
Date

Patient's Last Name

Home Address

First Name (MI)-

srrct

Patient's SS#

CITY STATE ZIPCODE

Birth date

Occupation_

Your current beelth is? Good? Fafu? Poor?

Do you smoke or us€ tobscco? Yes? No?

Are you presently taking any prescription drugs? yes? No?
Ifyes, please list:_

Do you HAVE/HAD stry of the following Medical problems?

Y N Heart Attacldstroke Y N Hepatitis A, B, C
Y N HIV+/Aids Y N Cancer/Chemotherapy
Y N Shingles Y N Heart Surgery/pacemaker
Y N Kidney hoblems Y N Anemia
Y N Sinus Problems Y N (High) (Low) Blood pressure
Y N Heart Murmer Y N Severe Headaches
Y N Diabetes Y N Psychiatric problems/Anxiety
Y N Drug/Atcohol Abuse Y N Tuberculosis (TB)
Y N Respiratory hoblems Y N Sickle Cell Disease
Y N Joint Replacement Y N Epilepsy/Seizurestrainting
Y N Hemophilia Y N Rheumatic Fever
Y N Endocarditis Y N Mitral Valve prolapse
Y N EsophagitiVReflux Y N Thyroid problem
Y N Anificial Heart Valve Y N Congenital Hcart Dcfcct

List any serious m€dical conditions not listed above?

Ilavc you ev.r bcln prcm.dicrtcd witb utibiotics? y N

Are you sllergic to Eny ofthe following?
Y N Penicillin Y N Dental Anesthetics
YN Erythromycin YN Aspirin
YN Codeine YN Latex

Are you rllcrgic to rry othcr drugs? lf ycs, plcrsa list:

For women, are currently pregnant? Yes? No?

Why have you come to the dentist today?

Preferred narne (nickneme)

Home Phone Cell

Drivers License #

Email Address

Employ er

Work Address

Work Phone

Spouse's name_
DENTAL INSURANCE

Do you have dental insurance? Yes? No?
Ifyes, please provide us with the following information:

Insurance Co.
#t

Gr^"d

Do you have olher dental insurance coverage? Yes?
Other Insurance Co.
#2

No?

Grou

Insured's Date of Birth

Insured's Person's SS#

Insured's Name

Insured's

Insured's Emp

Addrcss

Phone Number

This coverage is through Self? Spouse? Parent?

Were you referred to our ollice? Ifyes, by who?

Are you cuncntly in pain? Ycs? No?

Arc you rmdcr stess or arxiety at home or work? Ycs No

Do you expcrience stIess in thc dental office? Ycs No

The approximate date ofyour last visit?_

Have you evcr expcrienced TMJ problems? Yes No
( TMJ is pain or discomfort in your jawjoints)

Your current dental hcalth is? Good ? Fair? Poo

Do you grind your tceth? Yes No

Do your gums cver bleed? Yes No

Would you like to improvc your smile? Yes No

It i! thc prticruinsurcd rqponsibility to aoti& offcc ofrtry chrogca

Other?

Patients' regular physicians:

Date oflast physical examination?



caNcELrl\TIoN PoLIcY 
Prgt 1

We keep a cancellation waiting list for those ofyou who have last minute needs. Ifyou need to canccl or reschedule you appointrneflt, please do so 24 hours
prior to your appointmmt time. If we do not receive this 24-hour notice, a charge oay be assessed to your accouot.

I.,1\TE ARRIVAIJ
One of our office policies is to single book appointrnents aod therefore we ake pride io beiag on schedu.le as much as possible. With this in mind, we u,ould
zppre&te you rrivrng oo time for your appoiatment.

INST.IRANCE

I agree that it is my responsibility to understand my insurence bene6ts, deductibles, co-peyments, eod limitarions. I firrther uodersand this office will bill my
itrsurance es a courtesy to 

'tle, 
but I aro tespoosible to pay any unpaid baleaces lcft by the insura.nce. I also usderstand that it is my responsibility to ootiry

this of6ce ofaoy insurance chenges. I uoderstaad $e appropilte treetment will be provided for me, tegrdless ofwhat my hsurance policy aoJ pto.,i"ioo.
are, and eglee to Pay aoy usPaid ch2tges.
I undentand my dental insutence carrier may teduce payrneat for Resin Restoration on posterior teeth rod allow afl altemate benefit prl,tnmt of Amatgem
testolation. I aglee the difference between tbe dmtist's charge for resin rcstoration and the amourt paid by my insulroce certier is my rispoosibility. I-agree
to p.y the differmce .fter insu.nnce for cosmeticzlly eohaoced procedures.
I uoderstrfld thrt dte ioformetion I heve givea today G cortect to the best ofmy koowledge. I also uadersand that this infounetion will be held in the
stictest ofconfrdeoce add it is my respoflsibility to ioform this of6ce of eny changes in my medical status.

CONSENT FOR PURPOSES OF TREATMENT, PAYMENT, & HEALTHCARE OPERATIONS

I coosmt to the use or disdosure of my protected health ioformatioo by Simoo Chun Tsang, DMD. for the purpose of diagoosing or providing Eeatmetrt to
me, obaining payment for my he.lth ca.re bills or to co[duct hedth care opeotions of Simon Chun Tsang DMD., I uadentend that diegoosis 

-ot 
treat neot

of me by Dr. Tsang mry be conditioned upon irly coosmt es evidmced by my signeture on this documenr

I uodetstend I heve the right to Equest 2 restrictioo as to how my protected heelth inforoatioo is used or disdosed to carry out tieltmetr! piymcot or
hea.lthc.re opemtions of the practice. Simon Chun Tsaog, DMD.. is Dot required to eglee to the restdctions thet I mly lequest However, if zgrees to a
restriction that I request, the restrictioo is bindiog.

I heve the right to revoke this conseog in wtitiag at zny tioe, except to the ertedt thet Dr. Tsaog or Simoo C. Tsa[g, PLI{ olEcc saff has takea actioo io
reliance oa tlis consmt

My "ptotected health information" sreaos hedth infonnation, induding my demog3aphic information, collected froa me errd created or received by my
physician, another he.lth c.re provider, a heelth plan, my employer ot e herlth care dearinghouse. This protected health information relates to my past,
present or future physical or meaal health or conditioa ead identifies me, or there is 1 rasoo.ble basis to believe the inforoation mry ideotifr me.

Patiert Sigraturc

Guardian/parent signaturc
(lf I minor, p.rmt or guardirn)

Payment is due in full at the time of trcatment unless prior afiangement has been apprcved.

ACKNOVLEDGEMENT OF RECEIPT OF NOTICE OF PRWACY PRACTICES

PurPose of Conseft By sigaitS rhiB form, you will coalc to out usc .ad disclosuft of your pmtcctcd hcalth itrform.tior to c.ry out trc.tmcoq prl'mctrr
rctiviti.s, rld hcdth€.rt opcrrtioas.

Norice of Princy Pnctices: You brvc rhc riSh to tEcd out NoticG of Prh.cy Precti:cs bcforc you dccidc Etcitcr to sigd 6ir Colr3ctrr Our Noti.. pmvidG r
dcsctiption of our ftatm.ag pa,:mcnt .ctivhict .nd hceltttcerc opcretiom, ofihc us6 l.od dildo.urr3 x.r msy o.k of your pmrcc&d hcrhh info|[l.tioq rnd of othcr
iEport at m.ttct! .bout your ptotcctcd hc.ldr itrfotm.tion" A copy of ou. Notic. .crom!n[i6 this Colrs.tlr V. cocourr8€ you ro I! d it c.rt&[y .ad €lmpk cty
befoHigai,rg rhi! C-oDrcnr

Wc rtscwc thc tiSht tD ch.r8c our ptiv.cf p.rctic6.s dc.cribcd iD our Noticr of hivrcy Prrctictg. If *E ch.trgc oul p.iv.cy pncticcs, rr,€ wil bluc. rwircd Noticr
of hiBcy Pacric6, wficn wil contein tbc cnengEs, Thoac cte4tr ory rp,ply to rtry of ,our prot crGd hc.lrt iDbrD.tioa dbcr wc m.htriD-

You m.y obt itr. copy ofou Noticc of Ptivrcy Prrcticc!, iadudirg .ny Evisioo! ofour Noticc, rt any timc by coat cting:

Right to R€voke You wil hiv. th. riahr to tsvoLc thi! CoBCot .a .try timc by SiviDg us writtca noaicc of your rwoc.tioa subrdncd io thc Coatrcr pcrsor listcd

wc miy dcclirc to Errt you or to cortbuc t Gltiog you ifyou rsvokc thi! Consctr!

I hlve h2d G![ opporteity to red and consider the coDrents of this Consat fom aad you Noticc of Primcy Pnclces. I undEstard thar, by signinS rhis Consear fodr\ I m
giving my consent to your use md dndosure of my protect€d herlth inforrnation to carry out treltrncnt, payment activities aad heeth crrc cpcntions.

Contacr ()f6cer_.!439[!4{Qf- E rna,]: smibarussolldantallv.com Telephone: (702) 7984216 r's: (702) 79E6269

Patient Signarure

f).r.


