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Sierra Family Dentistry
800 S Dobson Rd, Ste. 8 Bidg B
Chandler, AZ 85224-5674

(480)899-3425

"~ 09/09/2020

eluaon
: Interim partial denture (maxil) 399.00
- Usage of Scanner w/o Simulation 0.00
] Occlusal guard- hard, full arch 570.00
LA, 8 Custom abutment-incl placement 950.00
~3 B Abutment supported porcieer ern 1050.00
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3013.00 3013.00

There will be a charge of $50 for appointments cancelled or broken without a 24 hour advanced notice. ViSIT QUR WEBSITE @
WWW.CHANDLERSMILES.COM

"Copyright © 1687-2012 Fenry Sohein e
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DATE: 098/09/2020

Eliya R Zaidi, DMD
\ Sierra Family Dentistry

600 S Dobson Rd, Ste. 8 Bldg B
Chandler, AZ 85224-5674

PATIENT NAME: NAME OF DENTIST:

BIRTHDAY: * {87) (480)898-3425
SOC. SEC. NUMBER: NPI: 1598726721
CHART NUMBER: 000082 TIN: 200690674

RELATION TO SUBSCRIBER: LICENSE NUMBER: D05§462

§ Remarks for unusual services:

CARRIER:
GROUP NUMBER:
EMPLOYER:

SUBSCRIBER:

Subscriber 1D: Subscriber Birthday:

h 09/09/2020 Limited oral evaluation T n 44.00
09/09/2020 D5820 Interim partial denture (maxit) 398.00
09/09/2020 DO559 Usage of Scanner wio Simulation 0.00
09/09/2020 D944 Occlusal guard- hard, full arch 570.00
08/09/202C 8 D&057 Custom abutment-incl placement 950.00
09/09/2020 | 8 D6058 Abutment supported porcicer cm 1050.00

g o\\
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°
Sy

TOTAL: 3013.00

There will be a charge of $50 for appointments cancelled or broken without a 24 hour advanced nctice. VISIT CUR WEBSITE @
WWW.CHANDLERSMILES.COM

Efiya R Zaidi, DMD 09/09/2020
SIGNED (TREATING DENTIST) DATE )

\,
©1887-2012 Henry Schein, Inc. DLWK2
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Sierra Family Dentistry

Name
Chart Number

000082
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.. TREATMENT CASE Treatment Plan
DATE  VISIT TOOTH SURF  CODE  PROV DESCRIPTION FEE PATIENT  Offce
08/09/2026 1 D5820 EZD1 Interim parlial denture {maxil) 309.00 299.00 878.00
09/09/2020 1 D9559 EZ01 Usage of Scanner w/o Simuiation 0.00 000 0.00 28
08/00/2020 1 D9944 EZO1 Occlusal guard- hard, full arch 570.00 570.00 712.00 ;w
08/08/12020 1 8 D057 EZ01 Custom abutment-inci placement 950.00 950.00 1455.00 -"g
09/08/2020 1 8 D6058 EZD1 Abutment supported porc/cer crn 1050.00 1050.00 168200 « R
Visit § Totets: 2989. 725.00 g_ g z
Y] L&
:: INSURANCE PROVIDER(S] - = TOTALS - =S 3o
Primary Secondary Fee |Patient | | | Office = g
2869.00  2969.00 4725.00 oD Tw
- ]
oz
= FINANGIAL SUMMARY = 3 =z
Treatment Plan Total 2969.00 ] s
Estimated Deductible to be Applied 0.00 g g
S 8 (41) (42 43) (14" 45) A8, Estimated Insurance Payment 0.00
WOVODEDEOBRETDTBE Estimated Patient's Partion 2969.00 o E
| £ 4 Patient Batance 0.00 o
5 g é % & : g % Family Balance 0.00 g
B8 € g0
@90I9Y09FG 6D
= % B R : DENTAL INSURANCE BENEFITS =
FIOBRALEEDEQ Patient Family
k] > 3 4 @8 Primary Secongary Primary Secondary|
eRERE N RN R W Annual plan benefits 0.00 0.00 0.00 0.00
ﬁ E q g g , Paid Benefits YTD 0.00 000 000 0.00
Pending Insurance Esttmate YTD 0.00 0.00 0.00 0.C0
SHVVVOEBBBRBVD MG | |Srr et Rameinig YTO e a0 ow
Deductible Owed YTD  standarg 0.00 060 0,00 0.00;
Preventative .00 000 0.00 0.00
_other 0,00 000 000 0.0
Altemate Cases:
Casse notes:

Insurance benefits are ESTIMATED based upen information from the insurance company. it
is not a guarantee of payment. Patient/Guardian is responsible for amount not paid by
insurance. The fees listed above will be vatid for up to 30 days.

