








Yazdanshenas Dental Inc 
	

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 immediately 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 
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 you for treatment, payment, and healthcare operations.  For 
example: 
 
Treatment:  We may use or disclose your health information to a physician or other healthcare 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 reasons except those described in this notice. 
(Continued on next page) 



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 or such uses or disclosure.  In the event of your incapacity or emergency 
circumstances, we will disclose health information based on a determination using our professional 
judgment disclosing only health information that is directly relevant to the person’s involvement in your 
health care.  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.  
 
Required by Law: We may use or disclose your health information when we are required to do so by 
law. 
 
Abuse of 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 to others. 
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Yazdanshenas Dental Inc 
Preventive,	Aesthetic,	and	Implant	Dentistry	

	
	
 

ACKNOWLEDGEMENT OF RECEIPT 
NOTICE OF PRIVACY PRACTICES 

**You May Refuse to Sign This Acknowledgement** 
 
 

I, ________________________________________________________, 
      Print Name 

have received a copy of this office’s Notice of Privacy Practices. 
 
 
Signature: ________________________________Date:_____________ 
 
 
 
 
For office use only 
 
We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices, 
but Acknowledgement could not be obtained because: 
 

o Individual refused to sign 
o Communication barriers prohibited obtaining the acknowledgement 
o An emergency situation prevented us from obtaining acknowledgement  
o Other (please Specify) 

 
 
 
 

© 2013 American Dental Association 
All Rights Reserved 

 
Reproduction and use of this form by dentists and their staff is permitted.  Any other use, duplication or distribution 
of this form by any other party requires the prior written approval of the American Dental Association.  This form is 

educational only, does not constitute legal advice, and covers only federal, not state, law in effect of proposed as 
March 27, 2002.  (Subsequent law changes may require Form revision.) 
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Dr. Desiree Yazdan 
Consent to Dental Treatment 

 
Screening for Aerosol Transmissible Diseases (ATD) 

 
_________________________________ 

Patient’s Name 
 

In compliance with California OSHA Title 8, Section 5199, health care facilities must 
prescreen patients for aerosol transmissible diseases.  Procedures are not 
performed on patients suspected or identified as having aerosol transmissible 
diseases. 
 
Do you have (circle): History of Tuberculosis or symptoms of Tuberculosis 
(Productive Cough, Bloody Sputum, Fever, Malaise, Night Sweats, fever 
Unexplained Weight Loss). 
             No ______ 

 
Do you have (circle): Flu & Other Aerosol transmissible diseases, including 
pertussis, measles, mumps, rubella, chicken pox, meningitis, MRSA (Body Aches, 
Runny Nose, Sore Throat, Nausea, Vomiting, Diarrhea, Fever & Respiratory 
Symptoms, Severe Coughing Spasms, Painful-Swollen Glands, Skin Rash-Blisters, 
stiff neck) 
                   No ______ 
 
Chronic Respiratory Disease (NOT ATD’s, and not considered Infectious) do not 
disqualify a patient from treatment. 
Do you have (circle):  Chronic upper airway cough syndrome “postnasal drip,” 
Gastro esophageal reflux disease (GERD), chronic obstructive pulmonary disease 
(COPD), Bronchitis, Emphysema, Allergies, Asthma. 
 
__________________________________________________________ 
Patient Signature              Date 
 
 
 

Health Changes Signature Date 
   
   
   
   
   
   



Consent	for	Photography/Videography/	Authorized	Use	and	Disclosure	

	

This	form	is	to	be	used	only	for	photographs	and	videos	taken	for	treatment	for	Center	for	Restorative	&	
Cosmetic	Dentistry/	Dr.	Yazdan’s	/Yazdanshenas	Dental	Inc	office	own	health	operations,	as	allowed	
under	the	federal	Privacy	Laws.	The	term	“photograph”	as	used	herein	includes	video	or	still	
photography,	digital	and	other	format,	and	any	other	means	of	recording	or	reproducing	images.		

I	hereby	authorize	the	use	or	discloser	of	photography	for	other	purposes	including	research	
publication,	outside	education,	marketing	and	public	relation	(	i.e.	Yazdanshenas	Dental	Inc,	Dr.	Yazdan,		
publications	,	websites,	printed	materials,	social	media,	websites,	etc.)	If	the	photograph	will	be	used	for	
office	marketing	purposes,	all	measures	will	be	taken	to	make	sure	such	the	images	are	non-
identifiable.	I	wave	any	right	to	inspect	or	approve	the	finished	images,	advertising	copy,	text,	or	other	
printed	matter	that	may	be	used	in	conjunction	therewith,	or	to	the	eventual	use	that	the	images	may	
be	applied.	I	and	my	successors	or	assigns	herby	hold	Dr.	Yazdan,	its	employees	or	Doctor(s),and	any	
other	person(s)	participating		in	my	care	harmless	from	and	against	claim	for	injury	or	compensation	
resulting	from	activities	authorized	by	this	agreement.		

