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Welcome to my practice of Family & Cosmetic Dentistry. My staff and | are pleased that you
have given us the opportunity to provide your dental care. To inform you of our policy
regarding appointments and the collection of fees, please read both sides of this letter and
sign where indicated. If you have any questions feel free to let us know.

APPOINTMENTS

General — We recommend that your first appointment be made with our hygienist. This will allow the
doctor to treatment plan your dental needs. We encourage our patients to schedule their hygiene
appointments in advance as indicated by our hygienist. This will help to ensure that you are seen on a
regular basis and that we are meeting your specific dental needs. However, if you are unable to
schedule in advance, we will send you a card to remind you to call for an appointment.

CLINICAL TREATMENT — Once our treatment plan is established, we encourage you to schedule an
appointment as soon as possible so that an emergency visit may be avoided. If there are questions
regarding treatment, either my assistant or | will be happy to answer them in the treatment room;
however, once the treatment begins, we ask that family members wait in the waiting room. This allows
the doctor to concentrate on the patient. Our experience with children indicates that they do better
whenever parents remain in the waiting room.

CONFIRMATION = As a courtesy to our patients, our office will try to confirm your appointment at least
one business day in advance. Please let us know on the registration form any special requests or
preferences regarding methods to be used to confirm your appointment.

CANCELLATION — It is the patient’s responsibility to contact us if an appointment cannot be kept. We
ask that at least one business day notice be given. However, we realize that emergencies and illness
can happen without warning, so please call us as soon as possible. All communications regarding an
appointment are documented in the patient’s chart. After two consecutive appointments missed or
“no-showed”, an up-front, non-refundable $100 deposit will be required to make a third
appointment. This deposit will go towards planned treatment, or be forfeited if this last appointment is
again missed.

REGISTRATION

REGISTRATION — The patient’s name should be written without abbreviation, and the date of birth
given. Please fill out this form completely except for the insurance information section. Our staff will do
that for you. On each visit you will be asked to verify all the information on your registration form.

RESPONSIBLE PARTY — If someone other than the patient is responsible for the account, that section
must be completed and signed by that person. Statements, refunds, in the case of overpayment, will be



sent to the responsible party. We will not assume that the person providing insurance for the patient
will also be the responsible party, unless it is so declared by the patient. '

COLLECTION — INSURANCE

DENTAL INSURANCE — Even though our practice is an in-network provider for several PPOs, we still offer
the service of filing any insurance claim as a courtesy to our patients. However, we ask that you review
the guidelines of your insurance coverage every year, especially if you experience a change in your
employment, or your insurance carrier. Please make us aware of any changes, so that your claim may
be processed without delay. We will verify your coverage and receive a breakdown of benefits,
however, without prior notice, we will be unable to accomplish this before treatment. IN THIS CASE,
THE PATIENT WILL BE REQUIRED TO PAY FOR SERVICES AT THE TIME OF TREATMENT AND RECEIVE AN
INSURANCE REIMBURSEMENT LATER.

Dental plans have become very complex and changeable, and our office cannot be held responsible for
knowing all the particulars of the many plans. However, we desire that all our patients receive the
maximum insurance benefit, so for major treatment plans, a pre-determination will be filed with your
insurance. Our office strives to make treatment plans affordable for all our patients, using all available
insurance benefits possible. However, all patients should expect that their patient portion or
deductible would be collected at the time of their treatment visit.

COLLECTION — NO INSURANCE

Fees are expected to be paid when services are rendered. Our office staff will be happy to pre-
determine an estimate fee for your treatment at your request. Please be prepared each visit to remit
your portion due. We accept cash, check, Care Credit, Visa, MasterCard, and Discover credit cards.

FRAUDULENT CHECKS — Checks returned for any reason will be assessed a penalty totaling the bank
return fee. The patient will be notified and will be expected to clear the account with cash, credit card
or money order within 10 days.

COLLECTION COST — Accounts are considered past due if a patient fails to remit their balance within 30
days of receiving a statement. Past due accounts will be assessed a MINIMUM collection fee of 35% of
the balance owed. This fee may increase if the doctor incurs additional cost for collection involving a
collection service, magistrate’s court or lawyer fees. Patients with delinquent account are subject to
refusal of further treatment.

Our office is in compliance with the Health Insurance Portability and Accountability Act (HIPAA).
Patients and/or their guardian can request a copy of our “Notice of Privacy Practices” and will be
required to sign our “Consent for Use and Disclosure of Health Information” form either giving
consent or refusal regarding the privacy of their information. This form is permanently placed in the
patient’s records.

Please sign below indicating that you have read this form and will comply with the above policies.

Date i i

Signature of Responsible Party/Patient



Epworth Sleepiness Scale'’

How likely are you to nod off or fall asleep in the following situations, in contrast to feeling just
tired? This refers to your usual way of life in recent times.

Even if you haven’t done some of these things recently, try to work out how they would have
affected you. It is important that you answer each question as best you can.

Use the following scale to choose the most appropriate number for each situation.

Would
never
nod off

0

Slight
chance of
nodding off

1

Moderate
chance of
nodding off

2

High chance
of nodding off

3

Sitting and reading

Watching TV

Sitting, inactive, in a public place
(e.g., in a meeting, theater, or
dinner event)

As a passenger in a car for an
hour or more without stopping
for a break

Lying down to rest when
circumstances permit

Sitting and talking to someone

Sitting quietly after a meal
without alcohol

In a car, while stopped for a few
minutes in traffic or at a light

Add up your points to get your total score. A score of 10 or greater raises concern: you may
need to get more sleep, improve your sleep practices, or seek medical attention to determine

why you are sleepy.
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Patient Consent for Use of Photography and Videography

Dr. Trey Vereen
15 Tea Olive Court Aiken, SC 29803
803.642.5747

Patient Name:
Date of Birth:
Phone Number:
Email Address:

At Dr. Vereen Dental, we often take photographs and/or videos of patient treatments and
outcomes for purposes such as clinical documentation, education, marketing, and promotion,
including use on our website, brochures, and social media platforms.

Please read the following statements carefully and indicate your consent below:

Consent and Authorization

I, the undersigned, hereby authorize Dr. Vereen Dental and its authorized representatives to
take and use photographs, video recordings, and/or digital images of me, including images of
my face, teeth, mouth, and treatment results.

I understand and agree that these images may be used for the following purposes:

e Educational presentations, including for other dental professionals

e Marketing and promotional materials, including but not limited to brochures, websites,
and social media (e.g., Facebook, Instagram, etc.)

e Display in the dental office as examples of clinical work



| understand that:

1.

Confidentiality & HIPAA Compliance: No full name or personal identifying information
will be disclosed or used in connection with any images or videos without my explicit
consent, in compliance with the Health Insurance Portability and Accountability Act
(HIPAA).

Voluntary Participation: This authorization is voluntary and | may revoke it in writing at
any time by submitting a request to the office. However, | understand that revocation will

not apply to any information or images already used or disclosed.

Compensation: | will not receive financial compensation for the use of these images or
recordings.

Ownership: All images and recordings taken shall be the property of Dr. Vereen Dental.

Indefinite Use: | authorize use of these materials indefinitely unless | revoke this
consent in writing.

Consent and Release

1 YES, | give consent for Dr. Vereen Dental to use my images/videos for the purposes
described above.
1 NO, | do not give consent.

Patient/Guardian Signature:

Print Name:

Date:
If Patient is a Minor, Parent/Guardian Name:

Relationship to Patient:
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