
 

PATIENT INFORMATION FINANCIAL INFORMATION 

Name: 
 
______________________________________________________  

Name of Person Responsible for this Account:  
 
________________________________________  

Relationship: 
 
_______________ 

Date of birth:  
_________________________ 

SSN: 
_____________________ 

Current address:  
___________________________________________________________  

Current address:  
_____________________________________________________  

City 
_______________________________ 

State 
________ 

ZIP 
___________ 

City 
___________________________ 

State 
________ 

ZIP 
___________ 

Current Patient to our Office?  
Yes or No? ____ 

SSN: ____________________ 

Home #: 
_____________________________ 

Mobile #:  
_____________________ 

Home #: 
_____________________________ 

Mobile #:  
______________________ 

Work # 
_____________________________ 

Email 
______________________ 

Work # 
_____________________________ 

Email 
_______________________ 

 
WHOM MAY WE THANK FOR REFERRING YOU TO US?  ____________________________________________________  

 

DENTAL INSURANCE INFORMATION 

Subscriber Name: ________________________________________________________________________________ _____________ 

Date of birth: _________________________________________ SSN: _______________________________________________ 

Insurance Company: ___________________________________ Group/Policy #:  _____________________________________ 

Address:  _______________________________________________________________________________________________ _____ 

City: _____________________________ State: ____________________________ ZIP Code: _________________________ 

Phone: ______________________________________________  Fax: _____________________________________ __________ 

Employer Name: ______________________________________ Parent Company: ____________________________________ 

Address:  __________________________________________________________________________________________________ _ 

City: ______________________________ State: _____________________________ ZIP Code: ________________________ 

Phone: ________________________________________________ Fax: _________________________________________ 

Relationship to Subscriber:  _____________________________________________________________________________________  

SECONDARY DENTAL INSURANCE INFORMATION 

Subscriber Name: _____________________________________ _________________________________________________________  

Date of birth: _________________________________________ SSN: _______________________________________________ 

Insurance Company: ___________________________________ Group/Policy #: ______________________________________ 

Current address: ______________________________________________________________________________ ________________ 

City: ______________________________ State: ____________________________ ZIP Code: __________________________ 

Phone: ______________________________________________ Fax: ________________________________________________  

Employer Name: _______________________________________ Parent Company______________________________________  

Address: ___________________________________________________________________________________________ _________ 

City: ____________________________ State: _____________________________ Zip Code: _________________________ 

Phone: ___________________________________ _____________ Fax: _______________________________________________ 

Relationship to Subscriber:  _____________________________________ ________________________________________________  

I, hereby authorize the doctor to perform any and all forms of treatment, medication, and therapy, 

that maybe indicated in connection with the dental of the patient above and further authorize and 

consent that the doctor chooses and employs such assistance as they deem fit. I also understa nd 

that previous to treatment, full explanation of the procedure(s) involved will be given by the doctor 

and/or their staff. I agree to pay for all services rendered by this office.  

_______________________________________  

Signature of Responsible Party 

____________________________________  

Relationship 

____________________ 

Date 
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Office Procedures 

 

1. Phone Confirmation: To cancel your appointment,  you must call 24 hours in advance or there is a per hour charge of 

$50 if you have an hourly appointment. 

 

2. Verbal Authorization: It is our office procedure to get verbal authorization from all new patients to confirm 

appointments and leave messages if patient is not available. Also, patient must call 24 hours in advance to cancel 

appointments.  It also our procedure that we get your insurance information so we can confirm the status of your insurance 

and get prior authorization for treatment as needed.  

Initials: ____ 

 

3. I authorize the following person/persons to be my personal representative, which means the doctor and staff may 

speak freely to the named personal representative regarding all my Protected Health Information, Medical and Treatment 

matters and Billings. 

 

Name Relationship 

_______________________________ _______________________________ 

_______________________________ _______________________________ 

  

_____________________________________ 

Patient's Signature                                Date 

  

4. I authorize the following person/persons to authorize medical treatment for my named children. The doctor and 

staff may speak freely regarding my child/children's Protected Health Information, Medical and Treatment matters and 

Billings. I understand that I am still responsible for the billing. 

 

Name Relationship 

_______________________________ _______________________________ 

_______________________________ _______________________________ 

  

_____________________________________ 

Patient's Signature                                Date 

  

5. I, ______________________________, authorize Smile by Design to examine and provide medical treatment. I assume 

full responsibility for any balance due. I authorize my insurance company to pay by check made out directly to Smile by 

Design. I authorize Smile by Design to release any medical or incidental information and restrictions of my insurance 

policy, to now which hospital, emergency rooms, laboratories, x-ray departments and specialists and specialist providers 

that  are assigned to me according to my insurance policy rule. It is Smile by Design's procedure to share Protected Health 

Information with labs, x-rays, consulting physicians and hospitals. We will call the pharmacy of your choice regarding 

prescriptions. We will only exchange minimum necessary Protected Health Information for each transaction. 

