resolved exclusively by
final and binding arbitration — not by jury or court trial — except as required by California law. Emergency treatment where
Patient was unable to sign is excluded from this Agreement.

2. SCOPE & APPLICATION

This Agreement applies to services rendered on or after the date of signing only. It binds Patient, their heirs, estate, legal

representatives, and wrongful death beneficiaries consistent with California law (Ruiz v. Podolsky, 50 Cal.4th 838). It does not apply

retroactively to prior services.
3. ARBITRATION PROCESS

Arbitration shall be conducted through AAA (Healthcare Rules) or JAMS, or another mutually agreed service, in Stanislaus
County, CA. If neither is available, either party may petition a California Superior Court to appoint a neutral arbitrator per CCP
§1281.6, with selection completed within 60 days of demand. The arbitrator shall decide all issues of law and fact and may award
any relief permitted by law. The decision is final and binding per CCP §81286.2 and 1286.6.

4. FEES & COSTS

Patient's share: Patient pays arbitration filing fees and a share of arbitrator fees, capped at a total maximum of $700 regardless
of claim size or duration.

Provider's share: Provider pays all arbitration costs above $700.

Loser-pays: If Provider prevails, Patient reimburses Provider for Patient's arbitration costs up to the $700 cap. If Patient prevails,
Provider absorbs all costs.

Hardship waiver: If Patient demonstrates genuine financial hardship, Provider has sole discretion to reduce or waive Patient's
portion to ensure cost is not a barrier to legitimate claims.

Attorney fees: Each party bears its own attorney fees unless required by law or awarded by the arbitrator.
5. DISCOVERY

Each party is entitled to a minimum of two (2) depositions, one (1) retained expert witness, document production within 30 days of
request, and expert disclosure at least 45 days before the hearing. The arbitrator may adjust these limits for good cause.

6. ADDITIONAL TERMS

No class claims: All disputes shall be resolved individually and not consolidated with other patients' claims except as required by
law.

Severability: If any provision is found unenforceable, all remaining provisions stay in full force.

Survival: This Agreement survives completion of treatment, termination of the provider-patient relationship, and Patient's death or
incapacity.

Electronic signatures: Electronic, typed, or stylus signatures carry the same legal effect as handwritten signatures under E-SIGN
and California law.

Governing law: Governed by the Federal Arbitration Act, California arbitration law (CCP §81280-1294.4), and CCP 81295 where
applicable.

Right to revoke: Patient may revoke this Agreement by written notice within 30 days of signing, delivered to: Riverbank Modern
Dentistry, 2603 Patterson Rd, Suite #5, Riverbank, CA 95367. Revocation does not affect services already rendered or disputes
already in arbitration.

Entire agreement: This Agreement supersedes all prior understandings on dispute resolution and may only be modified in writing
signed by both parties.

[[BY SIGNING BELOW, PATIENT CONFIRMS AND AGREES TO ALL OF THE FOLLOWING:
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(1) Patient has read or had a reasonable opportunity to read this entire Agreement, which was provided as a separate standalone
document from all other intake paperwork. (2) Patient has had the opportunity to ask questions and to seek independent legal
counsel before signing. (3) Patient understands that by signing, Patient is waiving the right to a jury or court trial for all covered
disputes and that arbitration decisions are generally final and binding. (4) Patient understands the right to revoke this Agreement
within 30 days of signing by delivering written notice to Provider at the address above. (5) Patient is signing this Agreement freely
and voluntarily, without pressure or coercion of any kind. (6) This Agreement was presented and explained in a language
Patient understands. (7) Patient is able to read and understand this Agreement in English, or confirms that it was fully
translated and explained to their satisfaction in a language they understand prior to signing, and that they had no unanswered
questions before signing.

Patient / Legal Representative Signature:

Printed Name:

Relationship to Patient (if signing on behalf of patient):

Date Signed:

Provider Representative Signature:

This document is digitally signed by Maulik Shah, DDS - President of Maulik Shah, DDS, Inc
DBA Riverbank Modern Dentistry. This digital signature is provided exclusively for the execution
sef Riverbank Modern Dentistry ("Dantal

¢, and representatives (collectively,

of the attached Arbitration Agreement (“Agreament”) by

Office”), Maulik Shah, DDS, its gssqciates, enployees,
“Provider’), and the unders gnej | ive T Favent’) [This signature is
legally binding only for this s ument and its associated transaction. Any other
use, reproduction, or nan-s[EJoi this digital signaie to another document, transaction, or
communication without the explicit written consent of Maulik Shah, DDS is strictly
prohibited and considered invalid.

