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Patient

Parent or Responsible Party Relationship to Patient

CONSENT FOR TREATMENT

| hereby authorize doctor or designated staff to take x-rays, study models, photographs, and
any other diagnostic aids deemed appropriate by doctor to make a through diagnosis of
(name of patient) ‘s dental needs.

Upon such diagnosis, | authorize doctor to perform all recommended treatment mutually
agreed upon by me and to employ such assistance as required to provide proper care.

| agree to the use of anesthetics, sedatives and other medication as necessary. | fully
understand that using anesthetic agents embodies certain risks. | understand that | can ask for
a complete recital of any possible complications.

Lastly, | agree to be responsible for payment of all services rendered on my behalf or my
dependents. | understand that payment is due at the time of service unless other arrangements
have been made. In the event payments are not received by agreed upon dates, | understand
thata 1 1/2% late charge (18% APR) may be added to my account.

Date Witness




Patient Name

DENTAL HISTORY

Patient Account No.

Medical Alert

Welcome! So that we may provide you with the best possible care
Dlease complete both sides of this medical/dental bhistory form.
All information is completely confidential.

What is the reason for your visit today?

Date of Last Dental Visit Last Dental Cleaning Last Full Mouth X-rays

What was done at your last dental visit?

Previous Dentist's Name

Address

State Zip

Telephone

How often do you have dental examinations?

How often do you brush your teeth?

How often do you floss?

What other dental aids do you use? (Interplak, toothpick, etc.)

Do you have any dental problems now? Yes No
If yes, please describe:
Are any of your teeth sensitive to: Have you ever had:
Hotorcold? Yes No Orthodontic treatment?  Yes  No
Sweets?  Yes No Oral surgery?  Yes No
Biting or Chewing? Yes No Periodontal treatment?  Yes No
Have you noticed any mouth odors or bad tastes?  Yes No Your teeth ground or the bite adjusted?  Yes No
Do you frequently get cold sores, blisters or A bite plate or mouth guard?  Yes No
any other oral lesions?  Yes No A serious injury to the mouth or head?  Yes No
If so, please describe, including cause
Do your gums bleed or hurt?  Yes No
Have your parents experienced gum disease
ortoothloss?  Yes No Have you experienced:
Have you noticed any loose teeth or change Clicking or popping of the jaw? ~ Yes  No
inyour bite? Yes No Pain? (joint, ear, side of face) Yes No
Does food tend to become caught in between Difficulty in opening or closing the mouth? ~ Yes No
your teeth?  Yes No Difficulty in chewing on either side of the mouth? ~ Yes No
" If yes, where? Headaches, neckaches or shoulder aches? Yes No
Sore muscles (neck, shoulders)?  Yes No
Do you:
Clench or grind your teeth while awake or asleep?  Yes No Are you satisfied with your teeth's appearance? Yes No
Bite your lips or cheeks regularly?  Yes No Would you like to keep all of your teeth all of your life?  Yes No
Hold foreign objects with your teeth?
(pencils, pipe, pins, nails, fingernails)  Yes  No Do you feel nervous about having dental treatment?  Yes No
Mouth breath while awake or asleep? Yes No If so, what is your biggest concern?
Have tired jaws, especially in the morning? Yes No
Smoke/chew tobacco?  Yes No Have you ever had an upsetting dental experience? Yes No
If yes, please describe
Is there anything else about having dental treatment that you would like us to know? Yes No

If yes, please describe

(Please complete other side)




Kevin V. Diep, D.M.D.
Medical History

Patient Name:

Birth Date:

Date Created:

