DR. NGHI TRaN, D.D.S.

5814 N. JUPITER RD #199

HUE DENTAL GARLAND, TX 75044

Date: CONewPATIENT  [JUPDATE
Patient:
LasT FIRST MI PREFERRED TITLE
[OMaLe CFemaLe [CHiLo* CJSTUDENT™ OsineLe [IMARRIED [IDivorcep [JWipowed
*IF CHILD, PROVIDE PARENT/GUARDIAN NAME(S) BELOW: **IF STUDENT, PLEASE COMPLETE: OFuLL-mive CIPART-TIME
PARENT/GUARDIAN NAME(S) SCHOOL/LOCATION
Patient Date of Birth: Patient SSN:
Address:
ADDRESS LINE 1
HOME:
ADDRESS LINE CELL:
OTHER:
City ST ZIP Cope PAGER:
E-Mail: FAX:
How do you know Referred by:
about us?

p easeprow e information for the nearest | relative or5|gnated contact person not at the patient’s

In case of emergency,
address:
Tel:

NAME RELATIONSHIP

Employer: Occupation:
Address:
ADDRESS LINE 1 WORK:
DIRECT:
ADDRESS LINE 2 OTHER:
PAGER:
Gy ST ZIP CoDE FAX:
E-Mail:

Subscriber:

LAST FIRST Ml PREFERRED TITLE
Subscriber Date of Birth: Subscriber SSN;:
Subscriber Employer:

Patient Relationship to Subscriber: [JseLr [Spouse CdCHILD CJOTHER
PRIMARY INSURANCE CARRIER:

Group/Policy No.: ID No.:
Address: TEL:
TOLL-FREE:
FAX:
CiTy ST ZIP CopE =
SECONDARY INSURANCE CARRIER:
Group/Policy No.: ID No.:
Address: TEL:
TOLL-FREE:
Fax:
cimy ST ZIP CopE
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DR. NGHI TRAN, D.D.S.

5814 N. JuPITER RD #199

HUE DENTAL GARLAND, TX 75044

Dentist:

Clinic/Facility:

Address:

Ciry ST i ZIP CODE
Reason for changing:

RAL HeaLTH: CExceLLenT (0Goop CIFaR C1Poor
Date of Last Dental Visit: Treatment Type:

[COYCIN  Are you currently having dental discomfort? If yes, explain:

Oy[ON Any unhappy/unpleasant dental experiences? If yes, explain:

COYCIN  Any injuries to mouth/teeth/head? If yes, explain:

OyCIN Any missing teeth other than wisdom teeth or orthodontic extractions?
COYCON  Have missing teeth been replaced?

COYCON  Orthodontic appliances now or in the past?

OYCOIN  Gums bleed when brushing or flossing?

COYCIN  Concerned about gum disease? History of gum disease? Oy[N
COYCIN  Are you happy with your smile?

OyON Would you like to know what options are available to you to create a more beautiful smile?
COY[CON  Does it hurt to bite or chew?

CIyCIN Do you clench or grind your teeth? If so, do you wear a night guard or splint? COyON
OyCN Do you want to become a regular continuing care patient in our practice?

COYCIN Do you want your mouth properly restored?

COy[ON Does any type of dental treatment make you nervous? If yes, please explain below:

The most important concerns regarding my visit are:

What factors are most important for your satisfaction with our office?

Any additional concerns/comments?

CHILD/MINOR PATIENTS: PLEASE ANSWER THE FOLLOWING QUESTIONS!
[COYCIN  Any mouth habits? (thumb sucking, nail biting, mouth breathing, nursing/bottle habits, pacifier, etc.)

OYCIN  ~ Any unusual speech habits? If yes, explain:

COYCIN  Any lost teeth? If yes, list:

OYCIN Does the patient receive assistance with brushing and flossing? If yes, how often?

Physician: Telephone:

Clinic/Facility:
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DR. NGHI TRaN, D.D.S.

5814 N. JuPiTER Rp #199

HUE DENTAL e

_ MEDICAL HISTORY.

GenerAL HEALTH: [JEXcELLENT [JGooo COFaR CIPooR

Oy[ON  Under a physician's care now?
CIvON  Any hospitalization in the past 5 years?
COYCON  Any serious illnesses/surgeries?
YN Use tobacco in any form? If Yes, Type:
ClyCin Is pre-medication required before dental visits due to heart condition or artlf cial joint?