Patient/Guardian agrees to pay their portion day of treatment. Payment will be made by:

=
S

Cash/Check )/ Visa/MasterCard

Care Credit

Patient/Guardian Srgnature

KR

A-9— 2020

Team Member %sg ature
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.
AZORALg NISH S. SHAH, DMD, MD, FACS

FACIAL AND IMPLANT SURGERY Board Certified, Oraf and Maxillofacial Surgeon

Date: S/8/2020

Patient Name:

The following is an estimate of your recommended treatment.

Insurance Plan: Self Pay
Procesture Allowable Insurance

Code Tooth # Description AZ ORAL Rate Estimate  Patient Estimate
7250 8 Extraction, Residual Roots 26500 265.00 - 265.00
6104 8 Bone Graft 660.00 660.00 - 330.00
4266 8 GTR Resorbable Membrane 643.00 643.00 - 200.00
6010 8 Surgical Implant Body, Endosteal 2,400.00 2,400.00 - 1,900.00
37799 8 Exparel injection 300.00 300.00 - 300.00

Total $ 4,268.00 $ 4,268.00 3 - 8 2,995,00

Implant crown and abutment will be a separate fee with your dentist 3-4 months after implant is placed.
A 20 % deposit is collected at the time of scheduling.The remaining balance of is due

peposiT 599 OO pd  remaming saan¥_23 440D ]
" A4
Dat

Patient (Parent or Legal Guardian) Signature e

el [ 4/ 22

Treatment Coordinator ' Date ¢ /

2450 W. Ray Rd., Ste. 1 @ Chandler, AZ 85224
36327 N. Gantzel Rd., Ste 102 @ San Tan Valley, AZ 85140
Phone 480.814.9500 Fax 480.814.9501
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A ZORAL@ NISH S. SHAH, D.M.D., M.D.
= Board Certified, Oral and Maxillofacial Surgeon

FACIAL AND IMPLANT SURGERY

IMPLANT PRE-OP INSTRUCT IONS WITH LOCAL ANESTHETIC

1. Please report to the office 10 minutes prior to your scheduled appointment. At this time, a
follow-up visit will be scheduted, and any financial obligations will be settled.

2. Ifyou are ill, need to reschedule your appointment, or have any questions, please call us at
480-814-9500. *Appointments cancelled less than 24 hours of scheduled time may be
subject to broken appointment fee.

3. For implant patients we ask that you start Peridex rinse 3-days prior to your surgery.

YOUR SURGERY APPOINTMENT WITH DR. SHAH IS ON:

S 17 2056 a5 Chockan (10

DEPOSIT DUE AT TIME OF SCHEDULING SURGERY $ :59 2, QD &ld

REMAINING AMOUNT DUE AT TIME OF SURGERY IS $ ot 39@ . OO

We accept Debit, all Major Credit Cards,
CareCredit & Chase Health Advance.

PT P H

Ranch Professional Plaza ® 2450 W, Ray Rd., Ste. 1 @ Chandler, AZ 85224 s Phone 480.814.9500 Fax 480.814.9501

www.gzoral.com
R Diplomate of the American %‘ Fellow of the American
L 2F Board of Oral {&g Assoctation of Oral and
Neeto#  and Maillofacial Surgery Maxillofacial Surgeons
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Az Oral Facial implant Surgery .
2450 W Ray Rd Sulte 1 Service Date | 09/09/2020
Chandler, AZ 852243595 Patient ID| 30327
480-814-9500
Today's Charges $ 0.00
S Today's Credits $ 5§99.00
L Accaunt Balance $ -599.00
Please Detach and keep for your re ords
Attending Doctor's Statemen.
Date 09/09/2020
Az Oral Facial implant Surgery PatientID 39327
2450 W Ray Rd Suits 1
Chandler, AZ 852243595
480-814-9500 R
Service Date  Description Modifier Tooth POS TOS Units Araount,
09/09/2020 Visa CC PaymentVISA 0 $-595.00
09/09/2020 No charge Implant visit 5 1 $.00
Signature: 200703525 31035 DEL5 Yotal 3 -598.00
Nish S. Shah DMD MD Tax I.D. Med Lic. Den Lic,