Have you ever had any serious illness not listed above? () Yes () No

Are you under a physician's care now? () Yes () No If yes
Have you ever been hospitalized or had a major operation? () Yes () No If yes
Have you ever had a serious head or neck injury? () Yes () No If yes
Are you taking any medications, pills, or drugs? () Yes () No If yes
Do you take, or have you taken, Phen-Fen or Redux? () Yes () No If yes
Have you ever taken Fosamax, Boniva, Actonel or any Yes € ) No: If
other medications containing bisphosphonates? '~ Y€S '\ NO liyes
Are you on a special diet? () Yes () No
Do you use tobacco? () Yes () No
Do you use controlled substances? () Yes () No |[fyes
Women: Are you...
[ Pregnant/Trying to get pregnant? I Nursing? I Taking oral contraceptives?
Are you allergic to any of the following?
] Aspirin [ Penicillin [ codeine [ Acrylic
(] Metal [J Latex [1 Sulfa Drugs [ Local Anesthetics
[Jother? Ifyes
Do you have, or have you had, any of the following? e
- AIDS/HIV Positive () Yes () No | Cortisone Medicine () Yes Hemophilia ) Yes O Radiation Treatments () Yes () No
. Alzheimer's Disease () Yes () No | Diabetes O Yes ( Hepatitis A @) Yes € Recent Weight Loss () Yes () No |
- Anaphylaxis () Yes () No | Drug Addiction O Yes O Hepatitis B or C ) Yes (© Renal Dialysis : :
- Anemia () Yes () No | Easily Winded (O Yes ( Herpes (O Yes O Rheumatic Fever
Angina () Yes () No | Emphysema ) Yes High Blood Pressure () Yes (_ Rheumatism
Arthritis/Gout ) Yes O) Epilepsy or Seizures ) Yes (_ High Cholesterol () Yes C Scarlet Fever
. Artificial Heart Valve O Yes O) Excessive Bleeding O Yes O Hives or Rash ) Yes ( Shingles
Avtificial Joint ) Yes O) Excessive Thirst (O Yes O Hypoglycemia () Yes ( Sickle Cell Disease (
Asthma Yes () Fainting Spells/Dizziness( ) Yes () Irregular Heartbeat () Yes (_ Sinus Trouble ) Yes () No
Blood Disease Yes () Frequent Cough iYes € Kidney Problems () Yes () Spina Bifida ) Yes () No
Blood Transfusion O Yes O Frequent Diarrhea () Yes Leukemia Stomach/Intestinal Disease ( ) Yes () No
Breathing Problems O Yes C Frequent Headaches () Yes ( Liver Disease Stroke ‘,\ Yes () No
Bruise Easily ) Yes () No | Genital Herpes 3 Low Blood Pressure ( ) Swelling of Limbs ) Yes () No
Cancer () Yes () No | Glaucoma Lung Disease ) No | Thyroid Disease _) Yes () No
Chemotherapy () Yes () No | Hay Fever B Mitral Valve Prolapse () Yes () No | Tonsillitis () Yes () No
Chest Pains () Yes () No | Heart Attack/Failure o) s Osteoporosis () Yes () No | Tuberculosis :\J zes ! zo
- Cold Sores/Fever Blisters () Yes ( ) No | Heart Murmur O Yes O Pain in Jaw Joints () Yes () No S’Jmors iR ‘ Y:: E NZ
. Congenital Heart Disorder( ) Yes () No | Heart Pacemaker () Yes () No | Parathyroid Disease () Yes ( ) No S = v N
Convulsions () Yes () No | Heart Trouble/Disease () Yes () No | Psychiatric Care () Yes No Venersel [issase e
’ S = = — Y = - Yellow Jaundice () Yes () No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be dangerous to my (or patient’s) health. It is my
responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X

Date:




Céautil’ul Sriiiles

By Dr. Kevin V. Diep, DMD

Office Policy

Thank you for choosing Creating Beautiful Smiles to care for all your dental needs. Our goal as your
dental care provider is to create a pleasant and comfortable experience both in the dental chair and at
the financial desk.

In order to provide comprehensive quality care to our patients, we are an out of network provider with
some insurance companies. As a courtesy to our patients, we will verify your insurance eligibility and
benefits before your initial visit and any time that you notify us of a change in your coverage. However,
we cannot guarantee that the information we receive is accurate (at the time of verification or for later
visits) or that the insurance company will process the insurance claim in accordance with the
information they provided. You, as the holder of the insurance policy, are ultimately responsible for
knowing what your plan does and does not cover and the administrative rules (such as referrals,
authorizations, etc.).

Any amounts not covered by your plan, are your responsibility. Please take some time to read over our
Office Policies below.

(Initials )
FINANCIALS:

e In the interest of good communication and our continued commitment to provide the highest
quality of dental care available to all of our patients, we have established a Patient Financial
Policy. It is our hope that this policy will facilitate open communication between us and help
avoid potential misunderstandings, allowing you to always make the best choices related to
your care.

e We are committed to support you in understanding your dental health, and will always present
you with the best dental solution possible to treat your personal situation. To make these
services comfortably affordable we are pleased to offer you the following payment options:

1. Visa, MasterCard, American Express, Discover, Debit, Check, Cash
2. Payment Plans offered though Care Credit

I agree that | am fully responsible for the total payment for all procedures performed in this office. We
will, as a courtesy, process your insurance benefits for all procedures. All questions regarding your
insurance benefits must be addressed to your insurance carrier. Any determination by your insurance
carrier denying coverage is your responsibility. Payment in full within 90 days of service will be required.

