
 
 

                          New Patient Forms                2017 
Please provide the following information as completely and accurately as possible: 

Last Name:____________________________ First Name:_______________________ Nickname:_________________ 

Mailing Address:________________________________________ City&State:_________________ Zip:____________ 

Cell Phone:(______)_______-__________ Home Phone:(______)_______-_________ Date of Birth:_______________ 

Social Security #:________-______-___________ Email Address:___________________________________________ 

Please check the way(s) you prefer to receive appointment reminders:     □E-mail     □Text Message   □Phone Message 

Preferred Emergency Contact Person:___________________________________ Phone #:(______)_______-________ 

How did you hear about our office?   □ Google Search     □ Bing Search     □ Insurance Website:___________________ 

□ Current Patient:_______________________     □ Other:___________________ 

□ Non-Insured Patient (check this box if no insurance coverage, then skip ahead to the back of this page) 

Primary Dental Insurance Company:_____________________________________ Network:  □PPO  □PDP   □Indemnity 

Member ID #:___________________________________________ Group #:__________________________________ 

Insurance Subscriber’s Employer/Occupation:___________________________________________________________ 

Insurance Phone #:(_______)________-__________ Subscriber’s Name:_____________________________________ 

Subscriber’s Date of Birth:__________________________ Subscriber’s Social Security #:________-_____-__________ 

Forms are printed on both sides. Please turn page over to continue on back         

 

 

 

 This section is only required if you have a Second Dental Insurance policy: 

2nd Insurance Company:________________________________ Plan/Network Type:  □PPO   □PDP   □Indemnity 

Member ID #:___________________________________________ Group #:______________________________ 

Insurance Subscriber’s Employer/Occupation:______________________________________________________ 

Insurance Phone #:(_______)________-___________ Subscriber’s Name:________________________________ 

Subscriber’s Date of Birth:_______________________ Subscriber’s Social Security #:_______-_____-_________ 
 

This section is required if anyone other than the patient named above is to be sent billing statements for the account: 

Financially Responsible Party’s Legal Name:________________________________________________________ 

Mailing Address:______________________________________________________________________________ 

Cell Phone:(_____)______-_________ Home Phone:(_____)______-________ Date of Birth:_________________ 

Social Security #:_______-_____-_________ Email Address:___________________________________________ 

Relationship to the patient:  □Parent     □Legal Guardian     □Spouse     □Other: ___________________________ 



This section is required if anyone other than the patient named below should be given access to the patient’s 
information, including but not limited to: appointment scheduling details, treatment history, account balance and 
financial information, etc: (Possible example of who you might want to authorize:  your spouse, parent, legal guardian, etc.

 
 
In addition to the allowable disclosures described in the Statement of Privacy Practices, I hereby specifically authorize 
disclosure of my Protected Healthcare Information to the person(s) identified below: 
 Please authorize the Financially Responsible Party named on the reverse side of this form; and the following person(s): 

Full Name                       Relationship to Patient     Phone number                                                    email address 
 
Full Name                       Relationship to Patient     Phone number                                                    email address 

 
Full Name                       Relationship to Patient     Phone number                                                    email address 

 

Lisa Chen DMD, PLLC. Patient Acknowledgement of Receipt of Privacy Practices 
 
I acknowledge that I have received a copy of the HIPAA Statement of Privacy Practices for the office of Lisa Chen, DMD, 
PLLC. The Statement of Privacy Practices describes the types of uses and disclosures of my protected health information 
that may occur in my treatment, payment for services, or in the performance of office health care operations. The Statement 
of Privacy Practices also describes my rights and the responsibilities and duties of this office with respect to my protected 
health information. The Statement of Privacy Practices is posted in the facility, and Lisa Chen, DMD, PLLC reserves the right 
to change the privacy practices currently described in the Statement of Privacy Practices at any time. If privacy practices 
change, I will be offered a copy of the revised Statement of Privacy Practices at the time of my first visit after the revisions 
become effective. I may also obtain a revised Statement of Privacy Practices online at www.LisaChenDMD.com, or by 
requesting that a revised copy be mailed or otherwise transmitted to me. 