In	addition,	I	give	my	full	discretion	to	Dr.	Desiree	Yazdan,	her	employees,	and	any	other	person(s)	
participating	in	my	care	to	delete	any	photos	or	videos	taken	to	be	deleted	if	they	are	not	of	diagnostic	
quality.	This	Agreement	constitutes	the	sole,	complete	and	exclusive	agreement	between	Yazdanshenas	
Dental	Inc	and	me	regarding	the	images	and	I	am	not	relying	on	any	other	representation	whether	oral	
or	written.	

I	have	read	and	understand	the	terms	of	this	document.	I	have	had	an	opportunity	to	ask	questions	
about	the	use	or	disclosure	of	my	health	information	and	about	the	contents	of	this	form.	I	
acknowledge	and	agree	to	the	terms	and	conditions	of	this	document.		

	

	

Patient	Signature/	Parent/	Guardian	signature	 	 	 Date	

	

	

Patient	Printed	Name	 	 	 	 	 	 		

	



Yazdanshenas	Dental	Inc 

1401	Avocado	Ave.,	Suite	807	Newport	Beach,	CA	92660		

NO	SHOW/	CANCELLATION	POLICY 

Due	to	high	demand	of	service,	all	appointments	no	show	and	same	day	
cancellation	scheduled	for	Dr.	Yazdan,	Dr.	Frydman,	and	all	other	
associates,	doctors,	hygienists,	require	a	$105	service	fee	that	will	be	
charged.	All	cancellation	must	be	done	48	hours	prior	to	appointment	
time	in	order	to	not	be	charged.		

Monday	Appointments	need	to	be	cancelled/rescheduled	by	Thursday	
the	week	before	your	Monday	appointment.	 

Thank	you	for	your	understanding	and	cooperation.	 

Sincerely,	 

Desiree	Yazdanshenas,	DDS		

Alon	Frydman,	DDS		

All	Other	Associates/	Doctors/	Hygienists	

	

_________________________________________________	Patient	
Signature	 

_________________________________________________	Staff	
Signature	 

	



Yazdanshenas	Dental	Inc 

1401	Avocado	Ave.,	Suite	807	Newport	Beach,	CA	92660 

Warning	Regarding	HIPPA	and	Email/	Text	Communications	

 

Dr.	Yazdan	and	her	practice	take	every	step	possible	to	maintain	
your	privacy	and	we	stay	compliant	with	all	HIPPA	laws.	However	
at	this	time	in	technology	it	is	not	possible	to	ensure	complete	
privacy	between	you	and	our	practice	for	email	and	text	
communications.	In	other	words	if	you	are	to	text	or	email	any	of	
your	medical/dental	information	or	photos	to	our	practice	it	
cannot	be	guaranteed	that	all	of	the	could	be	inadvertently	
exposed.	For	this	reason	we	want	to	make	clear	that	HIPPA	
compliance	is	not	possible	for	all	text	and	emails	between	you	and	
either	Dr.	Yazdan	or	any	of	her	associates,	other	doctors,	
hygienists,	or	staff	and	you	should	be	warned	of	the	possibility	of	
sensitive	information	being	unprotected.	Your	signature	below	
memorializes	your	understanding	of	this	important	issue.		

	

 

Date:	_______________		

	

Signature:__________________________________________	 

	



Yazdanshenas	Dental	Inc	

1401	Avocado	Ave.	Suite	#807	

Newport	Beach,	CA	92660	

(949)644-6988	

	

Out-of-Town	Patient	Memorandum	

Dr.	Yazdan	and	her	associates,	other	doctors,	and	staff	appreciates	that	you	have	traveled	from	out	of	
town	to	seek	potential	Dental	services	provided	by	Dr.	Yazdan’s	practice.	We	would	like	to	take	this	
opportunity	to	clarify	the	unique	situations	that	may	arise	from	treating	patients	from	out	of	town	that	
may	not	initially	be	obvious.	

As	you	should	be	aware	dental	procedures	involve	procedures	that	carry	substantial	risk	of	
complications	such	as	infection,	bleeding	that	may	occur	significantly	after	you	return	home,	additional	
pain.	Because	it	is	impossible	to	practice	good	patient	care	from	a	distance	you	may	require	further	care	
in	your	home	town.		Although	Dr.	Yazdan’s	practice	including	her	associates,	other	doctors,	and	staff	
may	be	reasonably	available	for	advice	or	support	from	a	distance,	should	a	complication	or	difficulty	
arise	post-operatively,	you	will	need	to	immediately	seek	your	own	medical	care	in	your	local	area.	Our	
practice	will	not	be	able	to	give	you	sound	dental	advice	from	a	distance.	You	need	to	understand	that	
any	expenses	incurred	as	a	result	of	your	further	treatment	are	your	sole	responsibility.	Although	at	all	
times	we	strive	to	provide	the	best	surgical	and	dental	care	possible,	significant	problems	can	
infrequently	occur	in	Dentistry	and	the	chance	that	you	may	require	further	care	may	be	substantial.	

	

Your	signature	below	memorializes	that	you	read	and	understand	this	special	concern	for	out	of	town	
patients.		

	

Date:_____________________		Signature:___________________________________________	

	