Provider Printed Name / Title: Maulik Shah, DDS

Date Signed:
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Master Acknowledgment & Signature Page

MASTER ELECTRONIC ACKNOWLEDGMENT AND CONSENT

Riverbank Modern Dentistry
Dental Practice of Maulik Shah, DDS, Inc.
2603 Patterson Rd, Suite #5, Riverbank, CA 95367

Patient Name: _

Date of Birth: _

PATIENT ACKNOWLEDGMENT OF RECEIPT OF POLICIES, NOTICES, CONSENTS,
ELECTRONIC RECORDS, AND ELECTRONIC SIGNATURES

I acknowledge that Riverbank Modern Dentistry, Dental Practice of Maulik Shah, DDS, Inc. ("Practice"), has
provided me access to the following documents, policies, notices, disclosures, and consents in electronic

and/or paper form:

Notice of Privacy Practices (HIPAA)

Insurance and Financial Policy

Electronic Communication Consent (Email, Text, Portal)

Communicable Disease / Infection Control Acknowledgment

. Dental Materials Fact Sheet

QR Code to Access All Current Policies, Notices, Disclosures & Consents:

o wbhpE

By signing below, | acknowledge, represent, and agree as follows:

* | have been provided a reasonable opportunity to review all documents listed above before treatment.

e |l understand that printed copies are available upon request.

e |l understand that these documents may be updated periodically in accordance with applicable law and
office policy.

« lunderstand that my continued treatment with the Practice may be subject to applicable updated
policies and procedures.

« lunderstand that electronic signatures, electronic records, and electronic acknowledgments shall have
the same legal force and effect as original handwritten signatures to the fullest extent permitted by
applicable federal and California law, including the California Uniform Electronic Transactions Act.

« lunderstand Electronic, typed, or stylus signatures carry the same legal effect as handwritten
signatures under E-SIGN and California law.

e lunderstand that the Practice may maintain these records electronically.

« |l understand that electronically stored records may be reproduced and relied upon as business records
in any administrative, insurance, arbitration, or legal proceeding.

« | certify that the information and representations | provide to the Practice are truthful and accurate to the
best of my knowledge.

« lunderstand that the Practice is relying upon my representations in providing treatment, scheduling
appointments, communicating with me, and processing insurance or financial arrangements.

Master Acknowledgment & Signature Page Page 1 of 2
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« | acknowledge that | have had the opportunity to ask questions regarding these documents and have
either received satisfactory answers or voluntarily declined additional explanation.

« | acknowledge that no guarantee or assurance has been made regarding treatment outcomes,
insurance payment, or financial estimates unless specifically provided in writing.

LANGUAGE / TRANSLATION CERTIFICATION

By signing below electronically, | acknowledge that | have reviewed and agree to the terms of this document. |
understand that my electronic signature is legally binding and has the same legal effect as a handwritten
signature.

By signing electronically, the patient acknowledges they understand this document or have had it
translated/explained in a language they understand.

| certify and acknowledge that: | can read and understand English; OR The contents of the documents
presented to me have been translated, interpreted, or explained to me in a language | understand.

| further acknowledge that:
< | have had the opportunity to ask questions regarding the documents and information presented,;
e my questions have been answered to my satisfaction;
* lunderstand the general nature and purpose of the documents | am signing;
e and | am signing voluntarily and without coercion.

If an interpreter, translator, family member, or third party assisted me, | understand that Riverbank Modern
Dentistry may rely on my acknowledgment that | understood the information provided.

Al firmar electrénicamente a continuacion, reconozco que he revisado y acepto los términos de este
documento. Entiendo que mi firma electrénica es legalmente vinculante y tiene el mismo efecto legal que una
firma manuscrita.

Al firmar electrénicamente, el paciente reconoce que comprende este documento o que le ha sido traducido o
explicado en un idioma que comprende.

Certifico y reconozco que: Puedo leer y comprender el espafiol; O El contenido de los documentos que me
han sido presentados me ha sido traducido, interpretado o explicado en un idioma que comprendo.

Ademas reconozco que:
» He tenido la oportunidad de hacer preguntas sobre los documentos e informacién presentados;
e mis preguntas han sido respondidas a mi satisfaccion;
e comprendo la naturaleza general y el propésito de los documentos que estoy firmando;
+ y estoy firmando voluntariamente y sin coaccion.

Si un intérprete, traductor, familiar o tercero me asistio, entiendo que Riverbank Modern Dentistry puede
basarse en mi reconocimiento de que comprendi la informacion proporcionada.

Patient / Guardian Signature Printed Name of Person Signing: Date

Thank you for choosing Riverbank Modern Dentistry. We look forward to providing you with exceptional
care. If you have any questions about this packet, please ask a team member before signing.