 

Patient’s Full Name (please print):_______________________________________________________________ 

Patient’s Signature:_____________________________________________________ Date:_________________ 

- Parent or Legal Guardian must sign for patient under age 18 - 

Patient’s Legal Representative’s Name (please print):__________________________________________________ 

Legal Representative’s Signature: ___________________________________________ Date:_________________ 

Representative’s Phone Number: (_______)________-____________ Relationship to Patient:__________________ 
 
 
 

BOX BELOW LINE IS FOR OFFICE USE ONLY 
 

Acknowledgement Not Obtained 
Provided Prior to Treatment? YES NO Date Statement Provided: 

Reason for not obtaining 
 patient signature 

 Needed more time to review Statement  
 Wanted to consult another person before signing 
 Physically unable to sign 
 No reason offered 
 Other: 

 



 
Lisa Chen DMD, PLLC. Patient Agreement of Financial Responsibility  

PATIENTS WITH DENTAL INSURANCE:  Dental benefits differ greatly from traditional medical insurance benefits, and also vary greatly 
from one dental plan to another. Please understand that your dental benefits are based on a contract between you/your employer, and 
the insurance carrier. We are able to help you by sending claims to your insurance on your behalf; but WE CAN NOT GUARANTEE 
PAYMENT OF YOUR INSURANCE BENEFITS. This is because no insurance carrier will offer us any guarantee of payment until after 
your treatment has been completed and they have completely finished processing your claim. We are able to submit claims for most 
PPO or PDP plans, as well as traditional indemnity-style dental plans. We do NOT accept HMO/DHMO or DMO/DPO plans (Dental 
Health Maintenance or Dental Provider Organizations [aka. “pre-paid” plans] ). For information about your dental plan, network status, 
and coverage details: please call your insurance directly, or contact your employer’s HR department if applicable. 
INSURED PATIENT CO-PAYMENTS ARE DUE AT YOUR APPOINTMENT:  All estimated deductible and co-payment amounts are due 
at the time of the appointment when services are rendered. WE DO NOT ALLOW PARTIAL PAYMENTS OR IN-HOUSE PAYMENT 
PLANS. We accept payment by cash, check, VISA/MasterCard/American Express/Discover cards, as well as CareCredit® financing*                
*CareCredit® financing is subject to prior credit approval and qualifying purchase requirements. 
ESTIMATES FOR PATIENTS WITH DENTAL INSURANCE:  Upon your request, we may submit an inquiry in advance to your 
insurance carrier for a written predetermination estimate of coverage for your proposed treatments; however, this predetermination 
estimate is still NOT a guarantee of coverage or payment. Additionally, the insurance companies are legally allowed to take 30-45 days 
upon receipt of an inquiry to process their response (which they may delay further by factors beyond our control; such as demanding 
additional patient records for review before they’ll process a response.) Especially in cases involving complex treatment, it may take 
several weeks to receive a predetermination estimate letter from your insurance. Please call your insurance directly for further 
information on their predetermination estimate, benefit, and coverage policies and limitations. 
UNPAID INSURANCE CLAIMS:  All services rendered, whether or not they are estimated to have insurance coverage, are ultimately 
the financial responsibility of the account holder. We’ll give your insurance company 60 days to remit payment on a claim. If there is still 
no payment after this time, you will become financially responsible for 100% of the outstanding insurance claim. We’ll send a statement 
to the address listed on your account and payment in-full is expected within 30 days. It is the responsibility of the account holder to follow 
up with their own insurance company regarding the non-payment of a claim. Should our office eventually receive a payment from the 
insurance after it has been paid by you, a prompt refund will be issued.  
PAST-DUE ACCOUNTS:  If payment in-full is not received by the due date on the statement, then your account is considered “PAST 
DUE.” We reserve the right to charge a $5.00 per-month billing charge on all past due accounts. If any balance is still outstanding after 
90 days then the account may be turned over for collection. If an account is turned over to a collection agency and/or our attorney for 
collection, the account holder will be responsible for all attorney and/or collection fees that are incurred while attempting to collect the 
unpaid balance. These collection fees will be added to the outstanding balance of the account and become the financial responsibility of 
the account holder.  
PATIENTS WITHOUT DENTAL INSURANCE:  Full payment is due at the time services are rendered. WE DO NOT ALLOW PARTIAL 
PAYMENTS. We accept cash, VISA, MasterCard, American Express and Discover cards, as well as CareCredit® financing. 
BROKEN/MISSED APPOINTMENTS:  Because we strongly believe that our patients deserve the best care possible, we must insist on 
a minimum of 48 hours’ advance notice before cancelling or moving an appointment. When your name is added to our schedule, a block 
of Dr. Chen and/or the hygienist’s time is reserved especially for you: when you arrive late, cancel on short notice, or don’t show up at 
all—they’re left standing around your empty chair. We’re glad to offer you an email containing links to save-the-date to your digital 
calendar, email reminders 2 weeks in advance of your appointment that allow you to confirm or cancel with the click of a button, and/or 
text messages that ask you to reply “C” to confirm or text us back to let us know if you’ll need to make any changes. WE RESERVE THE 
RIGHT TO CHARGE YOUR ACCOUNT $50 IF WE ARE NOT NOTIFIED OF CHANGES TO YOUR SCHEDULED APPOINTMENT AT 
LEAST 48 HOURS IN ADVANCE. Consecutive missed appointments may result in being dismissed as a patient.  