 

6. Our office is HIPAA-compliant and the staff has been trained in the HIPAA Privacy Act. We will do everything we can 

to protect Patient Health Information. However, our office was designed before the HIPAA Law, so please be respectful 

of other patients' privacy. 

 

I, ___________________________, agree to all of the above office procedures of Smile by Design and give my 

authorization to all of the above procedures. 

_____________________________________ 

Patient's Signature                                Date 
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____________________________________________________ 
Acknowledgement of Receipt of Information Practices Notice 

 

I, _________________________________ (Patient's Name), understand that as part my health care , 

Smile by Design originates and maintains health records describing my health history, symptoms, 

examinations and test results, diagnosis, treatment and any plans for future care or treatment. I 

acknowledge that I have been provided with an understand that Donian Shen, D.D.S. - Mountain View, 

CA Notice of Privacy Practices provides a complete description of the uses and disclosures of my health 

information. I understand that: 

 

 I have the right to review Smile by Design Notice of Privacy Practices prior to signing this 

acknowledgement. 

 

 Smile by Design reserves the right to change their Notice of Privacy Practices and prior to 

implementation of this will mail a copy of any revised notice to the address I've provided if 

requested. 

 

 

 

Signature of Individual or Legal Representative Witness _______________________ Date _______ 

 

Printed Name of Individual or Legal Representative Witness ___________________ 

 

 

 

 

 

 

 

 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but it 

could not be obtained because: 

 

o Individual refused to sign 

o Communication barrier prohibited obtaining the acknowledgement 

o An emergency situation prevented us from obtaining acknowledgement 

o Other (please specify) 

________________________________________________________ 

________________________________________________________ 

 

 

_________________________________      _____________ 

Privacy Official                   Date 

FOR OFFICE USE ONLY 
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Understanding Dental Insurance 

We have prepared this letter to help you better understand the complexities of dental 

insurance; we realize how confusing it can be.  To begin, we would like to highlight a 

misconception: dental insurance is not designed to pay for all of your dental care. Most 

contracts have yearly limits, treatment limitations and/or various degrees of "co-

payments". 

 

All levels of payment by insurance companies, including allowed fees, usual, customary 

and reasonable (UCR) are governed by the premiums paid. They have nothing to do with 

costs, our time, and our consistent dedication to providing our patients with the highest 

quality of dental care. Thus, there is often a discrepancy between the amount covered 

under your policy's UCR schedule, and the actual cost of the procedure. The discrepancy 

is the patient's responsibility.  

 

The treatment recommended by our practice is never based on what your insurance 

company will pay, as your oral health care and accompanying  treatment should not be 

governed by your insurance company contract. 

 

Thus, it should be understood that the dental insurance contract is between the 

insurance company and the patient.  If you are unclear as to whether a particular 

procedure is covered by your carrier, please submit a pre-estimate for treatment before 

scheduling. 

 

We hope this information has been helpful. Please take the time to review your insurance 

policy's nuances thoroughly so that we may best serve you. As always, you may feel free 

to ask any member of our staff for clarification on services, billing and insurance. 

 

 

 
 

SIGNATURE: _____________________________________________________ 

 

DATE: _____________________________________________________ 
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Financial Agreement 

As a condition of your dental treatment in this office, financial arrangements must be made in advance. This 

practice depends upon reimbursements from the patient and the insurance company for costs incurred in their visit at 

the time of service. Therefore, the patient must consider their financial obligation prior to the visit.  

 

All dental services including emergency services must be paid at the time services are rendered. 

 

Patients who carry dental  insurance must understand that this practice will do our best in preparing your insurance 

forms or *assist in making collections from insurance companies and will credit any such collections to the 

patient's account. However, our dental practice cannot render services on the assumption that our charges will be 

paid at 100% by an insurance company. Also, this office only accepts benefits from primary dental insurance claims. 

Claims for secondary insurance are the responsibility of the patient.  Insurance claims will be submitted by our 

office as a courtesy to you; however, you are responsible for the total payment of your account when insurance does 

not pay the estimated amount.  
 

A service charge of 1.5% per month (18% annually) on the unpaid balance of any account will be charged to all 

accounts with balances over 90 days. Any unpaid accounts with balances past 90 days will be turned over to a 

collection agency and/or an attorney in attempt to collect the remaining payment. All late charges are the sole 

responsibility of the patient. 

 

Patients must understand that the fee estimate listed is that, an estimate. Treatment plans developed in this 

practice are subject to change depending the specific dental condition.  