Master Acknowledgment & Signature Page Page 2 of 2
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APPOINTMENT CANCELLATION & MISSED APPOINTMENT POLICY

Please read carefully, initial where indicated, and sign below

1. Why We Have This Policy

Think of your dental appointment like a flight reservation or a hotel booking — once it's held for you, it's off the market for everyone else,
even if you don't show up. But in truth, a dental appointment carries even more at stake than a seat or a room: it's not just a slot being held,
it's a licensed dentist's clinical expertise, hands-on time, and personal attention that's reserved exclusively for you and cannot be resold,
rebooked, or replaced on short notice the way a seat can. Many patients don't realize everything that goes into holding that time for you:

o Clinical preparation: Your chart is prepared, instruments and materials are sterilized and set aside, your treatment room is blocked
off, and our clinical staff's schedules are built around your reserved time.

e Insurance verification: If you have insurance, our team personally contacts your carrier to obtain a full, detailed breakdown of your
benefits so we can maximize your coverage. This process often takes anywhere from 30 minutes to several hours, and frequently
involves multiple staff members.

o Dentist time is not interchangeable: Unlike an airline seat that can be resold to anyone, your dentist's or dental assistant's reserved
time is specialized clinical expertise that cannot simply be filled at the last minute with a different type of appointment.

e Lab work and special-order materials: For many procedures, materials, lab cases, or devices are ordered and prepared specifically
for your treatment ahead of time and cannot be reused or refunded once ordered.

e Another patient loses their chance for care: Every reserved slot that goes unused is a slot a patient on our waiting list — sometimes

in pain or in need of urgent care — could not get.

During the appointment itself, a dentist and/or assistant are dedicated exclusively to your care for the full reserved duration — time that
cannot be recovered or reassigned once it has passed. When an appointment is cancelled or missed without adequate notice, all of this
preparation and reserved staff time is lost, and that slot cannot be offered to another patient waiting for care. Our cancellation policy exists
to make fair use of these resources and to keep care accessible for all patients.

2. Cancellation Notice Requirement

We require at least two (2) business days' advance notice (minimum 48 hours) for any cancellation or appointment change. To cancel or
reschedule, please call us at (209) 315-6300.

3. Short-Notice Cancellation & Missed Appointment Fee

If an appointment is cancelled, rescheduled, or missed with less than two (2) business days' (48 hours') notice, the following fees apply:

Fee Amount
Short-Notice Cancellation Fee $125.00 per 30 minutes of reserved chair time
Minimum Fee (any duration) $125.00, automatically assessed

Insurance Coverage: These fees cannot be billed to dental insurance and are your sole responsibility.

4. Major Treatment Deposits Are Non-Refundable on Short Notice

Deposits paid for major treatment (crowns, bridges, implants, and similar procedures) are NON-REFUNDABLE if the
appointment is cancelled, rescheduled, or missed with less than 48 hours' notice. No exceptions apply outside of the Practice
Discretion and Family/Medical Emergency provisions below.

5. Practice Discretion

Riverbank Modern Dentistry — Dental Practice of Maulik Shah, DDS, Inc



All cancellation fees are assessed at the sole discretion of Riverbank Modern Dentistry. The practice may reduce, waive, or otherwise
adjust any fee on a case-by-case basis.

6. Family & Medical Emergencies

We understand that family and medical emergencies happen without warning. Short-notice cancellation fees will generally be waived for
documented family emergencies, medical emergencies, or other serious unforeseen circumstances. Please let our team know the
circumstances when you contact us — we're happy to work with you.

7. Work-Related Excuse Notes

If you need documentation for your employer explaining an appointment during work hours, our office is happy to provide a signed excuse
note upon request.

8. Appointment Confirmations

We use automated text to confirm appointments. Please respond promptly to confirmation requests. The practice reserves the right to
release an unconfirmed appointment slot to another patient on our waiting list.

9. Repeated Missed Appointments

Repeated no-shows or unnotified cancellations place an unfair burden on our dentists, staff, and other patients waiting for care. At the
practice's sole discretion, a patient with a pattern of repeated no-shows or unnotified cancellations may be dismissed from the practice, in
accordance with California law governing termination of the dentist-patient relationship.

10. Patient Information

Patient's Full Name Date of Birth

11. Patient Acknowledgment & Certification

I understand and agree with the terms outlined in this form. I certify under penalty of perjury under the laws of the State of California that I
am either: (1) the patient, age 18 or older, consenting to my own care; or (2) the parent or legal guardian of the minor patient, with legal
authority to consent on their behalf. T certify that the applicable option is true and that all information on this form is true and correct. I
understand Riverbank Modern Dentistry may rely in good faith on this certification, and that I may be held liable for any false
certification.

12. Signature

Patient / Legal Guardian Signature Date

Riverbank Modern Dentistry — Dental Practice of Maulik Shah, DDS, Inc
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