Date

SS/HIC/Patient ID #

Patient Name

Last Name

First Name Middle Initial
Address

City
State

E-mail

Sex [IM [JIF Age
Birthdate

] Married [[] Widowed [ Single ] Minor

[[] Separated [[] Divorced [C] Partnered for years

Occupation

Patient Employer/School

Employer/School Address

Employer/School Phone (

Spouse’s Name

WELCOME

Patient Information

Dental Insurance
Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? [] Yes []No

Subscriber's Name

Birthdate

Relationship to Patient

Insurance Co.

Group #

ASSIGNMENT AND RELEASE
| certify that |, and/or my dependent(s), have insurance coverage with

and assign directly to

Name of Insurance Company(ies)

Dr. all  insurance
benefits, if any, otherwise payable to me for services rendered. | understand that
| am financially responsible for all charges whether or not paid by insurance. |
authorize the use of my signature on all insurance submissions.

The above-named dentist may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Birthdate

Signature of Patient, Parent, Guardian or Personal Representative

Spouse’s Employer

Whom may we thank for referring you?

Please print name of Patient, Parent, Guardian or Personal Representative

Date Relationship to Patient

Phone N

Home ( ) )

umbers
Ext Cell Phone (

Spouse’s Work ( )

Name

Home Phone (

Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Relationship

Work Phone (

Cigarette, pipe, or cigar
smoking

Clicking or popping jaw
City/State Dry mouth
Fingernail biting

Former Dentist

Date of last dental visit

Date of last dental X-rays _ the teeth

Place a mark on “yes” or “no” to indicate if Foreign objects

you have had any of the following: Grinding teeth

Bad breath [JYes [INo Gums swollen or tender
Bleeding gums [1Yes [ONo Jaw pain or tiredness
Blisters on lips or mouth [OYes [JNo Lip orcheek biting
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Dental History

Reason for today’s visit Chew on one side of mouth [ Yes [JNo Mouth breathing

Mouth pain, brushing
[dYes [ONo  Orhodontic treatment
[JYes [INo pain around ear
LIYes [INo periodontal treatment
[JYes [No Sensitivity to cold

Food collection between Sensitivity to heat

DlYes [1No Sensitivity to sweets

CiYes [INo g citivity when biting

OYes UNo  oooeor growths in your
ClYes [INo  moyth

[JYes [INo ” - foss?
OJYes [JNo ow often do you floss?

Burning sensation on tongue [] Yes []No Loose teeth or broken fillings [] Yes [JNo How often do you brush?

'




Health History

Physician’s Name Date of last visit

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin '
(brand names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). []Yes []No

AIDS/HIV [JYes [JNo Epilepsy [JYes [JNo Radiation Treatment [JYes []No
Anemia [JYes [JNo Fainting or dizziness [JYes [JNo Respiratory Disease [OYes []No
Arthritis, Rheumatism [1Yes [JNo Glaucoma [JYes [[JNo Rheumatic Fever [JYes []No '
Artificial Heart Valves [[JYes [[INo Headaches [[JYes [JNo Scarlet Fever [JYes []No
Artificial Joints [lYes [JNo Heart Murmur [[JYes [[JNo Shortness of Breath [JYes [JNo
Asthma [JYes [[JNo Heart Problems [[JYes [JNo Sinus Trouble [JYes [JNo
Back Problems [[JYes [INo Hepatitis Type [JYes [JNo Skin Rash [JYes [JNo
Bleeding abnormally, with Herpes [JYes [JNo Special Diet [(JYes [ No
extractions or surgery LlYes [INo High Blood Pressure [1Yes [INo Stroke [JYes [INo
Blood Disease ClYes [ONo  jayndice [JYes [JNo Swollen Feet or Ankles [JYes [JNo
Cancer ClYes [ONo  jaw Pain [1Yes [JNo Swollen Neck Glands [JYes [JNo
Chemical Dependency [Yes [INo Kidney Disease [dYes [JNo Thyroid Problems [JYes []No
Chemotherapy LlYes [ONo [jver Disease [JYes [JNo Tonsilltis [JYes [JNo
Circulatory Problems [1Yes [ONo | oW Blood Pressure [IYes [JNo Tuberculosis [JYes [1No

