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Patient Name:                                                                              Chat No:                               Office Loc:  
 
Article 1: Agreement to Arbitrate Medical Malpractice and Other Disputes: It is understood that any dispute 
as to medical malpractice, whether any medical services rendered under this contract were unnecessary or 
unauthorized, or improperly, negligently or incompetently rendered, will be determined by submission to 
arbitration as provided by California law, and not by a lawsuit or resort to court process except as California law 
provides for judicial review of arbitration proceedings.  
Both parties to this Contract, by entering into it, are giving up their constitutional right to have any 
dispute decided in a court of law before a jury, and instead accept arbitration. 
 
It is further understood that any dispute related to or arising from charges, billings, payments, financing, debt 
collection, solicitations and/or marketing relating to any medical or dental services offered by or rendered by 
Madhavi Suresh Seri DDS Inc (MSS) will be determined by submission to arbitration as provided pursuant to the 
terms outlined herein. 
 
Article 2: All Claims Must Be Arbitrated: It is the intention and agreement of the parties that this arbitration 
agreement shall cover all claims or controversies relating to the matter described in Article 1 above, except 
claims within the jurisdiction of the Small Claims Court, whether the tort (intentional or negligent), contract, or 
otherwise, including but not limited to suits relating to the matters described in Article 1 and also involving claims 
for loss of consortium, wrongful death, discrimination, emotional distress, or punitive damages. Arbitration 
pursuant to the terms of this Contract shall bind all parties whose claims as described in Article 1 may arise out of 
or in any way related to treatment or services provided or not provided by Madhavi Suresh Seri DDS Inc ("MSS") 
or any employee or agent or provider of MSS, including any spouse or heirs of Patient and any children, whether 
born or unborn, at the time of the occurrence giving rise to any claim. The undersigned understands and agrees 
that if the undersigned signs this Contract on behalf of some other person for whom the undersigned has 
responsibility, then, in addition to the undersigned, such person(s) will also be bound, along with anyone else 
who may have a claim arising out of the treatment or services rendered to that person. 
The reference to MSS includes the corporation, and its employees, agents and providers.  
 
Article 3: Class Action Waiver: It is the intention and agreement of the parties that any arbitration brought 
pursuant to this agreement shall be conducted on an individual basis only, and not on a class, collective or 
representative basis. There will be no right or authority for any dispute to be brought, heard or arbitrated as a 
class, collective, or representative action, or as a member in any purported class, collective, representative 
proceeding ("Class Action Waiver"). Disputes regarding the validity and enforceability of the Class Action Waiver 
may be resolved only by a civil court of competent jurisdiction and not by an arbitrator. In any case in which (1) 
the dispute is filed as a class, collective, or representative action and (2) a civil court of competent jurisdiction 
finds all or part of the Class Action Waiver unenforceable, the class, collective, and/or representative action to 
that extent must be litigated in a civil court of competent jurisdiction, but the portion of the Class Action Waiver 
that is enforceable shall be enforced in arbitration. 
 
Article 4: Procedures and Applicable Law: Patient shall initiate arbitration by serving a Demand for Arbitration 
on MSS and each defendant. The claim shall be mailed by U.S. mail, postage prepaid, to: Spark Family Dental, 
1940 N Tracy Blvd, Tracy, CA 95376. A Demand for Arbitration must be communicated in writing to all parties, 
identify each defendant, describe the claim against each party, and the amount of damages sought, and the 
names, addresses and telephone numbers of the Patient and his/her attorney. Patient and MSS agree that any 
arbitration here under shall be conducted by a single, neutral arbitrator selected by the parties and shall be 
resolved using the rules of American Arbitration Association then in effect at the time the requirements are met 
for a demand for arbitration (located at https://adr.org/). (Arbitration, however, shall not be conducted by the 
American Arbitration Association and shall be conducted by an arbitration agency mutually selected by the 
parties). Patient shall pursue his/her claims with reasonable diligence, and the arbitration shall be governed 
pursuant to Civil Code 333.1 and 3333.2, Code of Civil Procedure 340.t, 667.7, 1281-1295 and the Federal 
Arbitration Act (9 U.S.C 1-9), as in effect from time to time. The parties shall bear their own costs, fees, and 
expenses along with a pro-rata share of the arbitrator's fees and expenses.  
 
Article 5: Retroactive Effect: Patient intends this Contract to cover services rendered by MSS not only after the 
date it is signed (including, but not limited to, emergency treatment), but also before it was signed as well. 
 
Article 6: Severability: If any provision of this Contract is held invalid or unenforceable, the remaining provisions 
shall remain in full force and shall not be affected by the invalidity of any other provision. 
 
 



I understand that this Contract is voluntary and that if I do sign it, I may rescind it only by giving written notice 
which must be delivered to and received by MSS at the address outlined in Article 4 within 30 days of signature. 

I understand that I have the right to receive a copy of this Contract, By my signature below, I acknowledge that I 
have read and understand the Contract, agree to its terms and have received a copy.  

NOTICE: BY SIGNING THE CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL 
MALPRACTICE AND ANY ISSUES OUTLINED IN ARTICLE 1 DECIDED BY NEUTRAL ARBITRATION AND 
YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE ARTICLE 1 OF THIS CONTRACT. 

   Date Signed: 

Print Patient’s Name (Signature of Patient, Parent, Guardian or Legally Authorized Representative of Patient) 

MADHAVI SURESH SERI DDS INC’S AGREEMENT TO ARBITRATE 
In consideration of the foregoing agreements under this Contract, MSS likewise agrees to be bound by the terms 
set forth in this Contract and to the rules specified in Article 4 above. 

   Date Signed: 

Prepared by MSS employee Print Name 

A signed copy of this document is to be given to the Patient. The Original is to be filed in the Patient’s 
dental chart.  
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By signing this document, I acknowledge that I have received a copy of

NAME (PRINt) SIgNAtuRE DAtE

FoR WeSteRN DeNtAl’S USe oNly

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because:

� Other (please specify): _________________________________________________________________________________________________

___________________________________________________________________________________________________________________

� Individual refused to sign � Communications barriers prohibited
obtaining the acknowledgement

� An emergency situation prevented us from
obtaining acknowledgement

Acknowledgement of Receipt of: 
A c k n o w l e d g e m e n t  o f  R e c e i p t  of:

Dental Materials Fact Sheet &
 Spark Family Dental's Notice of Privacy Practice W e s t e r n  D e n t a l ’ s 

N o t i c e  o f  P r i v a c y  P r a c t i c e

By signing this document, |acknowledge that |have received a c o p y of

� Dental Materials Fact Sheet
Dental Materials Fact Sheet

� Spark Family Dental’s Notice of Privacy Practice Western Dental ’s 

Notice of  P r i v a c y  Practice

NAME (PRINt) SIgNAtuRE

FOR WEStERN DENtAL’SuSE ONLY

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because:

Individual refused to sign OXCommunications barriers prohibited

obtaining the acknowledgement

XC

Other (please specify):

DAtE

OOAn emergency situation prevented us from

obtaining acknowledgement

Form 802-wCAEN (Rev. 07/15)

Ravindra Jarajapu

Ravindra Jarajapu
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