Dr. Hoyoung Choi, DMD

1918 Opitz Boulevard
Woodbridge, VA 22191
703-494-2144

Patient Information
Patient Name: Date:
Last, First Ml (Preferred Name)
Gender: Family Status:

Social Security #: Birth Date:
Phone (Home): (Work): Ext: Cell Phone#
Address:

Street Apartment #

City State Zip Code

Email Address:

Health Information

Date of Last Dental Visit: Reason for this visit:
Have you ever had any of the following? Please check those that apply:
OAIDS [0 Excessive Bleeding O Liver Disease [ Stroke
O Allergies O Fainting [ Mental Disorders O Tuberculosis
O Glaucoma [0 Nervous Disorders O Tumors
0 Anemia [ Growths 0 Pacemaker O Ulcers
O Arthritis O Hay Fever 0 Pregnancy O Venereal Disease
[ Artificial Joints O Head Injuries Due date: [ Codeine Allergy
0 Asthma [0 Heart Disease [0 Radiation Treatment O Penicillin Allergy
O Blood Disease O Heart Murmur [0 Respiratory Problems OTHER:
[ Cancer [0 Hepatitis 0 Rheumatic Fever O
[ Diabetes O High Blood Pressure O Rheumatism
O Dizziness O Jaundice [ Sinus Problems O
O Epilepsy O Kidney Disease O Stomach Problems

e Have you ever had any complications following dental treatment? [Yes [0 No
If yes, please explain:

 Are you taking any medications currently? [JYes [ No
If yes, please List:

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

e Name of Physician: Phone:

¢ Do you have any health problems that need further clarification? [Yes [ No
If yes, please explain:

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If | ever have any
change in my health, | 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 [School O Work [ Other

Name of person or office referring you to our practice:




Spouse or Responsible Party Information

The following is for: O the patient's spouse O the person responsible for payment

Name:
O Male [Female O Married [ Single O 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: O the patient Othe person responsible for payment
Employer Name: Occupation:
Address:
Street City, State Zip Code Phone
Insurance Information
Primary
Name of Insured: Is insured a patient? CdYes [ No
Last First Ml
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 [0 Spouse [ Child [ Other
Insurance Plan Name and Address:
Secondary
Name of Insured: Is insured a patient? [1Yes [ 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 [0 Spouse [ Child [ Other
Insurance Plan Name and Address:

Consent for Services

| hereby authorize this office to perform an oral evaluation and consent to the taking of X-rays, photographs, and other records (if necessary) to determine
appropriate treatment. As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends upon
reimbursement from the patients for the costs incurred in their care, and financial responsibility on the part of each patient must be determined before
treatment.

Patients who carry dental insurance understand that they assign directly to First Choice Dental all insurance benefits, otherwise payable to patients.
Patients are responsible for payment of services rendered and also responsible for paying any co-payment and deductible that the insurance does not
cover.

| hereby authorize the dentist to release all information necessary to secure the payment of benefits from my insurance company. | authorize the use of this
signature on all my insurance submissions, whether manual or electronic.

| grant my permission to you or your assignee to telephone me at home or at my work to discuss matters related to this form.
| have read the above conditions of treatment and payment and agree to their content.

Date: Relationship to Patient:

Signature of patient, parent or guardian

Date: Relationship to Patient:

Signature of guarantor of payment/responsible party




Dr. Hoyoung Choi, DMD

1918 Opitz Blvd
Woodbridge, VA 22191
703.494.2144

Financial Agreement

Our goal is to provide the highest quality of dental care possible and to have clear
communication of our financial policy.

ALL ACCOUNTS ARE DUE AND PAYABLE AT TIME OF SERVICE. If a procedure requires
multiple appointments, payment is required in full at the first appointment.

Payment options:
1. Cash

2. Check

3. MasterCard

4. Visa

5. Discover

6. American Express

Patient with insurance: The PATIENT is responsible for the ESTIMATED non-covered
portion, procedures and/or deductibles at the time of the service, OR the patient can sign
a credit card authorization to bill their credit card AFTER insurance has paid for the visit.
If the insurance company does not pay after 60 days, we will bill you directly for the full
balance.

Parents not accompanying their child to an appointment must make PRIOR
arrangements for payment (cash, check or credit card authorization).

Parents accompanying their children are financially responsible for payment.
18% annual interest is charged for any unpaid balance.

There is a $30.00 processing charge for non-sufficient funds or returned checks.

L  _ , agree to these financial terms.

Signature Date___________




Appointment Cancellation Policy

We understand that unplanned issues can come up and you may need to cancel an
appointment. If that happens, we respectfully ask for scheduled appointments to
be cancelled/rescheduled at least 48 hours in advance.

Our doctor & hygienist want to be available for your needs and the needs of all
our patients. When a patient does not show up for a scheduled appointment,
another patient loses an opportunity to be seen.

Although we have always had a cancellation policy, circumstances have caused us
to enforce a policy of charging for no-show appointments, and those
appointments not cancelled at least 48 hours in advance.

As of July 1, 2017 there will be a fee of up to S50 assessed if we do not receive a
call to cancel/reschedule an appointment at least 48 hours in advance.

Thank you for being a valued patient and for your understanding and cooperation

as we institute this policy. This policy will enable us to open otherwise unused
appointments to better serve the needs of all patients.

Dr. Hoyoung Choi, DMD

l, , understand this policy and agree to follow the terms of the
policy.

Signature date



Dr. Hoyoung Choi, DMD

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

You may Refuse to Sign This Acknowledgement

I , have received a copy of this office’s
Notice of Privacy Practices.

Please Print Name

Signature Date

I give Hoyoung Choi, DMD permission to discuss my account and/or treatment information

with the following person(s):

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices,
as required by law, but acknowledgement could not be obtained because:

O Individual refused to sign
O Communications barriers prohibited obtaining the acknowledgement
O An emergency situation prevented us from obtaining acknowledgement

O Other (Please Specify:






