
New Patient Form (Korean)

Patient First Name (이
름):

Middle Name: Patient Last Name (성): Date of Birth (생년월일): Social Security Number (소셜번호):

Address (주소): City (시): State (주): Zip (우편번호):

Home Phone (집 연락
처):

Cell Phone (모바일): Work Phone (직장 연락
처):

Email (이메일):

If you are completing this form for another person, what is your relationship to that person (환자를 위해 작성하는 경우, 환자와 귀하의 관계는 무엇입니까)?

Your Name (성함): Relationship (관계):

PATIENT INFORMATION (환자 정보)

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive
or maintain. Your answers are for our records only and will be kept confidential subject to applicable laws. Please note that you will be asked
some questions about your responses to this questionnaire and there may be additional questions concerning your health. This information is
vital to allow us to provide appropriate care for you. This office does not use this information to discriminate (법률에서 요구하는 대로 당사 병원
은 당사가 생성, 수신 또는 유지하는 귀하에 관한 정보의 개인정보를 보호하기 위해 서면 정책 및 절차를 준수합니다. 귀하의 답변은 기록용으로만
사용되며 해당 법률에 따라 기밀로 유지됩니다. 본 설문지에 대한 귀하의 답변에 대해 몇 가지 질문을 받게 되며 귀하의 건강에 관한 추가 질문이 있
을 수 있다는 점을 참고하시기 바랍니다. 이 정보는 우리가 귀하에게 적절한 치료를 제공하는 데 매우 중요합니다. 이 병원은 차별을 위해 이 정보를
사용하지 않습니다).

PRIMARY (POLICYHOLDER) INSURANCE (주요보험)

Fill-in "none" if no insurance

Subscriber Name (): Subscriber ID (): Subscriber Date of Birth
():

Relationship to Subscriber: Employer:

Insurance Company: Insurance Group Insurance Phone #: Insurance card (front):

No File Uploaded

Insurance card (back):

No File Uploaded

INSURANCE INFORMATION (보험 정보)

PRIMARY (POLICYHOLDER) INSURANCE (주요보험)

Fill-in "none" if no insurance

Subscriber Name (): Subscriber ID (): Subscriber Date of Birth
():

Relationship to Subscriber: Employer:

Insurance Company: Insurance Group Insurance Phone #: Insurance card (front):

No File Uploaded

Insurance card (back):

No File Uploaded

SECONDARY INSURANCE INFORMATION (보험 정보)

First Name: Single Line (Text) Single Line (Text) Date Single Line (Text)

Single Line (Text) Single Line (Text) Single Line (Text) Single Line (Text)

RESPONSIBLE PARTY (if minor)



Single Line (Text) Single Line (Text) Single Line (Text)

Single Line (Text) Single Line (Text) Single Line (Text) Single Line (Text) Single Line (Text) Single Line (Text)

Single Line (Text)

EMERGENCY CONTACT

I consent to the diagnostic procedures and dental treatment performed by my dentist, and to the release of information concerning my(or my child’s)healthcare,advice, and
treatment to another dentist, or for evaluating and administering any claims for insurance benefits. I consent to the direct payment of my insurance benefits to dentist or dental
group and understand that my insurance benefits may pay less than the actual bill for services and that I am responsible for any services not paid or covered by my insurance
benefits and any account balance.

ELECTRONIC COMMUNICATIONS:

I consent to receiving HIPAA-compliant electronic communications, such as email and text messages regarding treatment, payment and healthcare
operations. I understand that there is no obligation to receive these electronic communications.Message/data rates may apply,and I may opt-out
of receiving electronic communications at any time by clicking the unsubscribe link provided in emails, or by replying STOP via text to 98269.
Go to www.greatexpressions.com for more information. I attest to the accuracy of the information on this page.

Signature

Sign

Date

AUTHORIZATION

Please mark your responses to the following questions (다음 질문에 대한 답변을 표시
해 주세요)

Yes No

Do your gums bleed when you
brush or floss (양치질이나 치
실을 할 때 잇몸에서 피가 나나
요)?

Are your teeth sensitive to col
d, hot, sweets or pressure (치
아가 차갑거나 뜨겁거나 단 것
또는 압력에 민감합니까)?

Is your mouth dry (입이 건조합
니까)?

Have you had any periodontal
(gum) treatments (치주(잇몸)
치료를 받은 적이 있습니까)?

Have you ever had orthodontic
(braces) treatment (치아교정
치료를 받으신 적이 있나요)?

