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OFFICE FINANCIAL POLICY  



       Payment is due at the time services are rendered. For your convenience we accept
cash, Visa, MasterCard, American Express, personal check, money order, or registered
check.



      Insurance benefits are determined by your employer and not your dentist. Any
deductible or estimated co-payment amount will be due at the time of treatment.
Insurance is not a guarantee of payment; insurance companies will not pay for all your
costs. Your insurance policy is a contract between you and your insurer. Your insurance
and payment are still your responsibility.  Upon your request, we would be happy to submit
a pre-determination to your insurance company prior to your treatment in addition to the
cost estimate you will receive from our office. As a courtesy we will be glad to file your
claim for you if you bring 1) your dental insurance wallet card and 2) all required employer
information. You will be expected to pay for services rendered if the office is unable to
verify your insurance information before treatment.  If payment for services already
rendered has not been paid in full within 45 days, either by you or your insurance company,
the remaining balance for treatment is considered due and collectible. 

      We reserve the right to charge and collect fees for broken appointments –
appointments that are cancelled or broken without 24-hours advance notice will receive a
$75 fee.  Appointments are reserved exclusively for you.  As a health benefit to you, we may
offer to move your appointment to an earlier time if openings arise.  

Returned Check Fee of $40 will be added to your account balance and is collectible.
Payment plans and financial arrangements can be entered into for comprehensive dental
treatment, prior to commencing treatment.
 Courtesies cannot be combined and are not to exceed 5%. I have read and understand this
financial policy.  

 _____________________________________              _____________________________________ 
        SIGNATURE                                                                PRINTED NAME     

 _____________________________________ 
         DATE        



ACKNOWLEDGEMENT OF RECEIPT OF STATEMENT OF PRIVACY PRACTICES  

I acknowledge that I have received a copy of the Statement of Privacy Practices for the
offices of Kevin M. Brown, Howard P. Jensen, and  Brian Fong.  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
health 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 M. Brown, Howard P. Jensen, and Brian Fong reserve the right to change the privacy
practices that are described in the Statement of Privacy Practices.  If privacy practices
change, I will be offered a copy of the revised Statement of Privacy Practices at the time of
my first visit after the revisions become effective.  I 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, I
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  

______________________________________     
Signature of Patient or Personal Representative                                         

 ______________________________________
Name of Patient or Personal Representative                              
 _______________________                                          ____________________________________________________
Date                                                                          Description of Personal Representative’s Authority   

OFFICE USE ONLY BELOW THIS LINE 

RECORD OF ACKNOWLEDGEMENT NOT OBTAINED  
PROVIDED PRIOR TO TREATMENT     (  ) YES     (  ) NO                                                                           
 DATE PROVIDED:_______________________ 
REASON FOR DENIAL:     NEEDED MORE TIME TO REVIEW STATEMENT OF PRIVACY PRACTICES                          
                                                WANTED TO CONSULT WITH ANOTHER PERSON BEFORE SIGNING                    
                                                UNABLE TO SIGN  REASON NOT GIVEN                                
                                                OTHER(EXPLAIN)__________________________________________________________
                                                                                 ____________________________________________________________ 
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Digital Photography Informed Consent 

I, _______________________________________, a patient of Dr. Kevin
Brown, Dr. Howard Jensen and/or Dr. Brian Fong have
consented to digital photography. I understand that

photographs may be taken during my dental procedures to
enhance laboratory communication and the final result of

my treatment. I also give my consent for Drs. Brown, Jensen,
and Fong to use photographs of my treatment for teaching
and educational purposes. They may also use them in the

office photo albums. website and/or social media. No names
will be used when showing the photos.










Signature of patient or personal representative: 
_____________________

Date:
____________



MEDICAL HISTORY  

 
Do we have your permission to use email to confirm your appointments? □Yes □ No 
If yes, please provide:_______________________________________________________ 

To the best of my knowledge, the questions on this form have been accurately answered. I 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 __________________________________________________ DATE ______________________ 

PATIENT NAME _______________________________________________ Birth Date _____________________________________ 

Are you under a physician's care now? □Yes □No If yes, please explain: _____________________________________________ 
Have you ever been hospitalized or had a major operation? □Yes □No If yes, please explain: _____________________________________________ 
Have you ever had a serious head or neck injury? □Yes □No If yes, please explain: _____________________________________________ 
Are you taking any medications, pills, or drugs? □Yes □No If yes, please explain: _____________________________________________ 
Do you take, or have you taken, Phen-Fen or Redux? □Yes □No ______________________________________________________________ 
Have you ever taken Fosamax, Boniva, Actonel or any ______________________________________________________________ 
other medications containing bisphosphonates? □Yes □No If yes, please explain: ____________________________________________ 
Are you on a special diet? □Yes □No 
Do you use tobacco? □Yes □No 
Do you use controlled substances? □Yes □No 




Women: Are you Pregnant/Trying to get pregnant? □ Yes □ No Taking oral contraceptives? □ Yes □ No Nursing? □Yes □ No 
Are you allergic to any of the following? 
□Aspirin □Penicillin □Codeine □Acrylic □Metal □Latex □Local Anesthetics □Sulfa 

Other If yes, please explain:_____________________________________________________________________________ 

Do you have, or have you had, any of the following? 










































Have you ever had any serious illness not listed above? Yes No If yes, please explain: __________________________________________ 




Comments:___________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________
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