
 



 



  
 

 
 

Stephanie L.Santos, DDS 
Vinita J. Folck, DDS 

281 Independence Blvd., Suite 210 
Virginia Beach, VA 23462  

Telephone 757-499-9639 
Fax 757-490-0808 

 
 
 

Privacy Practices Acknowledgement 
 

I have received the Notice of Privacy Practices and I have been provided an opportunity 
to review it.  
 
Name__________________________________ 
 
Birth Date_________________ 
 
Signature________________________________     Date_______________ 
 
 
 

Individual Patient’s Authorization 
 

This form is to confirm your authorization to use or disclose your protected health 
information for a special purpose. 
 
Individual Patient (Parent or Personal Representative) confirming the authorization:  
 
I give my authorization to use or disclose my protected dental information. I give this 
authorization voluntarily.  
 
Name______________________________________ 
 
Address_________________________________________________________________ 
 
Telephone Number_____________________ 
 
Signature___________________________________ 
 

 
 
 
 
 



 
 

Stephanie L.Santos, DDS, PC 
Vinita J. Folck, DDS 

281 Independence Blvd., Suite 210 
Virginia Beach, VA 23462  

Telephone 757-499-9639 
Fax 757-490-0808 

 
Treatment and Financial Responsibility Statement 

 
Date: _______________ 
Social Security Number: (self) _____________ (spouse)_____________ 

 
I __________________________ (patient/parent), accept responsibility 

to pay for all services rendered to me, my child, or spouse.  
I understand that my insurance policy is a contract between my insurance 
company and I, and that I am financially responsible to Smile By Design 
(Stephanie L. Santos, DDS, PC, and Vinita J. Folck, DDS), for any fees not 
covered by insurance. 
 

In the event of default on any payments due Smile By Design 
(Stephanie L. Santos, DDS, PC, and Vinita J. Folck, DDS), I agree to pay all 
costs of collection including, but not limited to an attorney’s fee of 35% of 
the balance owing at the time of referral. 

 
All past due accounts may be charged a service charge of 1.75% per month 
on the unpaid balance (21% per annum). 
 

We are committed to providing you with the best possible dental care 
available. If you have dental insurance, we are anxious to help you receive 
your maximum allowable benefits. To do this, we need your assistance, and 
your understanding of our payment policy.  
 

At the time of treatment, you are responsible for providing our office 
with complete insurance information. As a courtesy to you, we will file your 
insurance claim. HOWEVER, YOU ARE EXPECTED TO PAY ANY CO-
PAYMENT, DEDUCTIBLE, OR PERCENTAGE NOT COVERED BY 
YOUR INSURANCE AT THE TIME OF SERVICE. WE ACCEPT CASH, 
CHECKS, VISA, MASTERCARD, DISCOVER, AMERICAN EXPRESS 
AND CARE CREDIT.  
 
 
Signature__________________________________ Date___________ 


