
TIME 3:51 PM

PATIENT REGISTRATION

DATE 10/29/2013

Patient Information

Additional Comments:Referred By:

Previous Dentist:

Emergency Contact:

Emergency Contact #:

Primary Insurance Information

Responsible Party (if someone other than the patient)

ID:

First Name:

Policy Holder
Responsible Party

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Section 2

Full Time Part Time Retired

Section 3

Address 2:

State / Zip:

Sex: Marital Status: Married Single Divorced Separated Widowed

E-mail: I would like to receive correspondences via e-mail.

Address:

City:

Male
Other

Female

Birth Date:

Full Time Part Time

Employment Status:

Student Status:

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg.:

Name of Insured: Self Spouse Child Other

First Name:

Address 2:

First Name:

Address:

Home Phone:

Birth Date: Drivers Lic:Soc Sec:

Work Phone: Ext: Cellular:

City, State, Zip: Pager:

Last Name: Middle Initial:Last Name:

Insured Soc. Sec: Insured Birth Date:

Secondary Insurance Information

Name of Insured: Self Spouse Child Other

Rem. Deduct: .00

Employer:

Address:

Address 2:

City,State,Zip:

Ins. Company:

Address:

Address 2:

City,State,Zip:

Rem. Benefits: .00

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City,State,Zip:

Ins. Company:

Address:

Address 2:

City,State,Zip:

Rem. Benefits: .00 Rem. Deduct: .00

Soc. Sec:Age: Drivers Lic:

Chart ID:

Home Phone: Work Phone:

Pager:

Ext: Cellular:

Last Name: Middle Initial:

Patient Is:

Relationship to Insured:

Relationship to Insured:

Preferred Name:



TIME 3:51 PM DATE 10/29/2013

MEDICAL HISTORY

PATIENT NAME _______________________________________________ Birth Date _____________________________________ 

SILVER LAKE SMILES FAMILY DENTISTRY

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

Yes No

Are you allergic to any of the following?

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 ______________________

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body.  Health problems that you may 

following questions.
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.  Thank you for answering the

If yes, please explain:Are you under a physician's care now? Yes No

Have you ever had a serious head or neck injury?
Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux?

Yes No If yes, please explain:
Yes No If yes, please explain:
Yes No If yes, please explain:

Comments:

Cortisone Medicine
Diabetes
Drug Addiction
Easily Winded
Emphysema
Epilepsy or Seizures
Excessive Bleeding
Excessive Thirst
Fainting Spells/Dizziness
Frequent Cough
Frequent Diarrhea
Frequent Headaches
Genital Herpes
Glaucoma
Hay Fever
Heart Attack/Failure
Heart Murmur
Heart Pacemaker
Heart Trouble/Disease

AIDS/HIV Positive
Alzheimer's Disease
Anaphylaxis

Arthritis/Gout
Artificial Heart Valve
Artificial Joint
Asthma
Blood Disease
Blood Transfusion
Breathing Problem
Bruise Easily
Cancer
Chemotherapy
Chest Pains
Cold Sores/Fever Blisters
Congenital Heart Disorder
Convulsions

HerpesAnemia
Angina

If yes, please explain:Yes NoHave you ever had any serious illness not listed above?

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Rheumatism
Scarlet Fever
Shingles
Sickle Cell Disease
Sinus Trouble
Spina Bifida
Stomach/Intestinal Disease
Stroke

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Rheumatic Fever
Renal Dialysis

Radiation Treatments
Recent Weight Loss

Yes No
Yes No
Yes No

Hepatitis B or C

High Blood Pressure

Yes No
Yes No
Yes No
Yes No

Hemophilia
Hepatitis A

Pain in Jaw Joints
Parathyroid Disease
Psychiatric Care

Yes No
Yes No
Yes No

Hives or Rash
Hypoglycemia
Irregular Heartbeat
Kidney Problems
Leukemia
Liver Disease
Low Blood Pressure
Lung Disease
Mitral Valve Prolapse

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis
Tumors or Growths
Ulcers
Venereal Disease
Yellow Jaundice

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Other

Aspirin

If yes, please explain:

Pregnant/Trying to get pregnant? Yes No Taking oral contraceptives? Yes No Nursing? Yes No
Women:  Are you

Are you on a special diet? Yes No
Do you use tobacco? Yes No

Do you use controlled substances? Yes No

Yes No

Have you ever been hospitalized or had a major operation?

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphosphonates? Yes No

Yes No

Metal Latex Sulfa drugsPenicillin Codeine Local Anesthetics Acrylic

High Cholesterol

Osteoporosis Yes No



OUR NOTICE OF PRIVACY PRACTICES 
By law, we must abide by the terms of this Notice of Privacy Practices until we 
choose to change it. We reserve the right to change this notice at any time as allowed 
by law. If we change this notice, the new privacy practices will apply to your health 
information that we already have as well as to such information that we may generate in 
the future. If we change our Notice of Privacy Practices, we will post the new notice in 
our office, have copies available in our office and post it on our web site. 
 
COMPLAINTS 
If you think that we have not properly respected the privacy of your health information, 
you are free to complain to us of the U.S Department of Health and Human Services, 
Office for Civil Rights. We will not retaliate against you if you make a complaint. If you 
want to complain to us, send a written complaint to the office contact person at the 
address, fax, or email shown at the beginning of this Notice. If you prefer, you can 
discuss your complaint in person or by phone. 
. 
NEW PATIENT ROUTINE CHECK UP 
To make a complete and comprehensive assessment for our new and current patients, 
as a regular routine check up, we perform these services as needed; 
Comprehensive exam (D0150) 
Periodic oral exam (D0120) 
Prophylaxis (D1110) 
*Perio Maintenance­ for those that have completed a deep cleaning (D4910)  
*Debridement­ possibility for those that have not completed a cleaning in 2 years or 
more (D4355) 
Panoramic film (D0330) 
Bitewing xrays (D0274), 
Intraoral periapical film (D0220, D0230) 
without obtaining a signed treatment plan from our patients unless otherwise specified 
by the patient.  
 
Patients are responsible for knowing the benefits and coverage of their individual 
insurance. 
 
Acknowledgement Of Receipt 
I acknowledge that I agree with and received a copy of Dr.Ong's Notice of Privacy 
Practices. 
Patient Name____________________________________________________ 
Signature__________________________________________Date_________ 
 
 
*possible patient portion depending on insurance coverage 



Silver Lake Smiles Family Dentistry Office and Financial Policy

Thank you for choosing our office as your dental health care provider. We are committed to providing you
with the highest quality lifetime dental care. Everyone benefits when office and financial policy
arrangements are understood. In order that we may have a definite understanding in regard to the
payment for dental services, the following is our policy.

Payment is due at the time service is provided. We accept cash, personal checks, cashier’s

checks, Visa, MasterCard, Discover and Care Credit.

Patients who carry dental insurance understand that all dental services furnished are charged

directly to the patient and that he or she is personally responsible for payment of all dental

services regardless of dental insurance. As a courtesy to you we will help you process all your
insurance claims. We ask that you pay the deductible and co­payment, which is the estimated amount not
covered by your insurance company at the time we provide service to you. We must emphasize that this is
only an estimate and all charges you incur are your responsibility regardless of your insurance coverage.
Insurance companies have a wide variety of rules, plan limitations and exclusions that our office may not
be aware of. Once insurance has paid their share, a statement will be sent to you for any remaining
balance and will be due upon receipt. If your insurance company has not made payment within 45 days,
the unpaid balance becomes your responsibility and is subject to finance charges and the collection
process.
All Patients must provide an ID card & Insurance card (if applicable) to be copied at the time of the
appointment. We also require home and/or cell telephone numbers, as well as a contact number to use in
case of emergency.
Cancellation & Late Policy:

Your appointment time is reserved for you. If you are late for your appointment, we may not be able to
accommodate you. If you think that you will be late, please call as soon as possible so that we may advise
you if your late arrival can be accommodated, or if we will need to reschedule you. We maintain a very
strict schedule and must insist that appointment times be respected. For cancellation we require 24 hours
advanced notice. In cases of 2 broken appointments in which 24 hours of notice was not given, we
will apply a $25 charge to your account which is required to be paid prior to the next scheduled
appointment. An answering machine or email is available for messages left after business hours. Three
missed appointments may result in dismissal as a patient.

We will be happy to answer any questions you may have concerning your care or our policies. Significant
costs are incurred in carrying our patients’ accounts. To control these costs and help keep fees down, it is
necessary to adhere to these policies.

CONSENT: I HAVE READ, UNDERSTAND AND AGREE TO THE ABOVE TERMS AND CONDITIONS. I
AUTHORIZE MY INSURANCE COMPANY TO PAY MY DENTAL BENEFITS DIRECTLY TO MY DENTAL OFFICE.
The undersigned hereby authorizes Doctor to take X­rays, study models, photographs, or any other diagnostic aids deemed
appropriate by Doctor to make a thorough diagnosis of the patient’s dental needs. I also authorize Doctor to perform any and all
forms of treatment, medication and therapy that may be indicated. I also understand the use of anesthetic agents embodies a
certain risk. I understand that responsibility for payment for Dental Services provided in this office for myself or my dependents
is mine, due and payable at the time services are rendered. I further understand that a finance, rebilling, collection charge or
attorney fee will be added to any overdue balance.

________________________________                                           _____________________
Signature (Patient or responsible party)                                                      Date



Personal Health Information Disclosure Agreement  

for Silver Lake Smiles Family Dentistry 

 

I, _______________________________, do hereby grant permission for Silver Lake Smiles 

Family Dentistry, to disclose my personal health information to the following personal 

representatives(s): (spouse, sibling, parent, child, friend, etc.) 

              _______________________________________________________________ 

              _______________________________________________________________ 

              _______________________________________________________________ 

              _______________________________________________________________ 

 

Information to be disclosed (please check): 

 

�​  Able to leave voicemail  

�​  Appointment dates and times 

�​ Treatment plans and referrals 

�​ ​ Financial and billing information 
�​  Any other pertinent dental health information related to treatment at this office.  

�​  None of the above 

 

 

 

I understand that this permission will remain in effect unless a written cancellation has been 

provided to Silver Lake Smiles Family Dentistry. 

 

 

_______________________________     _________________ 

Patient Signature  Date 

 

____________________________  

Patient's Date of Birth 

 

________________________________     _________________ 

Witness Signature    Date 

 



CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION  
for updated guidelines effective April 2015 

 
Name: ____________________________       Date of Birth:________________________  

 

TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY. 
 

Purpose of Consent:​ By signing this form, you will consent to our use and disclosure of your protected health information to 
carry out treatment, payment activities, and healthcare operations. 

 

Notice of Privacy Practices​: You have the right to read our Notice of Privacy Practices before you decide whether to sign 
this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses 

and disclosures we may make of your protected health information, and of other important matters about your protected 

health information. A copy of our Notice accompanies this Consent. We encourage you to read it carefully and completely 

before signing this Consent. 

 

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our 

privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may 

apply to any of your protected health information that we maintain. 

 

Revoke:​ You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to 
the Contact Person listed above. Please understand that revocation of this Consent will not affect any action we took in 

reliance on this Consent before we received your revocation, and that we may decline to treat you or to continue treating you 

if you revoke this Consent. 

 

SIGNATURES 
I, ______________________________________________, have had full opportunity to read and consider the contents of 

this Consent form and your Notice of Privacy Practices. I understand that, by signing this Consent form, I am giving my 

consent to your use and disclosure of my protected health information to carry out treatment, payment activities and heath 

care operations. 

 

Signature: _________________________________ Date: _________________________  

If this Consent is signed by a personal representative on behalf of the patient, complete the following: 

Personal Representative’s Name: __________________________________________ 

Relationship to Patient: __________________________________________________ 

 
EMAILING  
In providing the best treatment for our patients, it might be necessary for us to email x­rays to other specialists or dentists. 

This allows other offices to have a better diagnostic tool available to them which will cost you less and permit you to have 

access to quicker service. 

 

I understand that x­rays, medical history, insurance card and information might need to be emailed to other specialists and 

dentists. I give my permission for this service. 

 

Signature: ________________________________  Date: _________________________ 

 

If this Consent is signed by a personal representative on behalf of the patient, complete the following: 

 

Personal Representative’s Name: __________________________________________ 

 

Relationship to Patient: __________________________________________________ 

 

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.  