We reserve the right to update and make changes the above-stated financial agreement at any time without prior notification. 

By signing below, I verify that I have read this form and have had the opportunity to ask questions; which have been answered 
to my satisfaction. I further agree that I understand and accept the policies outlined herein, and acknowledge that I am 
completely financially responsible for myself (and/or my dependent) regardless of estimated insurance coverage. 

 

Patient’s Full Name (please print): ________________________________________________________________________________ 

Patient -or- Legal Guardian’s Signature: ___________________________________________________ Date:___________________ 

----If the “Legal Guardian” has signed above, please include the following information: 

Legal Guardian’s Full Name (print) /Relationship to patient: _______________________________________/____________________ 



 
Lisa Chen DMD, PLLC. Patient Authorization for Insurance Payments & Consent 

Authorization for Insurance Payment: I authorize Dr. Lisa Chen and/or her staff to release all necessary personal information to my 
insurance company in order to secure the payment of benefits. I authorize the release of required information including the diagnosis and the 
records of treatment or examination rendered to me (or my dependent) to third party payers and/or other health care practitioners. I 
authorize and request my insurance company to pay directly to the doctor, insurance benefits otherwise payable to me (or my dependent).  
Patient Authorization: I hereby authorize Dr. Chen or designated staff to take x-rays, study models, photographs and any other diagnostic 
aids deemed appropriate by the doctor to make a thorough diagnosis of my (or my dependent’s) dental health. Upon such diagnosis, I 
authorize Dr. Chen to perform all recommended treatment mutually agreed upon by me and to employ such assistance as required to 
provide proper care. I agree to the use of anesthetics, sedatives and other medications as necessary. I fully understand that using anesthetic 
agents embodies certain risks. I UNDERSTAND THAT PERFECT RESULTS OF ANY PROPOSED TREATMENTS ARE NOT 
GUARANTEED OR WARRANTED. If I desire I can discuss, to my satisfaction: the nature and character of the proposed treatment, the 
anticipated results, the recognized serious possible risks and complications, and recognized alternative forms of treatment, including non-
treatment. Some examples of treatment are outlined below, along with a few possible benefits and complications: 

