
Wekome
\r./e are pleased lo rl"lcome you to our practicE. Plea8s take a hw minut$ to fin od this torm as compl€toly as you can

PLEASE COMPLETE ALL 5 PAGES

Patient lnformation
Name Prefened Name: SSN#:

Last,

Address

First Middle or Nickname if any

Home Phone Cell Phone

Sex: oMale trFemale Age _ Birthdate / /

Patient Employed by

Business Address

Whom may we thank fur refening you?

City sttate zip

Email

osingle oManied owidowed trSeparated oDivorced

Occupation

Business Phone

Emergency Contacl: Home #: ( )

Relation:

Primary lnsurance
Person R6ponsible for Account

Cell#( ) Work #: ( )

Last Name First Name

SSN#:

M,I

Relation to Patient

Address (lf difierent from patient)

Birthdate I I

Cell Phone

City

Email

State zip

Person Responsible Employed by

Business Address

Occupation

Phone

Business Phone

lnsurance Company

Subscriber or Member lD #

Name of other dependents under this plan

Group#

Additional lnsuranco
ls patient covered by additional lnsurance?

Subscriber Name Relation to Patient

Address (lf difierent fiom patient)

Cell Phone Email

oYesoNo

Birthdate

Soc. Sec

lnsurance Company Phone

Name of other dependents under this plan

Group #Subscriber or Member lD #

Patient Medical History
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Physician's name Phone

Have you had any serious illnesses or operations? o Y o N

lf yes, describe

Date of last visit

Are you curently under physician care? o Y s N lf yes, describe

Women: Are you pregnant?

OBGYN Contac't lnturmation

oYoN or Taking birth control pills?oYoN

Check Yes or No rvhether you have had any of the follorving & Circle all that apply:

oYoN AIDS/HIV Positive oYoN Anaphylaxis

aYoN Anemia oYoN Arthritis, Rheumatism

cYoN Artificial heart valves oYoN Arlificialjoints When?_
oYtrN Asthma oYoN Atopic (allergy prone)

oYoN Back problems oYoN Blood disease

trYtrN Blood Transfusion oYoN Chemical dependency

oYoN Cancer oYoN Circulatory problems

trY o N Chemotherapy or Radiation BYE N Cough persistent

oYoN Diabet$ oYoN Drug /AlcoholAbuse

trY o N EpileNy / Fainting trY tr N Excessi\re Bleeding

oYtrN Food allergies;_ oYtrN Glaucoma

oYa N Frequent Headaches or Migraines oY o N Heart Problems (murmur, a-fib, comnary, etc.)

oYoN Hemophilia/Abnormalbleeding Describe

t

,

I

oYoN Hepatitis

o Y o N Jaw pain or surgery

trYtrN Liver disease

oYoN Mitralvalveprolapse

o Y o N Pacemaker or other hearl surgery

o Y tr N Rapid weight gain or loss (Circle one)

oYtrN Respiratorydisease

aYoN Shingles

trYtrN Shortness of breath

trYtrN Skin disease

Herpes

High or Low blood pressure (Circle one)

Kidney disease or malfunction

Mental Health Disorders

Nervousne$ / Anxiety

Psychiatric care

Cortisone treatments

Rheumatic or Scarlet fever (Circle one)

Sinus Problems

nYoN
oYuN
oYoN
oYoN
oYoN
cYaN
oYoN
oYoN
oYoN

trYtrN Swelling of feet or ankles sYoN
oYoN Tobacco habit sYoN
oYo N Tuberculosis oYoN
oYEN Venereal disease oYoN
ls patient cunently taking any medications? lf yes, list all:

oYoN Slroke When?

Thyroid disease or malfunction

Tonsillitis

Ulcer / Colitis / Tumors (Circle all that apply)

Cholesterol

Does patient have drug allerg'res? lf yes, list all:

Family Medical History
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Do any ofthe patient's family members have any pertinent medical history and/or conditions that may afiecl the

patient's dental care? lf so, please indic€te below:

Dental History

Fomer Dentisl Date of last cleaning

Date of last dental check-up Date of last x-rays

Check Yes or No if you have had problems with any of the following

oYoNBadbreath

trYtrNBleedinggums

o Y o N Clicking or popping jaw

trY tr N Periodontal treatment

o Y o N Sensitivity to sweets

oY 0 N Sensitivity when biting

o Y o N Food Collection between teeth

o Y a N Grinding or clenching teeth

o Y o N Loose teeth or broken fillings

tr Y o N Sensitivity to cold

oYtrNSensitivitytohot

o Y o N Sores or groMhs in mouth

How oten do you brush? Floss

What can we help you with to improve your smile?

Have you ever experienced an dverse reaction dudng or in conjunclion with a medical or dental procodure? u Y o N

Vvhat is your main concem for today's visit?

ls there anything that we can do to make you feel morc comfortable today?

AUTHORIZATION
Permission is Oranted for the d€r*isi to perform procedures (induding evahinalion, taking radiog.aphs and obtainirE a medical and dental

hi8tory) in order to determine my or my crrild's dental trealrnent ne€ds and clinical assignment. I understand that radiog.aphs are an essential

tool in evaluating my or my child's trEatn€nt needs. I also urdoEtand theG is a minimal rEk associated with exposure to radiation and that all

appropriate precautions will be (ts€d to ke€p radiation exposure to a minimum. I undeEtand that I have the right to refils€ any procedure. I will

be respotsible to any negative results, if I refus€ treatnent against dental advhe ad refusal may result in termination of my or my dlild's

tleatment.

I have revieyJed the information on this questionnaire, and it iB accurate to the best of my knowledge. I undersland thal lhis intormalion will be

us€d by the dentist lo help determine appropriate ard healthful dental treatrnent. lf there is any change in my medical statues, I will inform lhe

dentisl. I authorize lhe insu.anca company indicaled on this fonh to pay to the dentist all insurance b€neft9 othoMlse payabl€ lo me tor sorvices

renderBd, I authorize the t6e oflhis signature on all insurance submission. I authoriza the der{ist to releas€ all in{onnation necassary to sec{re

tho paFent of bonefitE, I undoratand that I am financially r€aponEibl€ for ell charges wh€ther or not paid by inEurance.

Date

Co-Pays & Payments are due in full at the time services are rendered.
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HIPAA Consent Form
The federsl goyemmant rBquiras all riedical officos to maks pati€nb 8w8re that thoy heve dghts tBgatding tie use of thsir

pel3onal healli infomation.

I understand that I have certain rights to privacy regarding my prot8cled health infotmation. These rights are given lo me

under the Heallh lnsurance Portability and Accountability Act of 1996 (HIPAA). I understand that by signing this consent I

authorize you to use and disdose my prot6cl€d health infcrmation to cerry out:

o Treatment (including dir€d or indirecl treafnent by other h€althcare providers involved in my treatment).

. The day to day hoalthcare operations of your pradice.

. I h8ve also been informed of and given the rights lo review end sectjre a copy of your Notice of Privacy Practbes

which contains a more complete desgiption ol the use and disdosures of my prolected health information, and my

rights under HIPAA. I undcrstand that you rBerve the rigld to change the terms oflhis notica from timc to time and

that I m8y contacl you at any time to obtain lhe most curenl copy of this notice.

. I understand that I have the right to requ€t restric*ions on ho , my protecled heallh informaton is used and

disdosed to carry out troetrnent, payrnent End health care operations, but that you are not required to agree to these

request restric{ions.

. Ho ,ever, ifyou do agree, you are bound to comply with thie restriclion. I understand that I may revoke this

con8ent et any time, in writing, signed by you.

The Patient understands that:

. W6 will not release information !o any frrture doclor, attomey, lib insurance company, or workman's company

without your written consent.

o Protected healtt informalion may be us€d for treatment through one of your curent dodors (such as your primary

care physician or a specialist rebnal), psyment with your insurance company, or healthcare op€rations within our

offce.

. The prac*ic8 of Dr C€therine H. Cho reserv$ the right to change the notice of privacy practlces.

. The patient has lh€ right to retrid th€ use oftheir inbmation, but the praclica of Or. Catherine H. Cho do€3 not

have to agree lo lhesa restric.tions if, for o€mple, it interhr$ with payment, daily operations, or providing quality

health care.

. The patient may rcvoke this consent in witing at any time and all irture disclosures will then cease.

The prsdice of Dr. Calierine H. Cho may condition lreatrnenl upon the execution ofthB consenl (for example, you may be

required to pay your visit at the time of service)
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Signature Date _
Rolatiorchip to Pationt (if minor) _



Cancellation/Missed Appointment Policy

Our goal is to provide quality dental care in a timely manner. ln order to do so, we have had to

implement a cancellation/missed appointment policy. This policy enables us to better utilize avaihble

appointments for our patients in need of medical care.

Cancellation of an Appointment:
ln order to be respectful & prompt to the needs of all our patients, please be courteous and call

Smileworks Dentistry promptly, if you are unable to attend your scheduled appointment time. lf it is

necessary to cancel your scheduled appointment, we require that you call at least 24 hours in

e!ry9lgg and calling early in the day is appreciated. Appointrnents are in high demand, and your early

cancellation will give another person the possibility to have access to timely dental care. Late

cancellations will be considered as a "no-show". A "nc.show" is someone who misses an appointment

without cancelling it in an adequate manner. "No.shows" inconvenience those individuals who need

acc€ss to dental care in a timely manner. lf you fail to be present at the time of a scheduled

appointment it will be recorded in the patient's chart as a "no-sho\r/'. Failurc of canceling your

appointment or not lhowing up will rosult in a ml$ed appointment fee of 135.00 per hour billed to

your account. lfthree appointments are missed we reserve the right to dismiss you as a patient. Please

note lhat this missed appointment fe€ is NOT covered by insurance plans and is your responsibility to

pay in tull. _( lnitials )

How to Cancel Your Appointment:
To cancel appointments, please call (480) 8837730. lf you do not reach the receptionist you may leave

a detailed message on the voice mail. lf you would like to reschedule your appointment, please be sure

to leave us ),our phone number and let us know the best time to retum your call.

lf you have any questions, please do no hesitiate to ask us. We sincerely appreciate your understanding

and cooperation with this matter. Thank you with your assistance in complying with our policy

Pationt Slgnature (if under l8 havo legal guerdian 3lgn) Data
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