Congenital Heart Lesions  []Yes [INo  pitral valve Prolapse [1Yes [JNo Tumor or growth on head
Cortisone Treatments CdYes [ONo  nNervous Problems [JYes [JNo  ©r neck [JYes [JNo

Cough, persistent or bloody [JYes [JNo pacemaker []Yes [JNo Ulcer [OYes []No
Diabetes LlYes [ONo pgychiatric Care [JYes [JNo Venereal Disease [Yes [ONo
Emphysema [JYes [INo Weight Loss, unexplained []Yes []No

Do you wear contact lenses? [ClYes [JNo

Women:

Are you pregnant? [lYes [1No Due date Are you nursing? [JYes [ No
Taking birth control pills? [OYes [JNo

Medications Allergies

List any medications you are currently taking and the correlating [] Aspirin [1 Local Anesthetic
diagnosis:
[C] Barbiturates (Sleeping pills) [] Penicillin
[] Codeine [[] Sulfa

[] lodine [[] Other

Pharmacy Name [ Latex

Phone ( )

u pd ates (1obefiled in at future appointments)
Has there been any change in your health since your last dental appointment? []Yes [ No

For what conditions?

Are you taking any new medications? If so, what?

Patient’s Signature Date

Doctor’s Signature Date
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Has there been any change in your health since your last dental appointment? []Yes []No

For what conditions?

Are you taking any new medications? If so, what?

Patient's Signature

Doctor’s Signature




Marsh Lane Dentistry

Stevens Ta D.D.S. & Hanah Nguyen D.D.S.
3628 Frankford Road Ste 235 Dailas, TX 75287 (ph) 972-820-6050 www.tadental.com

Welcome to Qur Practice

We are so pleased that you have selected our office for your dental care. Our goals will be to determine what
dental treatment you need or want and deliver it in the most efficient manner with clinical excellence and courtesy.
We want you to have comfortable, pain free, good looking and functional teeth when you are 95 years old.

Dr. Stevens Ta and Dr. Hanah Nguyen are graduates of Baylor College of Dentistry. Therefore, they both
share the same philosophy, techniques and skills. They are constantly update with the newest technology and
certified to do some of the latest procedures such as Invisalign, Orthodontic, Cosmetic Dentistry, ZOOM
Teeth Whitening. They attended famous dental institution such as Pankey, Dawson, Arrow Head, Straight
Wire Orthodontic to update their skills and knowledge.

You can expect to receive the best dental care we can provide. Dental technology has made remarkable strides.
You may not be aware of some of the advances in diagnosis and treatment and how they can benefit you. If you have
not been to a dentist recently, or have been in the care of someone who has not adopted these techniques, you will
notice a difference the first moment you enter our office.

Once you have explained your dental concerns and a thorough dental examination and necessary radiographs have
been completed, a treatment plan will be developed. Written explanations of most procedures and problems are
available and will be offered to you. Advantages and disadvantages of treatment, risks of treatment or no treatment,
options and costs of treatment will be presented. Any questions you have will be answered before treatment begins.

We are committed to providing for each patient an initial appointment during which an exchange of patient
concerns and dental desires can be addressed. We respect out patients’ time. Unless an unexpected dental
emergency arises, we make sure that patients are seen at their scheduled appointment time. We want each patient to
feel comfortable, with adequate appointment time to address his or her dental concerns. Please allow adequate travel
time to our office.

Cancellation and No-Show Policy

Office hours are by appointment and we do value your time. Appointment time is reserved just for you alone. Missed
appointments or last minute cancellations leave us with insufficient notice to offer that time to a patient who has been
wailing to see us. If you find it is important that our office receive at least 48 hours notice.

