SHIEH & LUO DENTAL GROUP
Family & Implant Dentistry
801 Woodside Road Suite#3, Redwood City, CA 94061

(650)365-4626 redwoodadvanceddentalcare(@gmail.com

PATIENT INFORMATION RECORD

13 years or under?

Today’s Date 4 RKHJH #

Name IE4 Preferred =k B4 7
Mr. Mrs. Ms. Dr.  Last name #: First 44 Middle 4
Birthdate 4 H SSN T.-FHEH5 / / Driver’s License # 78 FR5M5

Address {EHE

Street {4 Apartment # /A # City ki State 44 Zip T A
Phone FEREHFRAS ( ) Cell FHEHRRS ( ) Text ok?A] LLEEE R E1E? « Yes *No
E-mail: & 7-B {4 Hitik @ Appt emails ok? AT LLEEEE FES? « Yes * No
Sex PERIl: M % oF 4 Marital Status (optional): * Single BE * Married 2 3% * Other Hith
Name of Person Responsible for Account & E 1k /5 A\ HIHES, Relationship to Patient [§H{%
Employer J& Occupation T{E Work Phone T{FEFEJEMS ( )
Work Address T.{EHfiE City gfi State 44 Zip B HRE
Referred by /1 A4 Relationship [§$%
Emergency Contact  7EEXEIH L& A4 Phone  EFEHE W ( )
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INSURANCE INFORMATION 14 [ & %}

Insured’s Name A FEHER AL T SS# T FHES / / Birthdate ~ Hi4E H#)
Subscriber's Employer Name and Address J& = TR ARG A ( )
Ins Co FRHRRRA T4 Group # TR AT ( )

Secondary Insurance? fREVEH HMABRR? < YesH +NoiZH

st sk 3 sk o sk sk sk ok sk sk sk ok sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk s sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk ks sk sk sk sk sk sk sk sk sk ko sk sk sk sk sk sk sk sk skok sk sk skokoskokoskokoskok kol skokoskok

odeckicekiorkickk OFFICE POLICIES:  If you are unable to keep an appointment, please provide 48 hours advance notice so that the time may be
given to another patient. We understand that emergencies do arise; however, cancellations without 48 hour notice and broken appointment may

resultin a charge of $50.00 per hour.

I, the undersigned patient and / or insured, have been informed of the treatment, materials and associated fees. I, in requesting examination and
treatment on myself or my dependent, consent and authorize the release of all the information to any Health Service Plan or Insurance company |
designate to Lei Luo, D.D.S. I hereby authorize and direct payment of the dental benefits directly to Lei Luo, D.D.S. otherwise payable to me.

I hereby consent to the treatment indicated on my examination form, including the use of any anesthetics &/or x-rays, deemed necessary by the
dentist. I understand that the total fee for dental services is my responsibility, regardless of what benefits I do or do not receive from my insurance
company. [ also understand that payment is expected at the time of service, unless financial arrangements are made in advance; and that all overdue
accounts may result in late fees and finance charges.

Patient’s or Legal Guardian’s Signature %%4% Name (print) Date H ]
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SHIEH & LUO DENTAL GROUP
Family & Implant Dentistry
801 Woodside Road Suite#3, Redwood City, CA 94061

(650)365-4626 redwoodadvanceddentalcare(@gmail.com

DENTAL HISTORY 4E} %%}
Smoking Habbitf W H A > 15 12 How many a day— X AX#t% 42
Last visit f % —RaH 58 Last x-rays fx % — IR F R Xt
Former Dentist LAR(T) FB&IE4, A A ( ) Bleeding gums? /KA G IRMLAE?  » Yes & *No &
TMIJ pain? FRP A Fi(HE T REBAS) A IR E1E? » Yes & *No 75  Abx proph? FRHEW Z Al IRLEEFHHIAFEE? » Yes &« No &
Want whiter teeth? /RIEZE H FEEME? « Yess&  *No 7  How often do you floss? R - 2 1 H FHr5% 2 k2

How often do you brush? /R {5 Kl 7F 8625 k2

Had any of the following FEEEE/RAIMATEHE?  « Wisdom Teeth Surgery ZHEL F FAlf  « Braces F G E  » Gum FAFHT Denture &1
Grind? YREEFNE 2 » Yes j& * No 7+ Problems with previous dental work? /REAMERY T BHAER A LA E? +Yes B *NoiZH
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MEDICAL HISTORY B&j&E & £}

Physician B&A4: 14 Phone TEAGHRAG () FaxfEEH5 ()
Address Hiik Date of last visit fxf%— K R.E&4

*Preferred pharmacy 5=

* Address Mk

Are you currently under the care of a physician due to an illness? {RELLEA EMhZEF LB 2 « Yes i« No % f

*Are you taking any prescription/ over-the-counter or herbal supplement drugs? Please list each one: IREVER R A IR
FTAgE s JRASE B WARZE B MM ? «Yes i <NoEf WHEA, #H:

*Please indicate with a check mark (%) if you ever had taken any of the following: FHE{E® T FHEAIVRE AT A EEY) -
» Fosamax, Boniva, Actonel B B ER $2 4%? (1#5% bisphosphonates) en JHAMLE ? (HhAE Zreduxsipondilmin)

* Blood Thinners Il ;% # #3742 (Aspirin, etc.)