(Initials )

301 W Fee Ave o Suite 101e Melbourne, FL 32901
(321) 723-3477
www.MelbourneCosmeticDentist.com




APPOINTMENTS:

e Please be on time for your reserved appointments. We have exclusively reserved the doctor,
staff and facility for your personal dental care. If you need to cancel or reschedule an
appointment, please let us know 48 hours in advance. If an appointment is cancelled or
rescheduled within the 48 hours before the appointment time, $50.00 per scheduled hour will
be charged to your account.

e For any appointments scheduled for two hours or longer we require 20% NON REFUNDABLE
DEPOSIT of the total treatment scheduled for that day. We will retain the deposit if the
appointment is cancelled or rescheduled within 48 hours before the appointment.

e We encourage our patients to tell their family and friends about us. If you refer someone to our
practice you will receive a $50.00 “Care to Share” credit towards your next dental appointment
and they will receive $50.00 “Care to Share” credit for their dental appointment.

(Initials )

Please make your questions and concerns known to our Accounts Manager who is happy to discuss this
policy and ensure that you have an outstanding experience.

Signature (responsible party) Date



| acknowledge that | have received a copy of the Statement of Privacy Practices for the office of Kevin V. Diep, DMD.
The Statement of Privacy Practices describes the types of uses and disclosures of my protected health information
that might occur in my treatment, payment for services, or in the performance of office care operations. The
Statement of Privacy Practices also describes my rights and the responsibilities and duties of this office with respect
to my protected health information. The Statement of Privacy Practices is also posted in the facility.

Kevin V. Diep, DMD reserves the right to change the privacy practices that are described in the Statement of Privacy
Practices. if privacy practices change, | will be offered a copy of the revised Statement of Privacy Practices at the
time of my first visit after the revisions become effective. | may also obtain a revised Statement of Privacy Practices
by requesting that one be mailed to me.

ADDITIONAL DISCLOSURE AUTHORITY

In addition to the allowable disclosures described in the Statement of Privacy Practices, |
hereby specifically authorize disclosure of my protected health care information to the
persons indicated below:

ANY MEMBER OF MY IMMEDIATE FAMILY YES NO
SPOUSE ONLY YES NO
OTHER (PLEASE SPECIFY): YES NO
Name of Patient or Personal Representative Signature of Patient or Personal Representative
Date Description of Personal Representative's Authority
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Kevin V. Diep, D.M.D., PA
301 W. Fee Avenue, Suite 101

Melbourne, Florida 32901
321-723-3477

STATEMENT OF PRIVACY PRACTICES

H Our office is dedicated to protect the privacy rights of our patients and the
confidential information en trusted to us. The commitment of each employee
to ensure that your health information is never compromised is a principle
concept of our practice. We may, from time to time, amend our privacy
policies and practices but will always inform you of any changes that might
affect your rights.

Protecting Your Personal Healthcare Information

B We use and disclose the information we collect from you only as allowed by
the Health Insurance Port ability and Accountability Act and the state of
Florida. This includes issues relating to your treatment, payment, and our
dental care operations. Your personal health information will never be
otherwise given to anyone---even family members---without your written
consent. You, of course, may give written authorization for us to disclose
your information to anyone you chooses, for any purpose.

Our offices and electronic systems are secure from unauthorized access and
our employees are trained to make certain that the confidentiality of your
records is always protected. Our privacy policy and practices apply to all
former, current, and future patients, so you can be confident that your
protected health information will never be improperly disclosed or released.

Collecting Protected Health Information

H We will only request personal information needed to provide our standard of
quality dental care, when lab cases are involved and shared only as needed
with your primary physician or specialist when referred, and named family
members with your permission. Your personal information will always be
protected to the full extent of the law.



Disclosure of your Protected Health Information

H As stated above, we may disclose information as required by law. We are
obligated to provide information to law enforcement and governmental
officials under certain circumstances. We will not use your information for
marketing purposes without your written consent.

We may use and/or disclose your health information to communicate
reminders about your appointments including voicemail messages, text
messages, answering machines, and postcards.

Patient Rights

B You have a right to request copies of your healthcare information; to request
copies in a variety of mats; and to request a list of instances in which we, or
our business associates, have disclosed your protected information for uses
other than stated above. All such requests must be in writing. We may
charge for your copies in an amount allowed by law. If you believe your rights
have been violated, we urge you to notify us immediately. You can also notify
that U.S. Department of Health and Human Services.

We thank you for being a patient at Creating Beautiful Smiles, the office of Dr.
Kevin V. Diep. Please let us know if you have any questions concerning your
privacy rights and the protection of your personal health information.