CIyCIN Taking any prescription or daily OTC medications/drugs? If yes, iist details in the Medication Section.

FEMALE PaTIENTS:  [JYLIN Currently nursing? ~ [JY[IN Currently pregnant? Due Date:

Do you know of any reason why routine dental procedures might pose a risk to you, our staff, or other patients? L_IYLIN
If yes, please describe:

is there anything important about your medical condition we have not asked? CIY[IN If yes, please describe:

ALL PATIENTS: DO YOU HAVE, OR HAVE YOU EVER HAD ANY OF THE FOLLOWING? (CHECK ALL THAT APPLY): | CINone I
[CJAcio ReFLUX CIBuLIMIA [IHeARING PROBLEMS [JPsYCHIATRIC TREATMENT
JabHD CICANGER/MALIGNANCY [CJHEART ATTACK CIRADIATION/CHEMO
[CIAIDS/HIV [ JCEREBRAL PALSY [ JHEART DISEASE [CJResPIRATORY DISEASE
ClAnEMIA CICHEMICAL DEPENDENCY CIHEART MURMUR [IRHEUMATIC FEVER
[CJANOREXIA [CJCHicken Pox [ HepaTITIS [Isinus PROBLEMS

[ClANxieTY [CJconvuLsions [JHiGH BLoOD PRESSURE ~ [_ISTROKE

[JARTIFICIAL HEART VALVE [ ]DEPRESSION [ JKiDNEY DISEASE [CJTHYRoOID CoNDITION
CIARTIFICIAL JOINTS [IDiaBETES [ ILivER PROBLEMS [CJTusercuLosis

[CJARTHRITIS [CIDizzINESS/FAINTING [CIMITRAL VALVE PRoLapsE [ JULCERS

[ClAsTHMA [CJEPILEPSY/SEIZURES [ IMONONUCLEOSIS [CIVENEREAL DISEASE
[CJAUTISM/ASPERGER'S CIFreQUENT EAR INFECTIONS  []PACEMAKER

[IBLEEDING DISORDER [J] FrReQUENT HEADACHES [JOTHER — PLEASE LIST:

ALL PATIENTS: ARE YOU ALLERGIC TO OR HAVE YOU EVER HAD ANY REACTION TO THE FOLLOWING? (CHECK ALL THAT APPLY):
CaspirIN [JCopemne  [JLACTOSE INTOLERANCE [1SLEEPING PILLS
[JAnesTHETIC — LocaL  []DAIRY [CIMETAL SENSITIVITY [CJsuLFa DruGs

[CIBARBITURATES CliaTex [CINmrous OxiDE SEDATION [ IPENICILLIN/OTHER ANTIBIOTICS

[[JOTHER — PLEASE LIST:

e ~ _MEDICATION INFORMATION R R R T e T R R
ALL PATIENTS: ARE YOU CURRENTLY TAKING ANY OF THE FOLLOWING? (CHECK ALL THAT APPLY) [INONE
[JAnTiBIOTICS/SULFA DRUGS CJANTIHISTAMINES/ALLERGY CIDaiLy AsPiRiN (J8Loop PRESSORE MEDICATIONS
[1BLooD THINNERS [CJcancer/CHEMO MEDICATIONS [lCorTISONE/STEROIDS [CIHEART MEDICATION/DIGITALIS
Clinsuun [CINITROGLYCERIN [JoraL ConTracerTiVES [ ]OSTEOPOROSIS MEDICATIONS
DO’THER DIABETIC MEDICATIONS ERECRE&“ONAL DRUGS DTHYROID MEDICATIONS DTRANQUILIZERS
[OTHER (PLEASE LIST BELOW}
| DRUGINARE [0 T | 'DOSAGE .. .- | REASONPRESCRIBED. | = e o
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DR. NGHI TRAN, D.D.S.

5814 N. JupITER RD #199

HUE DENTAL oot

Financial Guidelines

We are committed to providing you with the best care possible to achieve total oral health. In order to achieve these
goals, we need your assistance and your understanding of our financial guidelines.

Insurance

We accept all major dental insurance payments, however we may not be an in network provider for your plan. If we are
not an in network provider, review your plan details, as in many cases insurance reimbursement is very similar.

