Patient Registration Form

Name:

Birth date; Age: Ss# date:
Occupaticn Work#({ 1} Marital Status: Single/ Married/ Divorced/ Widowed
Mobile §{ ) Home #{ } Ernail;
Home Address: Zip:
Person responsible for Acct: Relationship: Mobille#{ i
Who told you about us?
Do vou have Dental insurance? Yes / No With
if so, whao is the policy holder? Name: DOB: SSN:;
Are you currently having dentai problems?
Circle yes or no to the following guestions: Are you now taking?
1 Areyou under the care of 2 physician Yes  Ho 1. Drugs for high blood pressure? Yes [ No
2 Haveyou ever had high biood pressure. Yes Neo 2. Drugs for sleep? Yes [ No
3. Hasa physician gver said you have heart roubie Yes No 3. Cortisone, stercids or ACTH? Yes / No
&, Do you have Mitrai Vaive Preiapse. Yes No 4. Amcoagulants of biood thinners? Yes / No
5. Do you have artificial joints... Yes No 5. Tranguitizers or sedative? Yes / No
8. Have you had an abnormal bleeding foliowing a cut or extraction. Yes No & Antbiotics? Yes f No
7. Has 2 pirysician or dentist evey said you have cancer. Yes No 7. imsulin? Yes / No
& Are you aliergic to Peniciliin, Novocain, Codeine or any other medicing ... Yss No 8. Please list any medications you are currently
#350 what? taking_ :
=3 Is the patent allergic to anything sther then medicine Y No
fso what?
. { Iunderstand that rent is gue at

Do you have or itad ever had or ever had? i ‘er . - p?.yzz?en :

| the time of service, I will pay today by:
1 RRSUMETC FOVEL i rsssne s Yes No 15, HIVAIDSmwwcwemme~ Y85 No ! CASH- CHECK- CREDIT CARDo
2. Heart disease or Pacemaker........... Yes Mo 16. SHOKE?o .o, Yes No i

L - - >) i

3. Anfmla, 1eukem:a_ rx law platelets... Yes No 17, Stomach vicer?.mm. Yes  No " Iverify that the preceding information is true. |
4. Epilepsy or convuisions.. No 18 Heart Murmur?......... Yes No : shori : A ind cr i o e
3. Asthma or hay Tever.... No  1S. Prosiate trouble.......... Yes No , qurorize Te'e_{fse ~ 1.'2,-522'?;'::2‘.::'0!: A mfi.. m"zc?
5 TubercuicsiS .o, Na 20, HMepatitis?....ccveececveenrann Yes Neg ! company. {will aliow Heungjoe Sung DDS and his
7. Disbetes? How IONEZ.m.murcrrrorsrnen No 21 Eczema of hives?....... Yes Ne | associates to discuss my conditions with my
8. Kidneyirouble?, ... No 22, Psychiatrictreatment?... Yes No i physician(s; and o reguest megice! information
& Liver trouble or Jaundice. .cwmrrn Yes No 23 Ne { from them. | quthorize the office of Reungjce
10, Thyroid toubie O Z20MET i Yes No ' Sung, DS to ebtain and verify c credit report |
;; SYDRIS v Yes  No | also acknowledge that I have been given or
1z ialﬂt!ﬂg or gizziness..... Yes  Ne | offered a copy of the offices “Notice of Privagy
i3. Glauccma Yes Ne | Practice®
14, Arthritis Yes No j acsee

Initiaj Date




Dear patients, o

Due to our increase of No Show and Cancellations in the same day, we were .
having a hard time 1o provide the best service tc those who confirm and keep
their appointments. To serve you better, we created a new policy Tor canceiiations

43

ng confirmations. Please read carefully and sign beiow. We appreciate your
cooperation! Thank Yout!

Cancellation Policy

L . s

I "~ - i -ii sed i -~ M ] e g
i agree tC keep all scheduied appointments uniess | notify

the office at least 48 hours pricr 1o appointments.

| understand that faiiure 1o keep 2 scheduied appoinim

will resuit in an appointment fee of $25.

Confirmation Policy

< me T "M U femnt o i
€asC respond TC CUr Lontirmation Ca:/ 18Xt 3 Gays pricr 1©
imt

appointment 1o ensure we can keep your scheduied

appointment.

X >

Signature of Patient, Parent of Guardian



TRUE LOVE
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Dr. Henry Sung, D.D.S.
Tel: (301) 834-6441 Truelovedental@gmail.cam
610 9™ Ave, Brunswick, MD 21716

Cancellation and Reschedule of Appointments
| agree to keep all schedules appointments unless | notify the office at least 48 hours prior fo the
appointment. | understand that failure to keep a scheduled appointment may result in o missed

appointment fee of $25.
However, if we are able fo fill your appointment spot with less than 48 hour notice, you will not be charged.

Consent for Services and Financial Information

| hereby authorize True Love Dental to take x-rays, models, photographs and other diagnostic aids
deemed appropriate by True Love Dentfal to make a thorough diagnose of my/my child’s dental needs.
Upon such diagnosis, | authorize True Love Dental to perform all recommended freatment mutually agreed
upon by me, and to employ such assistance as required to provide proper care. | agree to the use of
anesthetics, sedatives and other medication as necessary. | fully understand that using anesthefic agents
embodies certain risks. | understand that | can ask for a complete recital of any complications. i understand,
acknowledge, and agree thai photographs and images of me may be shown to other patients, potential
patients and doctors for tfreatment and educational purposes. | further understand that my name or
identifying information will be kept confidential.

Financial information: As a courtesy. this office will help prepare and submit your insurance forms.
However, | understand that any fees not covered by my insurance are my final responsibility. By signing this
form, | authorize this office to submit insurance claims and to contact my insurance company on my behalf.
In consideration for the professional services rendered to me or at my request, | agree to pay for all services
regardiess of insurance coverage.

| understand that any fees estimated provided by this office for my dental care is only extended for
a period of ninety (90) days from the date of the patient examination.

As a condition of your treatment by this office, financial arrangements must be made in advance.
The practice depends upon payment from the patients for the costs incurred in their care, and financial
responsibility on the part of each patient must be determined before ireatment. All emergency dental
services, or any dental services performed without previous financiat arrangements, must be paid in cash at
the fime of service. **A service charge of 18% per year will be charged to my account on an unpaid
balance or the account will be sent to collection agency uniess previously written financial arangements
are made. | understand that 3¢ party financing options such as MORE Credit and Denefits are available to
assist with payments. | understand that in order to be approved for a MORE credit plan that a credit check
will be administered {with Denefits a credit check is not required). By signing this form, | authorize a credit
check to be administered if | am asking for credit o be extended to me.

| understand that in the event that | default in the payment of fees due to True Love Dental, | will be
responsible for all expenses incurred by True Love Dental including, bui not limited to attorney fees,
collection expenses, discretionary cost and court costs associate with collection outsiancing fees. | also
undersiand that negative payment information may be reported to credit agencies.

X | Date:

Signature of Patient, Parent or Guardian
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PATIENT ACKNOWLEDGEMENT FORM FOR RECEIPT OF NOTICE OF PRIVACY PRACTICES
CONSENT/LIMITED AUTHORIZATION & RELEASE FORM

‘You may refuse to sign this acknowledgement & authorization. In refusing we may not be allowed to process your insurance claims.

Date: Patient Name: __

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM RECEPTION AREA:
- First Name Only = Proper Surname 2 Cther

PLEASE LIST ANY OTHER PARTIES WHQ ARE ACTIVELY INVOLVED N YOUR HEALTH CARE AND WHO CAN HAVE ACCESS TO
YOUR HEALTH INFORMATION: (This includes step parents, grandparents and any care takers who can have access to this patient’s records):

Name: Relationship:

Name: Relationship:

| AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENTS, TREATMENT & BILLING INFORMATION VIA:

= Cell Phena Cenfirmation 3 Emait Confirmation
- Text Message to my Call Phone - Work Phone Confirmation
- Home Phone Confirmation ' - Any of the Above

t AUTHORIZE INFORMATION ABOUT MY HEALTH BE CONVEYED VIA:

= Ceil Phone Confirmation ~ Email Confirmation
- Text Message to my Cell Phone N <4 Work Phone Confirmation
— Home Phone Confirmation Z Any of the Above

| APPROVE BEING CONTACTED ABOUT SPECIAL SERVICES, EVENTS, FUND RAISING EFFORTS or NEW HEALTH INFO on
behalf of this Healthcare Facility via:

= Phone Message = Any of the Above
= Text Message - None of the Above (opt out)
- Emaii

In signing this HIPAA Patient Acknowiedgement Form, you acknowledge and authorize, that this office may recommend products or services to promote your improved health.

This cffice may or may not receive third party remuneration from these affiliated companies. We, under current HIPAA Omnibus Rule, provide you this information with your knowl-
edge and consent,

The undersigned acknowledges receipt of 2 copy of the currently effective Notice of Privacy Practices for this

healthcare facility. A copy of this signed, dated document shall be as effective as the original. MY SIGNATURE WILL

ALSOSERVEAS APMI DOCUMENT RELEASE SHOULD I REGUEST TREATMENT OR RADICGRAPHS BESENTTO
TTEMDIMG DQCTOR / FACILITIES IN THE FUTURE.

Please -7 name of Patient Please sigr Patient / Guardian of Patient

Legal Representative / Guardian Relationship of Legal Representative / Guardian

OFFICE USE ONLY

As Privacy Offices, | atternpted to obtain the patient’s (or representatives) signature on this Acknowledgement but did not because:
o It was emergency treatment

"1 could not communicate with the patient

. The patient refused to sign

< The patient was unable to sign because

.. Other (please describe)

Signature of Privacy Officer

RiPAL MALZ EASY® / ©20C0%/2020 Al Rights Reserved ‘ 60 HIPAA MANUAL TO OMNIBUS RULE STANDARD
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CUSTOMIZED TREATMENT AND PRESENTATION QUESTIONNAIRE «

Trous ton
LN

Patient Name:

Reason for visit: : Approximate date of last dental visit:

What is your primary concern you'd like us to address today?

when it comes to your oral health, do you prefer to be Proactive? Someone who likes to avoid complications. Who'd rather take care of
an issue today instead of letting it worsen over time which might cost more time, visits, money and/or pain to fix down the road?

O Yes O No

Do you consider yourself more of a reactive person—someone who would rather wait to deal with any issues after they develop, even if
that means costing you more time, visits, money and/or pain to fix down the road? () Yes (O No

ing the dental office for treatment? Would you like us to discuss sedation options that

Do you have a high dental anxiety or fear when visiti
can keep you as comfortable as you'd like to be butalso make you remember as litthe albout your visit as you want? () Yes No

Do you prefer to pay your bill in full or would you rather look at breaking your bill out into monthly payments over time, either ata low
interest or 0% interest rate?

What do you value most in a dental office? Please write answer below.

Cosmetic - You most value how your teeth look. Want them straight. Want them white.

Function - You most value an ability to enjoy your favorite foods and drinks. Don't want to be limited to just eating on one side or area. No
food or drink should be off limits to you.

Comfort - You most value NOT being in pain or having any tooth or gum sensitivities. Example: | can't eat this anymore because it hurts or
is sensitive.

Lohgevity - You most value the ability to have your natural teeth forever, You wish to have the work you have done in the chair to last as
long as possible.

What is the most important objection or obstacte you have to visiting a dental office? Please write answer below.

No objections or obstacles - | come faithfuily every 6 months and value my dental health. Fear-Of pain. Noises. Environment. Past
experiences.
Time - Night schedule. Getting appointments to suit your schedule. Not able to take off work, etc. Getting in and out of office quickly.
Have NOT had a sense of urgency - Nothing really hurts so haven't seen need to go to dentist in years or something has been hurting at
some level for a while but {'ve been able to live with it.

- Knew | needed alot of work, didn't have money to address any issues found.
No Trust - Felt you were told you needed treatment you didn't need. Felt ripped off. Bad previous experience. Did n't give me any data to
support treatment they recommended.

Do you prefer to pay off your balances over time or pay them in full so nothing is owed?

Do you prefer to break your appointments up into smaller visits and scheduie out over time?

Do you prefer to get any necessary treatment done today, if possible, as getting into the office is a challenge for you?