Proposed Treatment Benefits of receiving treatment Consequences of no treatment Possible Complications 
Teeth Cleaning and Periodontal 
Scaling of Teeth 
 

helps prevent or slow the progress 
of gum disease and decay, improve 
oral tissue health, improve breath 

bone loss in the jaw, bacterial 
infections, decay, inflamed/bleeding 
oral tissue, bad breath 

pain, bleeding, swelling, 
lacerations, infections, sensitivity 
to hot/cold; breakage of fillings, 
crowns, or teeth 

Sealants and Fluoride Treatment 
 

helps prevent decay of teeth increased chance of getting decay temporary flavor in mouth 
immediately following treatment 

Fillings of the Teeth 
 

helps remove active decay, replace 
missing tooth structure, relieve 
sensitivity, improve appearance and 
chewing function 

worsening and spreading of dental 
decay, broken teeth, pain, infection, 
root canal treatment, loss of tooth 

pain, sensitivity, nerve exposure 
leading to the need for root canal 
treatment, TMJ pain, broken 
teeth 

Crowns and Bridges 
 

helps restore broken/badly decayed 
tooth, protect tooth from fracture/ 
breakage, replace missing teeth, 
improve appearance, speech, and 
chewing function 

pain, tooth fracture, loss of tooth, loss 
of chewing function, jaw problems, 
bite problems, tipping/moving/erupting 
of teeth 

pain, the need for root canal 
treatment now or in the future, 
hot/cold sensitivity, porcelain 
fracture, crown may loosen, 
recurrent decay in the future 

Use of Photos and Related Materials: Dr. Chen may use my before/after photos, study models, etc. to demonstrate her clinical skills in 
promotional office materials and/or on the office website. All photos will be cropped for privacy, and intend only to show minimal teeth/gums 
of the treatment area for the purpose of helping Dr. Chen’s potential patients visualize the aesthetic benefits of receiving treatment. Dr. Chen 
may also use such materials for studying in her continuing education courses.     □ I want to opt-out. 
Blood Testing:  If an employee or any other person caring for me comes into contact with my blood or other bodily fluids, I agree to have my 
blood tested for a communicable disease. This includes testing for HIV, hepatitis, and other diseases. This information will be released to the 
exposed persons involved. If disease is found, I will be contacted by the doctor.      □ I want to opt-out of blood testing. 
Voice Messages:  I agree to have employees of Lisa Chen DMD, PLLC. call me regarding my account/appointments. If I’m not there or 
can’t take the call, please leave a message that includes details of my appointment.      □ I do not want anyone to leave a message for me. 
Email/Text Messages: I agree to allow employees of Lisa Chen DMD, PLLC. to Email/text me non-encrypted account information, such as 
my appointment schedule, x-rays, statements, attachments, etc. I understand that non-encrypted files are not as secure as encrypted ones, 
and agree to assume full responsibility for all risks associated with my request.      □ I do not want any non-encrypted information sent to me.
  

We reserve the right to update and make changes the above-stated authorizations at any time, without prior notification. 

By signing below, I verify that I have read this authorization form and I’ve had the opportunity to ask questions; which have been 
answered to my satisfaction. I further agree that I understand and accept the policies outlined herein, and acknowledge that I am 
completely responsible for all services rendered to me (and/or my dependent). 

Patient’s Full Name (please print): ________________________________________________________________________________ 

Patient -or- Legal Guardian’s Signature: ___________________________________________________ Date:___________________ 

----If the “Legal Guardian” has signed above, please include the following information: 

Legal Guardian’s Full Name (print) /Relationship to patient: _______________________________________/____________________ 



 

Patient’s Personal Dental History 

 
 



 

Patient’s Personal Medical History 

Patient -or- Legal Guardian’s Signature: _____________________________________________ Date:_________________ 

Dr. Chen’s Signature: ____________________________________________________________ Date:_________________ 
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