Unlike many offices, we understand things happened and we do not charge for the first three (3) broken appointments.
However, habitual broken appointments (more than 3 times) may result in a $25 charge for the time reserved.

Our staff will gwe you two (2) remmder calls. Please let us know if this becomes i mconvemence Unless we




Cosmetic & Family Dentistry
Stevens Ta D.D.S. & Hanah Nguyen D.D.S
3628 Frankford Road Ste 235 Dallas, TX 75287
(972) 820-6050 (Ph) (972) 820-5709 (Fax} www.tadental.com

PATIENT'S NAME .
Last First ~ Inittal Date of Birth

I hereby authorize

DOCTOR'S NAME

and whomever he/she may designaie as his/her assistants, 10 perform upon me the following operation and/or
procedures:

| request and authorize him/her 1o do whataver he/she deems advisable if any unforeseen condition arises in
the course of these designated operations and/or procedures calling, in Lheir judgment, for procedures in addition
10 or differant from those now contemplated.

I consent to the above treatment alter having been advised of the risks, advantages and disadvantiagas of the
treatments and the consequences it this realment were withheld.

I consent to the above treatment plan afiar having besan advised of the aiternate plans of treatment available
and the known rmaterial risks, advantages and disadvantages of the alternative lreatment.

I furthar consent to the administration of local or general anesthesia, antibiotics, analgesics or any other
drugs that may be deemed necessary in my case, and understand that there is a slight element of risk inherent in.
the administration of any drug or anesthesia. This risk includes adverse drug response {(e.g., allergic reactions},
cardiac arrest, and aspiration, and thrombaophlebitis {e.g. irritation and swelling of a vein), pain, discoloration and
injury 1o blood vessels and nerves which may be caused by injections of any medications or drugs.

{aminformed and {fully understand that inherent in any type of surgery are certain unavoidable complications.
In oral surgary, the most commeon of these complications include post-operative bleeding, swelling or bruising,
discornfon, slilf jaws, loss or loosening of dental restorations. Less common complications can include infaction,
loss or injury to adjacent testh and soft tissues, nerve disturbances {e.9Q., numbness in mouth and lip tissues), jaw
fraclures, sinus exposure and swallowing or aspiration of teeth and restorations, and small root Iragments remain-
ing in the jaw which might require extensive surgery for rermaval.

1 realize that in spite of the possible complications and risks, my contemplated surgery/treatrment is neces-
sary and desired by me. | am aware that the practice of dentistry and surgery is notl an exacl science and |
ackniowledge thal no guarantess have been made to me concerning the results of the operation or procedure.

t have provided as accurate and complets a medical and personal history as possible including those antibiot-
ics, drugs, medications and foods to which | am allsrgic. | will follow any and all instructions as explained and
directed to me and permit prescribed diagnostic procedures.

! have had the opportunity to ask questions and receive answers to and responsive explanations for, ail

questions about my medical condition, centemplated and alternative treatment and procedures, and the risk and
potential complications of the contemplated and alternative tréatments and procedures, prior Lo signing this form.

Patient or Guardian's Signalure Date

Dentisi's Signature : Gate

witness's Signature - Date




NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996 (HIPAA} requires ail health care records and other individually identifiable
health information used or disclosed 10 us in any form, whether electronically, on paper, or orally, be kept confidential. This federal law gives you,
the patient, significant new righis to understand and control how your health information is used. HIPAA provides penalties for covered entities that
misuse personal health information. As required by HIPAA, we have prepared this explanation of how we are required to maintain the privacy of
your heaith information and how we may use and disclose your health information.

Without specific written authorization, we are permitted to use and disclose your health care records for the purposes of treatment, payment
and health care operations. :

Q Treatment means providing. coordinating, or managing health care and related services by one or more health care providers. For
example, we may need to share information with other health care providers or specialists involved in the continuation of your care.