For women: % &A™ Are you taking birth control pills? K& 75 AR FBE4~ 45 2 * Yes /& * No 7
Are you pregnant or nursing? f/R /&G 5428 AL 2 * Yes & » No 47
Are you allergic to any of the following? /7% ¥t LL T {T-{n] £ 4 5l e i 5t 2
o Aspirin B[ E]PCAR * Metals # 5k $87 2K ©J& * Epinephrine (over reaction) &
+ Codeine A% * Penicillin % R
+ Dental anesthetics 7+ REEFH * Sulfa ffffi%
+ Erythromycin FIf#55 * Tetracycline UER & * Other Hftfl

o Jewelry BRE
* Latex gloves ABFE
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SHIEH & LUO DENTAL GROUP
Family & Implant Dentistry

801 Woodside Road Suite#3, Redwood City, CA 94061
redwoodadvanceddentalcare(@gmail.com

(650)365-4626

Please indicate with a check mark [0 if you ever had any of the following:

AR RO T ST IR A 1 H PR 9 B B8 Jt i -

+ Abnormal bleeding 7 HiifiL*

» Heart Conditions/Diseases/ Surgeries

SR/ TR *

+ Thyroid Problems Ff KGR RE

+ Alcohol/drug abuse & FHiE#% / %54

* Hepatitis fF ¢

+ Rheumatic / Scarlet Fever JERZIE AL ER

« Anemia £ Ifil

* Herpes/Fever Blisters {1/ / #/kid

« Liver Disease If/5

« Arthritis /Rheumatism B4 / BIRIFH

* High Blood Pressure [

« Seizures ¥&

« Artificial heart valve A .05+

« HIV+/ AIDS 38497

+ Shingles ##iRE2E

« Artificial joints/ bones A ERHES /BB *

* Hip Replacements/Knee Replacements
TSR TR0 M DR T

« Sickle Cell Disease SEEHIIEE IR

o Asthma Bz

* Hospitalized {3 [e-LATAr 2 i

- Colitis fif M4

+ Back problems & &l 7& M

* Hemophilia 1. & 57

+ Tobacco Use W& T /Hi 8 £

« Blood transfusion & Ifi.

+ Kidney Problems & [

+ Tuberculosis (TB) fiti&5+%

* Frequent Headaches #& &5 GH&

+ Low Blood Pressure 15 IfiL &

« Ulcers {85

+ Congenital Heart Defect 4% KM Ui 18

+ Cancer/chemotherapy J#&iE{ L%

« Venereal Disease 1£57

« Cortisone treatments 7] AFATEHE

+ Mitral Valve Prolapse 42

+ Glaucoma &Yl

« Diabetes Fi /R 5

« Infective endocarditis FGLME O IR 4%

* Hay Fever 1E#iE

« Difficulty Breathing P [l

» Pacemaker /U fi g+
Heart Stent /0o 3 2845+

o Heart Attack 105 55 1E*

+ Emphysema fili R

s Psychiatric Problems &7 RHE

+ Heart Murmur U3E5*

« Fainting Spells &5k

+ Sinus Problems& & [

* Frequent Headaches & & BEJX

* Osteoporosis ‘& Ji HILAATE*

o Stroke HJE*

The above information is accurate and complete to the best of knowledge. I will not hold my dentist or any member of his/her staff responsible for

any errors or omissions that I may have made in the completion of this form. I understand that it is my responsibility to inform this office of any

changes in my medical status.

T ELAE AR AT 0 A1 2 b TR, A RIRA AT B B DL B S S8, 35 F i) o B R RO /T,

Patient’s Signature %54

Name (print)

Date H #f]
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SHIEH & LUO DENTAL GROUP
Family & Implant Dentistry
801 Woodside Road Suite#3, Redwood City, CA 94061
(650)365-4626 redwoodadvanceddentalcare(@gmail.com

Financial Policy/Patient Financial Agreement

The Lei Luo DDS is committed to serving our patients with professionalism, care and concern. We expect the same
commitment from our patients. This includes being on time for your appointments and calling to cancel an appointment in
advance if you can’t make it. This commitment also includes financial responsibilities, like presenting your identification
and insurance cards at every appointment and making your copay and deductible payments at the time of your visit with
cash, check or credit card.

Your responsibility is to provide us with accurate and complete information concerning your primary and secondary
insurance medical benefits, including documents from other providers. Current identification and insurance benefit cards
are to be presented at each office visit. As a courtesy, Lei Luo DDS will file your insurance claim for you.

For services rendered outside of our office, like radiology, certain laboratory tests, surgery centers, physical therapy,
hospitals

and rehabilitation centers, it is YOUR responsibility to know which facility you are required to use. If you aren’t sure,
please speak with your insurance member services or one of our staff before scheduling.

| understand that my signature authorizes payment to be made to pay my claim. My signature also authorizes the release
of dental information necessary to file claims with any secondary insurance payer.

I have read and understand Lei Luo DDS’s financial policies and | accept responsibility for the payment of any
fees associated with my care.

Patient Name: (print)

Signature: Date:

TR

Lei Luo DDS ¥ Hir BRI AR FRIFMEF X R RATILMRABHATN D 2ZBERAT — 1 RIFHIE 8 R
12, EHANEBRIEMN ER. HNFERNVESMERFNRE, XTFERSNYOR, MRTESMN,
WRATTREIVEA R, KA EESLREMSZRE, FINEERASNEREBIENRR < FEEHRNHAE
. XRBUEH RS AT B 8

FKE, BAEMA LI FESRDANERELIHRR R, EERERZZNH Y BHEIRBR, Lz‘?‘zﬂ’ﬂ
ERBRRIMEIE, FRERMIHRE AR, MREHEEN RRAREFEMY, BFATHH T RFRER
T, N ERITE . MERZARRE EHRNSTERNEZ R,

NFAEBMAUSMREAIMRS, Fln KB, FARGD, HERTT, ERARERD, EEREBFRMNER
MREMRE. MRETHE, BEFTWETHAEREZISEHNRRS ARSHMARHMNHITEARRK,

HEZMARFERTXNZAHMSEER, FEEEFTMNEINTE,FREETRA BEME SRS
o

=4 B #A:

®a:
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SHIEH & LUO DENTAL GROUP
Family & Implant Dentistry
801 Woodside Road Suite#3, Redwood City, CA 94061
(650)365-4626 redwoodadvanceddentalcare(@gmail.com

NOTICE OF PRIVACY PRACTICE

This notice describes how your health information may be used and disclosed, as well as how you can access
this information.

At our dental office, we always keep the health information of our patients secure and confidential. A new law requires us
to continue maintaining that privacy, to give you this notice and follow the terms of this notice. The law permits us to use or
disclose your health information to those involved in your treatment for example: We may use or disclose your health
information for payment of your services. We may use or disclose your information with our business associates, such as
a collection agency. We have a written contract with each business associate that requires them to protect your privacy.
We may use your information to contact you. We may also want to call and remind you about your appointment. In case of
an emergency, we may disclose your health to a family member or another person who is responsible to your care. We
may release some or all of your health information when required by law. If this practice is sold, your information will
become the property of the new owner. Except as described above, this practice will not use or disclose your health
information without prior written authorization. You may request in writing that we do not use or disclose your health
information without your prior written authorization. You have the right to transfer copies of your health information, with a
few exceptions. We will charge you a fee of $50.00 per copy. You have the right to request an amendment or change to
your health information. Please give us your request to make changes in writing. You have the right to receive a copy of
this notice without any charges. If we change any of the details of this notice, we will notify you of the changes in writing.

Acknowledgement: | have read and understand this notice of privacy practices.
Sign: Date:

Print Name:
If signed as a parent or guardian, please print the name of the patient:

REFA MM XN
Itk B RO RER S BE RS B AT 4R R A R 4 5, RIS 1S AERRIE R

HMZF—RRERANERTHRRE, BAT—EHEAEZERRMEERFIRAGEMFAEL, FHREENEREG, LE5]
RFRFIFENERESIRFLSRERBIENE A, A HNRARMB Y, ZMEERIKEEHERER ZMS LRGN
EERE =ZASERMH, MRFKKAE, BFEE=AFTTEDER, ERMFRKRECHEN. HMISEEFEMER K
BRIE, TUTE ST HRECHEBATEN, MARAERHE, HMKNEREHNRERBRBBEHAERERER. X
BRER, ZMEHECHE RER MRZHETHA, CHERKEAMARE. UL, SAMEEEEERETE ARG
MERER, EAUEEEREMR BAFFAFREBEMER CREELZENEREME, PEFERRY . B—M01E BHME
WERSS50, EREEEBEMEREUIERE NEBRER BFENKE, CHEEIGEMED, MBEMEMA IR &, &K

fgEREmEE.

HERE: HERBEFRELLER,

=545 B A
#i%'

REREENEEE:
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