Have you had any problems a
ssociated with previous denta
l treatment (이전 치과 치료와
관련하여 문제가 있었던 적이
있습니까)?

Is your home water supply flu
oridated (귀하의 집에 공급되
는 물은 불소화되어 있습니
까)?

Do you drink bottled or filtered water?
(생수나 정수된 물을 마시 시나요?)

Yes

No

If yes, how often? ('예' 경우 얼마나 자
주?)

Date of your last dental
exam (마지막 치과 검진
날짜:):

Date of last dental x-rays
(마지막 치과 엑스레이
촬영 날짜):

What was done at that
time (당시에 무슨 치료
받으셨나요)?

Yes No

Are you currently experiencing

DENTAL INFORMATION (치과 정보)



dental pain or discomfort? (현
재 치통이나 불편함을 겪고 계
시나요?)

Do you have earaches or neck
pains? (귀가 아프거나 목이 아
프신가요?

Do you have any clicking, pop
ping or discomfort in the jaw?
(턱에서 소리 또는 불편함이 있
습니까?)

Do you brux or grind your teet
h? (이를 갈나요?)

Do you have sores or ulcers in
your mouth? (입안에 상처나
궤양이 있습니까?)

Do you wear dentures or parti
als? (틀니나 부분틀니를 착용
하시나요?)

Do you participate in active re
creational activities? (활동적
인 레크리에이션 활동에 참여
하고 있습니까?)

Have you ever had a serious in
jury to your head or mouth?
(머리나 입에 심각한 부상을 입
은 적이 있습니까?)

What is the reason for your dental visit
today (오늘 치과를 방문하는 이유는 무
엇입니까)?

How do you feel about your smile (당신
의 미소에 대해 어떻게 생각하시나요)?

Are you now under the care of a physician (당신은 지금 의사의 치료를 받고 있습니
까)?

Yes

No

Physician Name (주치의
이름):

Phone # (주치의 연락
처):

Address/City/State/Zip
(주치의 주소):

Are you in good health (건강 하십니까)?

Yes

No

Date of last physical exam (마지막 신체
검사 날짜):

Has there been any change in your
general health within the past year (지난
1년 동안 전반적인 건강 상태에 변화가
있었습니까)?

Yes

No

If Yes, what condition is being treated
('예' 경우 어떤 치료를 하고 있습니까)?

Have you had a serious illness,
operation or been hospitalized in the
past 5 years (지난 5년 동안 심각한 질병
을 앓거나 수술을 받았거나 병원에 입원
한 적이 있습니까)?

Yes

No

If YES, what was the illness or problem
('예' 경우 질병이나 문제가 무엇이었습
니까)?

Are you taking or have you recently taken any prescription or over the counter
medicine(s) (처방약이나 일반의약품을 복용 중이거나 최근에 복용한 적이 있습니까)?
*입력 해주세요*

Blood thinner (혈액 희석재 또는 항응고제)

Bisphosphonate (골다공증 약)

Immunosuppressants (면역억제 약)

Please write medication and dose, if not listed above (위에 기재되지 않은 경우, 약물 및
복용량을 기재해 주십시오)..

Are you taking or scheduled to begin taking an antiresorptive agent (like Fosamax®,
Actonel®, Atelvia, Boniva®, Reclast, Prolia) for osteoporosis or Paget’s disease (골다공
증 또는 파제트병에 대해 항흡수제(Fosamax®, Actonel®, Atelvia, Boniva®, Reclast,
Prolia 등)를 복용 중이거나 복용을 시작할 예정입니까)?

Yes

No

Since 2001, were you treated or are you
presently scheduled to begin treatment
with an antiresorptive agent (like
Aredia®, Zometa®, XGEVA) for bone
pain, hypercalcemia or skeletal
complications resulting from Paget’s
disease, multiple myeloma or metastatic
cancer (2001년부터 골통, 고칼슘혈증

Date Treatment began (치료 시작 날짜): Do you use controlled
substances (규제 물질
(마약)을 사용하십니까)?

Yes

No

Do you use tobacco (담
배 (흡연 또나 씹는) 를 사
용하십니까?)?

Yes

No

If so, how interested are
you in stopping ('예' 경
우 끊을 계혹이 있습니
까)?

MEDICAL INFORMATION (의학 정보)

Please mark your response to indicate if you have or have not had any of the following diseases or problems (귀하에게 다음 질병이나 문제가
있는지 여부를 표시해 주십시오).



또는 파제트병, 다발성 골수종 또는 전이
성 암으로 인한 골격 합병증에 대해 항흡
수제(예: Aredia®, Zometa®, XGEVA)로
치료를 받았거나 현재 치료를 시작할 예
정입니까)?

Yes

No

Do you drink alcoholic
beverages (술/알코올 섭
취 하시나요)?

Yes

No

If yes, how much
alcohol did you drink in
the last 24 hours (지난
24시간 동안 섭취 양)?

If yes, how much do you
typically drink in a week
(일주일에 보통 섭취 양)?

WOMEN ONLY Are you (여성 전용):

Ye
s

N
o

Pregnant (임신 하셨나
요)?

Taking birth control pills o
r hormonal replacement
(피임 또는 호르몬 대체약
복용)?

Nursing (모유 수유)?

If Pregnant Number of weeks ('예' 경우
임신한 주 수):

Allergic to N20 Do Not Use
Artificial Heart Val
Artificial Joints
Blood Disease
BLOOD THINNER
Blood Transfusion(s)
Cancer
Codeine Allergy
Congential Heart Les
Cumadin
Demerol Allergy
Emphysema
Epilepsy/Seizures
Erythomycin Allergy
Glaucoma
Hay Fever

Head Injuries
Heart Ailment
Heart Attack
Heart Disease
Heart Murmur
Hepatitis
High Blood Pressure
HIV
Iodine
Jaundice
Kidney Disease
Latex Allergy
Liver Disease
Local Anesthesia
Metal Allergy
Pacemaker

Parkinson''s
Penicillin Allergy
Radiation Treatment
Respiratory Problems
Respiratory/lung Dis
Rheumatic Fever
Rheumatism
Scarlet Fever
Sickle Cell Disease
Sinus Problems
Stomach Problems
Stroke
Sulfa Drugs
Thyroid Problems

Are you allergic to or have you had a reaction to any of the following (다음중 알레르기가 있거나 반응이 보인 적이 있습니까):

Do you have or have had any of the following diseases or medical problems (귀하는 다음과 같은 질병이나 의학적 문제를 갖고 있거나 과거에 가지고 계셨습니까):

Do you have any disease, condition, or problem not listed above that you think I
should know about (위에 나열되지 않았지만 제가 알아야 할 질병, 상태 또는 문제가 있
습니까)?

Has a physician or previous dentist recommended that you take antibiotics prior to
your dental treatment (의사나 이전 치과 의사가 치과 치료 전에 항생제 복용을 권장했
습니까)?

Yes

No

Name of physician or dentist making
recommendation (추천하는 의사 또는
치과의사 이름):

Phone # (연락처): Emergency Contact Name (비상시 연락처 이름):

Relationship (관계): Phone Number (연락처):

Do you have any of the following diseases or problems (다음과 같은 질병이나 문제가
있습니까):

Yes No

Active Tuberculosis (결핵)

Persistent cough greater than
a 3 week duration (3주 이상
지속 되는 기침)

Cough that produces blood
(기침에 혈엑)

Been exposed to anyone with
tuberculosis (결핵 노출)

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient
health issues prior to treatment (참고: 의사와 환자 모두 치료 전에 모든 관련 환자 건강
문제에 대해 논의하는 것이 좋습니다).

I certify that I have read and understand the above and that the information
given on this form is accurate. I understand the importance of a truthful
health history and that my dentist and his/her staff will rely on this
information for treating me. I acknowledge that my questions, if any, about
inquiries set forth above have been answered to my satisfaction. I will not
hold my dentist, or any other member of his/her staff, responsible for any
action they take or do not take because of errors or omissions that I may have
made in the completion of this form (본인은 위의 내용을 읽고 이해했으며 이
양식에 제공된 정보가 정확함을 보증합니다. 나는 진실한 건강 기록의 중요성
을 이해하며 담당 치과의사와 담당 직원이 본인을 치료하기 위해 이 정보에 의
존할 것임을 이해합니다. 본인은 위에 명시된 문의사항에 대한 질문이 있는 경
우 만족스러운 답변을 받았음을 인정합니다. 나는 이 양식을 작성할 때 내가 저
지른 오류나 누락으로 인해 치과 의사나 다른 직원이 취하거나 취하지 않은 모
든 조치에 대해 책임을 묻지 않을 것입니다).

Signature of Patient/Legal Guardian (환자/법적 보호자 서명):

Sign



As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your answers are for
our records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to this questionnaire and there
may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to
discriminate (법률에서 요구하는 대로 당사 병원은 당사가 생성, 수신 또는 유지하는 귀하에 관한 정보의 개인정보를 보호하기 위해 서면 정책 및 절차를 준수합니다. 귀하의 답변은
기록용으로만 사용되며 해당 법률에 따라 기밀로 유지됩니다. 본 설문지에 대한 귀하의 답변에 대해 몇 가지 질문을 받게 되며 귀하의 건강에 관한 추가 질문이 있을 수 있다는 점을
참고하시기 바랍니다. 이 정보는 우리가 귀하에게 적절한 치료를 제공하는 데 매우 중요합니다. 이 병원은 차별을 위해 이 정보를 사용하지 않습니다).

Patient First Name (이
름):

Middle Name: Last Name (성): Date of Birth (생년월일): Social Security Number
(소셜번호):

Sex (성별):

Address: Marital Status: City: State: Zip:

Home Phone#: Cell Phone#: Email: How did you hear about our practice?:

Driver's License (front)

No File Uploaded

Driver's License (front)

No File Uploaded

PATIENT INFORMATION

PRIMARY INSURANCE (Policyholder)

Fill-in "none" if no insurance

Subscriber Name: Subscriber ID: DOB: Relationship to Subscriber: Employer Name:

Insurance Company: Insurance Group: Insurance Phone#: Insurance card (front)

No File Uploaded

Insurance card (back)

No File Uploaded

__________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________

SECONDARY INSURANCE (Policyholder)

Fill-in "none" if no insurance

Subscriber Name: Subscriber ID: DOB: Relationship to Subscriber: Employer Name:

Insurance Company: Insurance Group: Insurance Phone#: Insurance card (front)

No File Uploaded

Insurance card (back)

No File Uploaded

INSURANCE INFORMATION

First Name: Middle Name: Last Name: DOB: Email:

Address (If different): City: State: Zip Code:

Home Phone#: Cell Phone#: Work Phone#:

RESPONSIBLE PARTY (if minor)

First Name: Middle Name: Last Name: Home Phone#: Cell Phone#: Work Phone#:

EMERGENCY CONTACT

I consent to the diagnostic procedures and dental treatment performed by my dentist, and to the release of information concerning my(or my child’s)healthcare,advice, and
treatment to another dentist, or for evaluating and administering any claims for insurance benefits. I consent to the direct payment of my insurance benefits to dentist or dental

AUTHORIZATION



Do you require pre-
medication with
antibiotics before dental
treatment?

Yes

No

Are you taking blood
thinners?

Yes

No

If yes, which blood
thinner and last dose:

Please list any (other) medications that you are taking:

ALL TREATMENT IS BY APPOINTMENT ONLY. A NO-SHOW FEE of $50 WILL BE CHARGED FOR MISSED APPOINTMENTS.

Signature of
Responsible Party:

Sign

DATE: RELATIONSHIP TO
PATIENT(S):

Medical History

group and understand that my insurance benefits may pay less than the actual bill for services and that I am responsible for any services not paid or covered by my insurance
benefits and any account balance.

ELECTRONIC COMMUNICATIONS:

I consent to receiving HIPAA-compliant electronic communications, such as email and text messages regarding treatment, payment and healthcare
operations. I understand that there is no obligation to receive these electronic communications.Message/data rates may apply,and I may opt-out
of receiving electronic communications at any time by clicking the unsubscribe link provided in emails, or by replying STOP via text to 98269.
Go to www.greatexpressions.com for more information. I attest to the accuracy of the information on this page.

Signature (Responsible Party, if under
18):

Sign

Date:

Although dental personnel primarily treat the area in and around your mouth your mouth is a part of your entire body. Health problems that you may have or medication that you may be taking could

have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions.

Are you under a physician's care now?

Yes No

If Yes

Have you ever been hospitalized or had a major operation?

Yes No

If Yes

Have you ever had a serious head or neck injury?

Yes No

If Yes

Are you taking any medications pills or drugs?

Yes No

If Yes

Do you take or have you taken Phen-Fen or Redux?

Yes No

If Yes

Have you ever taken Fosamax Boniva Actonel or any other medications containing bisphosphonates?

Yes No

If Yes

Are you on a special diet?

Yes No

If Yes

Do you use tobacco?

Yes No

If Yes

Do you use controlled substances?

Yes No

If Yes

Women: Are you...

Nursing?
Pregnant/Trying to get pregnant?
Taking oral contraceptives?



Are you allergic to any of the following?

Acrylic
Aspirin
Codeine
Latex
Local Anesthetics
Metal
Penicillin
Sulfa Drugs

Other?

Yes

Comment

Do you have or have you had any of the following?

Yes No

AIDS/HIV Positive

Alzheimer's Disease

Anaphylaxis

Anemia

Angina

Arthritis/Gout

Artificial Heart Valve

Artificial Joint

Asthma

Blood Disease

Blood Transfusion

Breathing Problems

Bruise Easily

Cancer

Chemotherapy

Chest Pains

Cold Sores/Fever Blisters

Congenital Heart Disorder

Convulsions

Cortisone Medicine

Diabetes

Drug Addiction

Easily Winded

Emphysema

Epilepsy or Seizures

Excessive Bleeding

Excessive Thirst

Fainting Spells/Dizziness

Frequent Cough

Frequent Diarrhea

Frequent Headaches

Genital Herpes

Glaucoma

Hay Fever



Heart Attack/Failure

Heart Murmur

Heart Pacemaker

Heart Trouble/Disease

Hemophilia

Hepatitis A

Hepatitis B or C

Herpes

High Blood Pressure

High Cholesterol

Hives or Rash

Hypoglycemia

Irregular Heartbeat

Kidney Problems

Leukemia

Liver Disease

Low Blood Pressure

Lung Disease

Mitral Valve Prolapse

Osteoporosis

Pain in Jaw Joints

Parathyroid Disease

Psychiatric Care

Radiation Treatments

Recent Weight Loss

Renal Dialysis

Rheumatic Fever

Rheumatism

Scarlet Fever

Shingles

Sickle Cell Disease

Sinus Trouble

Spina Bifida

Stomach/Intestinal Disease

Stroke

Swelling of Limbs

Thyroid Disease

Tonsillitis

Tuberculosis

Tumors or Growths

Ulcers

Venereal Disease

Yellow Jaundice

Have you ever had any serious illness not listed above?



Are you having any dental problems
that require immediate attention?

Yes

No

Reason for today’s visit: Date of last dental visit: Date of last dental x-rays:

Please check if you have/had any of the following:

Yes No

Bad breath

Blisters on lips or mouth

Burning sensation on tongue

Chew on one side of mouth

Cigarette, pipe, or cigar smoki
ng

Smokeless tobacco ("dip")

Dry mouth

Food collection between teet
h

Clench or grind teeth

Growths or sore spots in your
mouth

Gums swollen, tender or blee
ding

Head, neck, jaw pain, or ache
s

Lip or cheek biting

Loose teeth or broken fillings

Mouth breathing

Orthodontic treatment ("brace
s")

Periodontal treatment ("deep
cleaning")

Sensitivity to pressure or irrita
nts (cold, heat, sweets)

If "Yes" to any above, please explain:

How often do you floss? How often do you brush? Have you had periodontal or gum
treatment? ("Deep cleaning" or "Scaling
and Root Planing")

Last treatment date:

DENTAL HISTORY

Yes No

If Yes

Comments:

undefined

To the best of my knowledge the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or patient`s) health.
It is my responsibility to inform the dental office of any changes in medical status.



Yes

No

Have you ever had orthodontic
treatment (braces)?

Yes

No

Last treatment date: Have you ever had an allergic reaction to
Novocaine, local, or general
anesthetics?

Yes

No

If Yes, please explain:

Have you ever had trouble from
previous dental care?

Yes

No

If Yes, please explain: How do you feel about the appearance of your smile?

AUTHORIZATION AND RELEASE

I have read and answered the above questions to the best of my knowledge.

Patient/Guardian Signature:

Sign

DENTAL HEALTH HISTORY – UPDATE AND EXCEPTIONS

I have reviewed my dental history and confirm that it adequately states past
and present conditions to the best of my knowledge.

TO THE PATIENT – PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

Purpose of Consent:

By signing this form, you will consent to our use and disclosure of your protected health information to carry out treatment, payment
activities, and healthcare operations.

Notice of Privacy Practices:

You have the right to read the Notice of Privacy Practices before you decide whether to sign this Consent. Our Notice provides a description
of our treatment, payment activities, and healthcare operations, of the uses and disclosures we may make of your protected health information,
and of other important matters about your protected health information. A copy of our Notice accompanies this Consent. We encourage you to
read it carefully and completely before signing this Consent.
We reserve the right to change our privacy practices as described in our Notice
of Privacy Practices. If we change our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes.
Those changes may apply to any of your protected health information that we maintain. You may obtain a copy of our Notice of Privacy
Practices, including any revisions of our Notice, at any time by contacting: Compliance Officer: Dr. Mike Jin
Telephone: 770-251-8767
Address:
65 Oak Hill Blvd. Newnan, GA 30265

Right to Revoke:

You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to the Contact Person
listed above. Please understand that revocation of this Consent will not affect any action we took in reliance on this Consent before we
received your revocation.

I have had full opportunity to read and consider the contents of this Consent
form and the Notice of Privacy Practices. I understand that, by signing this
Consent form, I am giving my consent to your use and disclosure of my
protected health information to carry out treatment, payment activities, and
heath care operations.

I understand that by signing this Consent form, I am giving my consent to to
disclose and discuss my protected health information to carry out treatment,
payment activities and health care operations with the following family
member:

Family member(s):

RESTRICTION OF PROTECTED HEALTH INFORMATION (PHI)

I request the office to restrict the disclosure of my PHI to those specified below:

Patient Signature or Personal Representative

Sign
If this Consent is signed by a personal representative (parent/guardian) on behalf of the patient, complete the following:

Personal Representative’s Name: Relationship to Patient:

HIPAA - NOTICE OF PRIVACY

PATIENT CONSENT OF INFORMATION

Thank you for choosing Oak Hill Family Dentistry. Our primary mission is to deliver the best and most comprehensive dental care available. An important part of the mission is
making the cost of optimal care as easy and manageable for our patients as possible by offering several payment options.

Payment options to choose from:

• Cash, Check, Visa, Mastercard, American Express, and Discover
• Flexible payment plans - Must be arranged prior to treatment
• Convenient
Monthly Payment Plans* from Care Credit
* Allow you to pay over time
* No annual fees or pre-payment penalties
* Subject to credit approval

FINANCIAL POLICY



Please note:

• Oak Hill Family Dentistry requires payment prior to the completion of your treatment. If you choose to discontinue care before treatment is
completed your refund will be determined upon review of your case.
• For patients with dental insurance, we are happy to work with your
carrier to maximize your benefit and directly bill them for reimbursement for your treatment. • A fee of $50.00 is charged for patients who
miss or cancel an appointment without 24-hour notice.
• Oak Hill Family Dentistry charges $35.00 for returned checks.
• Effective January
2019, all accounts placed for collection will be assessed a 30% collection fee.
If you have any questions, please do not hesitate to ask. We
are here to help you get the dentistry you want or need!

ADULT PATIENTS

Adult patients are responsible for full payment at time of service.

MINORS ACCOMPANIED BY AN ADULT

The adult accompanying a minor, his/her parents or guardians, are responsible for full payment at time of service.

UNACCOMPANIED MINORS

The parents or guardians are responsible for full payment at time of service. Non-emergency treatment will be denied unless charges have been
pre authorized to an approved credit plan, or to Visa, Master Card, American Express, or Discover.

INSURANCE

We provide insurance company billing as a courtesy to our patients. The patient portion of a particular dental service(s) is estimated and due
at the time of service. This amount may be subject to adjustment when the dental service(s) claim(s) are adjudicated by the insurance company.
In addition, certain insurance companies have annual limitation for the amount of dental services that can be reimbursed within each plan
year. If you or your family exceed these annual limitations in any plan year, you will be responsible for the full amount of dental services
that exceed the particular plan’s limitations. The patient is responsible for monitoring the amount of his/her remaining benefits for any
annual benefit period. The patient may not rely upon any information provided by our team regarding his/her remaining benefit in any such
benefit period. The claims we submit to insurance companies indicate that you have assigned those benefits to Oak Hill Family Dentistry.
However, if you are paid directly by the insurance company instead of Oak Hill Family Dentistry, it is the patient's responsibility for the
total account balance.
You may bring the signed insurance check to our office, or remit payment directly to Oak Hill Family Dentistry.
If you
or your family has more than one dental insurance program, we will assist you in obtaining the maximum benefits available. You as the patient
will be responsible for all charges not covered by your insurance company.

Thank you for understanding and accepting our Financial Policy. Please let us know if you have any questions or concerns.

Responsible Party Signature:

Sign

Date:


