
 Jonathan Leung, DDS 
 Sandra Hsieh, DDS 

 Patient Information 
 Patient Name:  Date  : 

 Last,  First  MI  (Preferred Name) 
 Gender:  Family Status: 

 Social Security  #:  Birth Date: 
 Phone (Home):  (Work):  Ext:  E-Mail:
 Address: 

 Street  Apartment # 

 City  State  Zip Code 

 Health Information 

 Date of Last Dental Visit:  Reason for this visit: 
 Have you ever had any of the following?  Please check those that apply: 

 AIDS 
 ALLERGIES 

___________________ 
___________________ 

 Anemia 
 Arthritis 
 Artificial Joints 
 Asthma 
 Blood Disease 
 Cancer 
 Diabetes 

 Dizziness 
 Epilepsy 
 Excessive Bleeding 
 Fainting 
 Glaucoma 
 Growths 
 Hay Fever 
 Head Injuries 
 Heart Disease 
 Heart Murmur 
 Hepatitis 
 High Blood Pressure 
 Jaundice 

 Kidney Disease 
 Liver Disease 
 Mental Disorders 
 Nervous Disorders 
 Pacemaker 
 Pregnancy 
 Due date:_________ 
 Radiation Treatment 
 Respiratory Problems 
 Rheumatic Fever 
 Rheumatism 
 Sinus Problems 
 Smoking or vaping 

 Stroke 
 Tuberculosis 
 Tumors 
 Ulcers 
 Venereal Disease 
 Codeine Allergy 
 Penicillin Allergy 

 Other: 
_________________ 

_________________ 

 ∙ If you have or had any of the above conditions, please explain further (when and what happened)

 ∙ Please list the medications that you are taking and the reason you are taking them:
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________

 ∙ Have you been admitted to a hospital for surgery or needed emergency care during the past two years?  Yes  No 
 If yes, please explain:

 ∙ Are you now under the care of a physician?  Yes  No 
 If yes, please explain:

 ∙ Name of Physician: _______________________________________________  Phone:

 Dental Information 
 ∙ Do you grind or clench your teeth?  Yes  No 
 ∙ Do you wear a nightguard?  Yes  No 
 ∙ Does your jaw joint ever click, pop, or give you pain?  Yes  No 
 ∙ Do you snore or have any problems with sleep apnea?  Yes  No 
 ∙ Is there anything that you would like to change with the appearance of your teeth?  Yes  No 

 Please specify:   ____________________________________________________________________ 



 Spouse or Responsible Party Information 
 The following is for:  the patient's spouse  the person responsible for payment 

 Name: 
 Male  Female  Married  Single  Child  Other 

 Social Security #: ________________________________  Birth Date: 
 Phone (Home): ________________ (Work): ________________ Ext: ______  Best time to call: 
 Address: 

 Street Apartment # 

 City State Zip Code 

 Employment Information 
 The following is for:  the patient  the person responsible for payment 

 Employer Name:  Occupation: 
 Address: 

 Street City,           State    Zip Code Phone 

 Insurance Information 
 Primary 

 Insurance Plan Name and Address: 
 Name of Insured: _______________________________________________  Is insured a patient?  Yes  No 

 Last First MI 

 Insured's Birth Date: _________________  ID #: _____________________  Group #: 
 Insured's Address: 

 Street                                                                                              City State Zip Code 

 Insured's Employer Name: 
 Address: 

 Street City State Zip Code 

 Patient's relationship to insured:  Self  Spouse  Child  Other ___________________ 

 Secondary
 Name of Insured: _______________________________________________  Is insured a patient?  Yes  No 

 Last First MI 

 Insured's Birth Date: _________________  ID #: _____________________  Group #: 
 Insured's Address: 

 Street                                                                                              City State Zip Code 

 Insured's Employer Name: 
 Address: 

 Street City State Zip Code 

 Patient's relationship to insured:  Self  Spouse  Child  Other ___________________ 
 Insurance Plan Name and Address: 

 To the best of my knowledge, all of the preceding answers and information provided are true and correct.  If I ever have any 
 change in my health, I will inform the doctors at the next appointment without fail. 

_________________________________________________________________  Date:
 Signature of patient, parent or guardian 

 Referral Information 
 Whom may we thank for referring you to our practice?  Another patient, friend  Another patient,  relative 

 Dental Office  Yellow Pages  Newspaper  Google  Work  Other 

 Name of person or office referring you to our practice: 



 Jonathan Leung, DDS 
 Sandra Hsieh, DDS 

 Notice of Privacy Practices/HIPAA Compliance 
 Our Legal Duty  : 
 We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give 
 you this Notice about our privacy practices, our legal duties, and your rights concerning your health information. We must follow the 
 privacy practices that are described in this Notice while it is in effect. This Notice took effect on March 1, 2009, and will remain in 
 effect until we replace it. 

 We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by 
 applicable law.  We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all 
 health information that we maintain, including health information we created or received before we made the changes. Before we 
 make a significant change in our privacy practices, we will change this Notice and make the new Notice available upon request. 

 Please inform us if you require more information regarding our Privacy Practices. 

 Uses and Disclosure of Health Information  : 
 Treatment •Your Authorization •Abuse or Neglect •National Security •Payment •To Your Family and Friends •Required by 

Law •Appointment Reminders •Healthcare Operations •Persons Involved In Your Care •Photo ID

 Acknowledgement to Receipt of Office Privacy Policy 

 I have reviewed this Notice of Privacy Practices. 

 _____________________________      _____________         ___________________________________ 

 Name of patient, parent or guardian             Date Signature of patient 

 By checking this box, your electronic signature                                   will be applied to this form and will have the same legal effect as a 
handwritten or typed  signature. 

 Consent for Dental Services 
I confirm that I have come to the dentist to obtain dental services. I consent and authorize examination and treatment as determined to be 
necessary by the Doctor or by his staff under his supervision. 

 Accuracy of Health Information. 
 I understand that the doctor and his staff will rely on my answers to the  Health Information  questionnaire,  and affirm that my answers 
are  true and complete. I agree to hold the Doctor and his staff harmless for any injury which I may suffer as a result of my failure to fully  
complete the  Health Information  questionnaire truthfully  and accurately. 

 Payment for Dental Services 

 1.  I understand that I am fully responsible to pay  for all services provided to me by the Doctor or his/her staff under his supervision at the
 time they are rendered. I agree that I am responsible to collect whatever benefits that may be due from any insurance company. Neither the
 doctor nor his staff has this responsibility. I acknowledge that if this office prepares and submits any insurance claim on my behalf, it is
 done solely as a courtesy to me.

 2. I understand that not all services are covered benefits by insurance contracts.  I understand that I am responsible for all charges,
 whether or not the insurance company pays.

 3. Fees for services, along with deductibles and copayments, are due at the time of treatment.

 4.  A fee will be charged if 48 hours notice is not  given before breaking or canceling an appointment.  This fee will be $75.00

 5. Balances older than 60 days will be subject to interest charges of 1.5% per month.  Returned checks will have an additional fee of
 $50.00 added to the amount of the returned check.

 6. I further agree to pay all attorney fees, court costs, or any other costs of collection of overdue accounts, if the Doctor incurs any such
 costs to collect money due on my account.

 I have read and agree to all of the above conditions of treatment. 

 ______________________________________________  Date: ___________  Relationship to Patient: _________
Signature of patient, parent or guardian
     By checking this box, your electronic signature will be applied to this form and will have the same legal effect as a handwritten 
or typed signature.
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