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Office Policies

In order for us to run our office more cfficiently and better serve our patients, we
have adopted the following policies.

You are responsible for supplying our office with all current insurance
information required to file your claims for payment. Due to the time
involved with calling individual insurance companies, our staff will no longer
call to obtain this information.
. All co- pays or deductibles are duc at the time of services.
3. There s a S15 fee for all returned checks.

If you arrive without the proper insurance information, you will be expected to
pay for the services at the time of your appointment. To prevent this situation
please contact our office with all insurance information prior to your
appointment.

Children cannot be dropped off or left unattended in the office. Parents
must be present until the appointment is complete.

If you arrive more than 15 minutes late for your appointment, we reserve the
ght to reschedule for another day

We require 24 hours notice when canceling an appointment, otherwise you
may be billed for the visit.
We need a current telephone number on file so we can attempt to confirm
your appointment. If we do not have a current phone number and are
unable to reach you, to confirm your appointment we may elect to cancel it.
1f you have more than one appointment scheduled, and you fail to show, we
will automatically cancel any future appointments.

If you miss more than one of your appointments without notifying us, we will
refer you out of the office.

6.

These policies are made so that we may better serve out paticnts; we thank
you in advance for your cooperation.

Respeetfully,

Douglas Lin, D.D.S., M.S. And staff
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Notice of Privacy Practices Acknowledgement
Practice name DOUGLAS L. .05, NG
‘Address OENTISTAY FOR CHILDAEN
S180€ MA ST
iy, State Z1P
G Sile 2 COLUMBUS. OMIO 43213
(6137 863.0718

understand thal. under the Health insurance Portabilty & Accountability Act of 1995 (HIPAA).
have Genain ngis (o privacy regarding my protected healih iformation. | understand that this
information can and will be used to

©  Conduct. plan and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment direclly and indireclly
o Obtain payment from thirg-party payers
o Conduct normal healthcare operations such as quality assessments and physician
cenifications
| acknowledge thal | have received your Practices containing a

gescription of e uses and disciosures of my health information. | understand that inis
organization has the right lo change its Notice of Privacy Praciices from time to time and that |
may contact this organization a1 any lime al the address above to obtain a current copy of the
Notice of Privacy Praciices.

understand that | may request in writing that you restrict how my private informatioh'is used or
aisclosed 1o carry out treatment, payment or health care operalions. 1 aiso undorstand you are.
901 required (0 agree [0 my requested restrctions, bul f you do agree then you are bound o
avide by such restrictons

Patient Name

Relationship to Patient

Signature

oate

o Use Oniy

1 atempted to obtain the patient's sighature in acknowledgement on his Noiice of Privacy
Pracices Acknowiedgeman bul was unabi 1o do 50 2s documented below: |




Today’s Date.

Child’s Full Name,

PATIENT RECORDS

Street Address

Mother’s Name,

I

Street
Address.

Phone: Home ( ).

Work (

Employer.

Father’s Name

Street
Address

Phone: Home ( ).

Work (.

Employer

Name of Primary Insurance

Dental Insurance

Address and Phone Number

Name of Secondary Insurance

How did you hear about our office or name of person that referred you

Has you child ever been seen by a dentist? Yes  No  If so, when?,

Address of previous d

Phone #,

Any serious or difficult problems with

work?.

Were any x-rays taken? Yes No Any particular problem today?

Name and of child’s physician,

FRERRQYER** RN



CHILD’S MEDICAL HISTORY

HEART MURMUR MITRAL VALVE PROLAPSE

CANCER RHEUMATIC FEVER
DOWNS SYNDROME HIV OR AIDS
AUTISTIC HEMOPHILIA
DEVELOPMENTAL HANDICAPS
HEPATITIS
DIABETES KIDNEY/LIVER PROBLEMS
ASTHMA ABNORMAL BLEEDING

TUBERCULOSIS (TB)

N
N
N
N
N CONVULSIONS/EPILEPSY
N
N
N
N ALCOHOL/DRUG PROBLEM
N

G R s R

STAYS IN HOSPITAL

Y N

Y N

Y N

Y N

Y N

Y N CONGENITAL HEART DEFECTS
Y N

Y N

Y N

Y N ALLERGIES TO DRUGS
Y N

OPERATIONS

Please explain any “Y” here and list any other medical condition not listed above.

AUTHORIZATIONS

1 affirm that the information | have given is correct to the best of my knowledge. | will be held in the strictest
confidence and it is my responsibility to inform this office of any changes in my child's medical status. | authorize
the dental staff to perform the necessary dental services my child may need, including x-rays.

Signature of parent/guardian Date

1 certify that my child is covered by the insurance | stated on the front of this form and | assign directly, to this
office, all insurance benefits, otherwise payable to me. | understate that | am responsible for payment of service
rendered and also responsible for paying any co-payment and deductible that my insurance does not cover. |
hereby authorize the dentist to release allinformation necessary to secure the payment of benefits. | authorize
the use of this signature on all my insurance submissions, whether manual or electronic.

Signature of parent/guardian Date

I authorize the use of nitrous oxide (laughing gas) for dental treatment

Signature of parent/ guardian Date