- No estimate is a guarantee of payment. Please understand, you are responsible for all charges not paid by your
insurance. Also, many insurance companies are excluding certain dental procedures or downgrading procedures to a
lesser reimbursement level; in which case, you would be responsible for the difference.

. Minors must be accompanied by a parent or legal guardian. If the parents are separated or divorced, the person
accompanying the minor will be responsible for copayment at the time of service.

Payments

- Patient portion or patient co-pay is due at the time services are rendered - unless prior financial arrangements
have been made.

- Payment Information:
o All major credit cards are accepted (Visa, MasterCard, Discover)
o Various financing options with CareCredit® and Lending Club

. Balances left over 90 days will incur an 10% or $10 minimum monthly finance charge. We realize that
temporary financial problems may affect timely payment of your account. |f such problems do arise, we encourage
you to contact us promptly for assistance in the management of your account.

Short Cancelled/ Missed Appointments
. Please give 48 hours notice if you are unable to keep your reserved time. Unless an emergency occurs, we expect
to run on time for your appointments, and we appreciate the same courtesy from you.

. After the first short canceled or missed appointment, a $35 or higher will be charged based on scheduled
procedure.

By signing below | acknowledge | have read and understand the guidelines above.

Signature: Date:
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DRr. NGHi TRaN, D.D.S.

5814 N.Jupmer RD #199

HUE DNTAL GARLAND, TX 75044

ACKNOWLEDGEMENT OF PRIVACY PRACTICES
Updated 2013

My signature confirms that | have been informad of my rights to privacy regarding my protected parsonal and health information, under the Health Insurance
Poriability & Accountability Act of 1986 (HIPAA). | understand the terms in which my personal health and identification information may be used.

| have been informad of my dental provider's Nolice of Privacy Practices containing a mere complete description of the uses and disclosures of my protected
health information. | have been given the right ta review and receive a copy of such Notice of Privacy Practices. | understand that my dental provider has the right
to change tha Notica of Privacy Practices and that | may contact this office at the addrass above to obtain a current copy of the Nolice of Privacy Praclices.

| understand that ! may request in wriling that you restrict how my privale information is used or disclosed to carry out treatment, payment or health care operations
and | 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.

Signature: Date:

RELATIONSHIP TO PATIENT: OADULT PATIENT [IPARENT [JGUARDIAN [IOTHER

Please list any dependent children under the ags of 18 also covered by this acknowledgement:

[ | give permission for the following communications to be used by Dr. Nghi Tran, D.D.S. (pleasa check all that apply) ©
[0 Callphone: [JText Message reminders parmitted
[ Home phone O work [ E-Mail:

[ | am granting permission for Dr. Nghi Tran, D.D.S. to disciose their idantity to anyone who may answer my home, work or call phone.
[ | am granting permission for Dr. Nghi Tran, D.D.S. to leave a message wilh any person who may answer my phene or on my voicemail of the following

numbers (plaasa chock all that apply):
Home Phone [ Cell Phone [ Work Phone [ None- please just ask for a call back

[ Other (Please explain)

PATENT REGISTRATION & HiSTORY &5



NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT

YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO T
REVIEW IT CARBIOLLY, HIS INFORMATION. PLEASE

Your protecteq health information (i.e., individually identifiable information, such as names, dates, phone/fax
npmbers, email .addresses, home addresses, social security numbers, and demographic data) may be used or
disclosed by us in one or more of the following respects:

To oth-er health care providers (i.e., your orthodontist, oral surgeon, etc.) in connection with our
rendering treatment to you (i.¢., to determine the results of cleanings, surgery, etc.);

To thll'd party payors or spouses (i.e., insurance companies, employers with direct reimbursement,
admuustrz.itors of flexible spending accounts, etc.) in order to obtain payment of your account (i.e.,
to determine benefits, dates of payment, etc.);

To certifying, licensing and accrediting bodies (i.e. State dental boards, American Board of
Orthodontics, etc.) in connection with obtaining certification, licensure or accreditation;

Internally, to all staff members who have any role in your treatment;

To other patients and third parties who may see or overhear incidental disclosures about your
treatment, scheduling, etc.;

To your family and close friends involved in your treatment; and/or, authorized person.

We may contact you to provide appointnient reminders or information about treatment alternatives
or other health-related benefits and services that may be of interest to you.

Any other uses or disclosures of your protected health information will be made only after obtaining your
written authorization, which you have the right to revoke.

Under the new privacy rules, you have the right to:

Request restrictions on the use and disclosure of your protected health information;

Request confidential communication of your protected health information;

Inspect and obtain copies of your protected health information through asking us;

Amend or modify your protected health information in certain circumstances;

Receive an accounting of certain disclosures made by us of your protected health information; and,
You may, without risk of retaliation, file a complaint as to any violation by us of your privacy rights
with us 9 by submitting inquiries to our Privacy Contact Person at our office address) or the United
States Secretary of Health and Human Services (which must be filed within 180 days of the

violation).

We have the following duties under the privacy rules:

By law, to maintain the privacy of protected health information and to provide you with this notice
setting forth our legal duties and privacy practices with respect to such information;

To abide by the terms of our Privacy Notice that is currently in effect;

To advise you of the right to change the terms of this privacy Notice and to make the new notice
provisions effective for all protected health information maintained by us, and that if we do so, we
will provide you with a copy of the revised Privacy Notice.

Please note that we are not obligated to:

Honor any request by you to restrict the use or disclosure of your protected health information;
Amend your protected health information if, for example, it is accurate and complete; or,

Provide an atmosphere that is totally free of the possibility that your protected health information
may be incidentally overheard by other patients and third parties.




DR. NGHI TrRaN, D.D.S.

5814 N. JUPITER RD #199

HUE DTAL GARLAND, TX 75044

_ PATIENT CONSENT- PAYMENT AUTHORIZATION — SIGNATURE ON FILE

To the best of my knowledge, all of the preceding answers are correct. If | have any changes in my health status of if my
medication changes, | shall inform the dentist and staff at the next appointment without fail.

| hereby authorize payment directly to Dr. Nghi Tran, D.D.S. of the dental benefits otherwise payable to me.

| hereby authorize Dr. Nghi Tran, D.D.S. to release any information concerning my health or dental care, advice,
treatment or supplies provided. This information is to be used in administering dental claims and/or discussing
treatment options with other dental professionals.

| understand and agree that (regardless of my insurance status) | am ultimately responsible for the balance on my account
for any professional services rendered.

By signing below, | acknowledge that | have read and understand the statements mentioned above.

Signature: Date:

PATIENT RECISTRATION & HISTORY
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HIPAA Consent Form

HUE DENTAL

I consent to the use or disclose of my protected health information (PHI) by Hue Dental,
for the purpose of treatment, payment and health care operations.* I have received a copy
of the Notice of Privacy Practices and understand I have a right to review prior to signing
this document.

I UNDERSTAND:

* Service to me may be conditioned upon my consent as evidenced by my signature on
this document.

* Ihave the right to request a restriction as to how my PHI is used or disclosed to carry
out treatment, payment or health care operations of the practice. Hue Dental is not
required to agree to the restrictions that I may request. However, if Hue Dental agrees
to a restriction that I request, the restriction is binding on Hue Dental.

* L have the right to revoke this consent, in writing, at any time, except to the extent that
Hue Dental has taken action in reliance on this consent.

* My PHI means health information, including my demographic information, collected
from me and created or received by my doctor, another health care provider, a health
plan, and a health care clearinghouse. This PHI relates to my past, present or future
physical or mental health or condition and identifies me; or, there is a reasonable basis
to believe the information may identify me.

THE NOTICE OF PRIVACY PRACTICES DESCRIBES:

* The types of uses and disclosures of my PHI that will occur in my treatment, payment
of my bills or in the performance of health care operations performed by Hue Dental.
* My rights and the duties of Hue Dental with respect to my PHI.

* I have the right to obtain a notice of privacy practices at any point in time, if not given
to me already, and/or to revoke when I deem necessary

Hue Dental reserves the right to change its privacy practices. For any information on
current or revised notices, please call our office.

Patient Name (Please Print)

Signature of Patient/Parent Date

*Treatment includes activities performed by a dentist, dental assistant, office staff, and other types of health
care professionals providing care to you, coordinating or managing your care with third parties, and
consultations with and between other health care providers. Payment includes activities involved in paying
your treatment, billing, insurance, etc. Health Care Options includes the necessary administrative and
business functions of our office.

5814 N. Jupiter Rd. Ste 199 Garland, TX 75044 | Phone: (496)969-0149 | Fax: (469)969-0156 |
E-mail: Huedentalgarland@gmail.com