 

ACKNOWLEDGEMENT AND AUTHORITY: 

 In consideration for the services rendered to me by the doctor,  I agree to pay in full my estimated portion 

at the time of service (per the first paragraph). I also agree that I shall be responsible if a remaining 

balance exists once insurance has paid. I agree to pay all collection costs and attorney fees if a suit shall 

be suited.  

 I understand and agree to accept full responsibility for the payment of dental services, in full, at the time of 

service, unless other arrangements are made before service is provided. This applies regardless of my 

insurance status. I am aware that under no circumstances will my unpaid balance exceed 90 days from 

date of service, whether I have insurance coverage or not. In the event of non-payment of balance owed 

after 90 days, I understand and agree to be charged interest of 1.5% per month. 

 

 I have read and fully understand the above conditions of treatment and agree to its content. 

 

 

_________________________________________________ __________________ 

Signature Date 

 

 

*Please realize that we do file your insurance as a courtesy to you. Any questions/concerns regarding your claim is 

your responsibility to follow up on. We strive to provide you with timely and efficient service each time you visit 

our practice and in doing so your assistance is greatly appreciated. 
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Informed Consent: General Dentistry   

 

.  
1. EXAMINATIONS AND X-RAYS  
I understand that the initial visit may require radiographs in order to complete the examination, diagnosis and treatment plan. I 

understand I am to have work done as detailed in the attached treatment plan.  

(Initials ______)  

2. DENTAL PROPHYLAXIS (CLEANING)  
I understand the treatment is preventative in nature, intended for patients with healthy gums, and is limited to the removal of 

plaque and calculus from the tooth structures in the absence of periodontal (gum) disease.  

(Initials_______)  

3. TEMPOROMANDIBULAR JOINT DYSFUNCTION (TMD)  
I understand that popping, clicking, locking and pain can intensify or develop in the joint of the lower jaw (near the ear) 

subsequent to routine dental treatment wherein the mouth is held in the open position. Although symptoms of TMD associated 

with dental treatment are usually transitory in nature and well tolerated by most patients, I understand that should the need for 

treatment arise, then I will be referred to a specialist for treatment, the cost of which is my responsibility.  

(Initials ______)  

4. DRUGS, MEDICATION AND SEDATION  
I have been informed and understand that antibiotics and analgesics and other medications can cause allergic reactions causing 

redness and swelling of tissues, pain, itching, vomiting, and/or anaphylactic shock (severe allergic reaction). I have informed the 

Dentist of any known allergies. They may cause drowsiness, lack of awareness and coordination which can be increased by the 

use of alcohol or other drugs. I understand and fully agree not to operate any vehicle or hazardous device for al least 12 hours or 

until fully recovered from the effects of the anesthetic, medication and drugs that may have been given me in the office for my 

care. I understand that failure to take medications prescribed for me in the manner prescribed may offer risks of continued or 

aggravated infection and pain and potential resistance to effective treatment of my condition. I understand that antibiotics can 

reduce the effectiveness or oral contraceptives (birth control pills). I understand that all medications have the potential for 

accompanying risks, side effects, and drug interactions. Therefore,, it is critical that I tell my dentist of all medications I am 

current taking.  

(Initials _______)  

5.  PREMEDICATION/SEDATION 
Premedication/sedation has been prescribed either by my medical doctor (prior to treatment) or by the dentist to perform the 

treatment required. The instructions, expectations, and precautions have been explained. 

(Initials _______)  

I give my permission to receive the following as needed for treatment sedation: 

 Chloral Hydrate Syrup       Valium      Nitrous Oxide       Other: _________                Handout Given (Initials _______)  

 

6.  CHANGES IN TREATMENT PLAN  
I understand that during treatment it may be necessary to change or add procedures because of conditions found while working 

on the teeth that were not discovered during examination, the most common being root canal therapy following routine 

restorative procedures. I give my permission to the Dentist to make any/all changes and additions as necessary.  

(Initials ______)  

 
I understand that dentistry is not an exact science and that therefore reputable practitioners cannot properly guarantee results. I 

acknowledge that no guarantee or assurance has been made by anyone regarding the dental treatment I have requested and authorized. I 

understand that each Dentist is an individual practitioner and is individually responsible for the dental care rendered to me. I also 

understand that no other Dentist or corporate entity, other than the treating Dentist, is responsible for my dental treatment. I 

acknowledge the receipt of and understand post-operative instructions and have been given an appointment date to return.  

 

Signature _________________________________________________ Date: _____________________________________________  

 

Doctor: ___________________________________________________ Date: _____________________________________________  

 

 

 I am refusing radiographs and understand this dental office is unable to offer a comprehensive examination without 

radiograph. I understand that certain dental or periodontal conditions might go undiagnosed, and cannot hold this office 

liable for these undiagnosed conditions. 
 

Signature _________________________________________________ Date: _____________________________________________  
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