O Payment means such activitics as obtaining reimbursement for services, confirming coverage, billing or collection activities, and
utilization review. For example, we may disclose treatment information when billing a dental plan for your dental services.

O  Health Care Operations include the business aspects of running our practice. For example, patient information may be used for
training purposes, or quality assessment.

Unless you request otherwise, we may use or disclose health information to a family member, friend, personal representative, or other individual to
the extent necessary to help with your health care or with payment for your health care. In the event of an emergency or your incapacity, we will use
our professional judgment in disclosing only the protected health information necessary to facilitate needed care. In addition, we may use your
confidential information to remind you of appointments by sending reminder posicards and/or leaving messages at home and/or work. Your
protecied health information may also be used by our office to recommend treatment alternatives or to provide you with information about health-
related benefits and services that may be of interest to you. In addition, we may disclose your health information for public health oversight activities,
judicial or administrative proceedings, in response 10 a subpoena or court order, to military authorities of Armed Forces personnel, 10 federal officials
for lawful intelligence, counterintelligence, and other national security activities, to correctional institutions or law enforcement officials, and/or to
report suspected abuse, neglect, or domestic violence. Any other uses and disclosures will be made only with your written authorization. You may
revoke such authorization in writing and we are required to honor and abide by that written request, except 1o the extent that we have already laken
ctions relying on your authorization.

You have certain rights in regards to your protected health information, which you can exercise by presenting a written request to our Privacy
Officer a1 the practice address listed below:

O The right 1o request restrictions on certain uses and disclosures of protected health information, including those related 1o disclosures
1o family members, other relatives, close personal friends, or any other person identified by you. We are, however, not required to
agree te a requested restriction. If we do agree to a restriction, we must abide by it unless you agree in writing to remove it.

0 The right to request to receive confidential communications of protected health information from us by alternative means or at
alternative locations.

QO  The right to access, inspect, and copy your protecied health information, with limited exceptions. A reasonable fee may be assessed.
O The right to request an amendment to your protected health information. We may however, deny your reqguest in certain situations.

O  The right 1o receive an accounting of disclosures of protected health information made outside of treatment, payment, or health care
operations....or based on your previous authorization,

Q  The right to obtain a paper copy of this notice from us upon reguest, even if you have agreed to receive the notice electronically.

We are required by law to maintain the privacy of your protected health information and to provide you with notice of our legal duties and
privacy practices with respect to protected health information.

This notice is effective as of N Rl L » 2003, and we are required to abide by the terms of the Notice of Privacy Practices currently in
effect. We reserve the right to change the terms of our Notice of Privacy Practices and 1o make the new notice provisions effective for all protected
heaith information that we maintain. Revisions to our Notice of Privacy Practices will be posted on the effective date and you may request a written
copy of the Revised Notice from this office.

You have the right to file a formal, written complaint with us at the address below, or with the Department of Health & Human Services, Office of
Civil Rights, in the event you feel your privacy rights have been violated. We will not retaliate against you for filing a complaint.

For more information about cur Privacy Practices, please contact: For more information about HIPAA or to file 2 complaint:
Privacy Officer The U.S. Department of Health & Human Services

Office Name Stevens Ta D.D.S -Hanah Nguyea D.D.S. Office of Civil Rights

Address 3628 Frankford Rd Ste 235-Datlas, TX 75287 200 Independence Avenue, 5.W.

City, State, Zip 472 820-6050 Washington, D.C. 20201

Phone (¥72) ) 877-696-6775 (toll-free)

1-B



ACKNOWLEDGEMENT
OF
PRIVACY PRACTICES

Mol Sane Dendshy

Cormetic k Famity Denthitsy  ©

Stevens Ta D.D.S.-Hanah Nguyen D.D.S.
3628 Frankford Rd Ste 235-Dallas, TX 75287
(972) 820-6050

My signature confirms that I have been informed of my rights to privacy regarding my protected health
information, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA). I
understand that this information can and will be used to:

G Provide and coordinate my treatment among a number of health care providers who may be
involved in that treatment directly and indirectly

0 Obtain payment from third-party payers for my health care services

@ Conduct normal health care operations such as quality assessment and improvement activities

I have been informed of my dental provider’s Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my protected health information. I have been given the right to
review and receive a copy of such Notice of Privacy Practices. 1 understand that my dental provider has
the right to change the Notice of Privacy Practices and that I may contact this office at the address above
to obtain a current copy of the Notice of Privacy Practices.

| understand that I may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment or health care operations and 1 understand that you are not
required to agree to my requested restrictions, but if you do agree then you are bound to abide by such
restrictions.

Patient Name: Date:

Signature:

Relationship to Patient:

Dependent family members also covered by this acknowledgement:

------------------------------------------------------------------------

For Office Use Only:
We were unable to obtain the patient’s written acknowledgement of our Notice of Privacy Practices due to the following reason:

0O The patient refused to sign
O Communication barriers
O Emergency situation

O Other



Marsh Lane Dentistry

Stevens Ta D.D.S. & Hanah Nguyen D.D.S.
3628 Frankford Road Sie 235 Dallas, TX 75287 (ph) 972-820-6030 www.tadental.com

Consent to Payment

Financial Arrangements

Qur office offers simple financial arrangements in order to avoid possible misunderstandings. Unless prior
arrangements are made, payment in full is expected at the time treatment is provided. We offer a 5% courtesy
discount for full payment prior to beginning treatment. If the treatment is extensive or will take several months to
complete, partial payment can be made at appointments over that time span. For your convenience, VISA,
MasterCard, Discover and American Express are accepted. For more involved procedures, an interest-free loan (up to
12 months) can be arranged. .

If you have dental insurance, we are happy to help you receive the maximum benefits you are allowed from your
dental coverage. Please keep in mind that:

v Dental insurance benefits do not work in the same way as medical insurance. There is glmost always 3 co-pavrpent due from the patient
for aimest avery procedure and we ask that youTl pay your portion at the time treatment begins. The co-paymnent is the difference between
the treatment costs and the insurance payment,

v There are “deductibles” in all plans avery year and you will be responsible for the deductibles every year

¥ Financial benefits cannot be saved and carried over into the next year. Your dental benefits almost always have a yearly maximum
contribution level, This amount is the MOST your insurance carmier is contractually obligated to pay during a defined year (calendar or
otherwise). When this amount is reached, there will be no further dental benefits payable until the next benefit year. If you have already
begun some additional dental treatment prior to the maximum being reached, the insurance carrier has no payment obligation beyond that of
the annual maximum.

Fee Guarantees and Nonpayment Procedures

The estimated fees we provide for dental services are guaranteed for 90 days. If treatment is not begun within 90 days
of the estimate date, cost of dental treatment could vary. Once dental treatment has begun, changes in the anticipated
treatment plan may be required, depending on oral conditions encountered. You will be informed if this occurs and
given the option of continuing treatment, changing treatment, or canceling treatment.

If your balance becomes 60 days or more overdue, our office reserves the right to interrupt or discontinue dental
treatment and/or send your account to an attorney for collection. In the event that your account is sent for collection,
you will be responsible for all costs and fees, including reasonable attorney’s fees, incurred. If payment is not made
within 30 days, your account will be charged at a rate of 1.5% per month.

I consent to authorize the indicated dental services to be performed. Iunderstand that at any time I may terminate or
postpone the proposed treatment. I have been informed of treatment alternatives that relate to my oral conditions,
their respective advantages and disadvantages, the substantial risks and consequences of limited or delayed treatment
or nontreatment. [ have been informed of the costs of the dental treatment and alternative dental treatment. [ have
been informed of financial arrangements available to me. All questions have been answered to my satisfaction and 1
have read and understand the above directions and cautions

Patient Name Date

Patient Signature




