Welcome to Ask Dental Clinic

Dr. Alvin Kwok, Dr. Sharon Fan and Associates 

Unit 200, 4400-14th N.W. Calgary AB T2K 1J5

 Tel. (403) 210-0883; (403) 210-0863 

Website: www.askdentalclinic.ca,   E-mail  asknet@telus.net
Information hereby collected is confidential and is only in-office usage unless authorized by clients

	Patient Information: Title: Mr.__ Mrs.__ Ms.__ Dr.__ other__.                                       (For office use only: Chart No. _____________)

Name: ________________, ________________, ___, ______________. Date of Birth:  ___ /___/____Gender: M _ F_

                        Last name                                First name                    M.I.           Preferred Name
                                date  /month /year



Address: ________________________________________________________ Driver’s License #_________________


           Street             
                                                   City               Province           Postal code

Phone#: (H) _______________, best time to call _________,  (W) _______________ ext.____, (Cell) _____________

E-mail: ________________________________ University Student ID #:_____________________________________

Family status: Married (  ), Single(  ), Dependent child(  ), Other (  )
Employer: _______________________ Occupation: _____________________  



	Emergency Contact: (Parent/Guardian for children under 18)
Name: ________________, ________________, Relation: Spouse (  ), Parent/Guardian (  ), Other: ________________

                       Last name                 
     First name

Phone # (if different from above): (H) __________________, (W) __________________ ext.____, (Cell) ________________

E-mail: ___________________________________ Date of Birth: ___/___/___ Gender: M _ F _

                                                                                                           
                                        date /month /year



Has he/she visited our office before: Yes (  ), No (  )


	Office Policy:

(1) Fee for all dental service is due on the day when treatment is performed, unless previous financial arrangements are made. A deposit may be required for some treatment. 

(2) Fee estimation will only be valid for six months.

(3) If delay payment after 30 days that a patient is informed about the balance, ASK Dental Clinic may charge patient 10% of annual interest on the balance. After 3 months, the case may be sent to a collection company.

(4) Patient will be charged $50.00 for a non-sufficient fund cheque, or cancellation of appointment without 24 hours advance notice and No show without any advance notice to ASK Dental Clinic appointment.  


	Credit Card Payment Pre-authorization (for patient with payment plan):

I,________________________ (Print name of card holder) authorize ASK Dental Clinic to charge any outstanding balance for dental service done on myself and my family member including my guardian to my credit card. 

MC__, Visa __, America Express___, Card No. _______________________________________, exp. Date: ________




Signature (patient, parent or guarantor): _______________________________ Date: ___________________
	Medical History Survey:


 
 

  (Office use only: Medical Alert ________________)
Have you ever had any of the following? If yes, please check (() to the right column and specify in below:



	AIDS
	
	Excessive bleeding 
	
	Liver disease
	
	Sinus problem
	

	Allergies
	
	Glaucoma
	
	Low Blood Pressure
	
	Stomach problem
	

	Anemia
	
	Hay fever
	
	Mental disorder
	
	Stroke
	

	Asthma
	
	Head injury
	
	Nervous disorder
	
	Taking medication
	

	Artificial joint
	
	Heart disease
	
	Pacemaker
	
	Tuberculosis
	

	Arthritis
	
	Heart murmur
	
	Penicillin allergy
	
	Tumours
	

	Blood disease
	
	Hepatitis
	
	Pregnant (Due Date: _______)
	
	Ulcers
	

	Cancer
	
	High blood pressure
	
	Radiation therapy
	
	Venereal diseases
	

	Diabetes
	
	Jaundice
	
	Respiratory problem
	
	Others:
	

	Epilepsy
	
	Kidney disease
	
	Rheumatism
	
	
	

	Please specify medication that you are taking:____________________________________________________

Please specify the drugs, food or others that you are allergic to: ________________________________________

Specify problems that you answered yes in above questions: __________________________________________

Family Doctor: ___________________________________ His/Her Phone #_____________________________

	Dental History Survey: 

Former Dentist: ________________________. No, I don’t have a dentist in Canada_____

Last Dental Visit and Treatment done: ________________________________________________________

What is the reason for today’s dental visit: _____________________________________________________



	You are referred to ASK DENTAL CLINIC by:

A person named: ______________________; Phone book: ___;  Advertisement: ___; Website:__ ; Others: ________   We sincerely appreciate you to refer your relatives, colleagues and friends to ASK DENTAL CLINIC. 

We will thank you for your referral by giving out $20 gift certificate per referred patient, and up to $100 per referred family.



	Informed Consent for Services, Payment Agreement and General Release:
To the best of my knowledge, I, the undersigned, state that I have provided true and accurate answers to all the above questions. I consent to have dental service done on me, or my dependant on the condition that I receive advanced verbal consent provided by ASK Dental Clinic’s staff. I also consent to have my physician being contacted if necessary.

I understand that I assume responsibility for all fees associated with the services provided to me, or my dependant, regardless of having dental insurance coverage or not. I will pay full dental service fee to ASK Dental Clinic for myself or my dependant on the day the service is rendered. 

I also authorize release to my dental benefits plan administrator and Canadian Dental Association, information contained in claims submitted electronically. The authorization shall continue in effect until the undersigned revoked the same.

I, the undersigned, state that I have read and understand the ASK Dental Clinic’s office policy. 


Signature (patient, parent or guarantor): ___________________________________ Date: _____________
Personal Information Consent Form

We are committed to protecting the privacy of our patients’ personal information and to utilizing all personal information in a responsible and professional manner. This document summarizes some of the personal information that we collect, use and disclose. In addition to the circumstances described in this form, we also collect, use and disclose personal information when permitted or required by law.

We collect information from our patients such as names, home addresses, work addresses, home telephone numbers, work telephone numbers, and driver license numbers (collectively referred to as “Contact Information”). Contact Information is collected and used for the following purposes:

· To open and update patient files.

· To invoice patients for dental services, to process credit card payments, or to collect unpaid accounts.

· To process claims for payment or reimbursement from third-party health benefit providers and insurance companies.

· To send reminders to patients concerning the need for further dental examination or treatment.

· To send patients informational material about our dental practice.

· To establish and maintain communication with patients.

Contact Information is disclosed to third-party health benefit providers and insurance companies where the patient has submitted a claim for reimbursement or payment of all or part of the cost of dental treatment or has asked us to submit a claim on the patient’s behalf.

Financial information may be collected in order to make arrangement for the payment of dental services.

We collect information from our patients about their health history, their family health history, physical condition, and dental treatments (Collectively referred to as “Medical Information”). The Medical Information of the patient is collected and used for the purposes of diagnosing dental conditions and providing dental treatment. The information may be used for demonstrational and educational purposes on an anonymous basis. 

Medical Information of the patient is disclosed:

· To third party health benefit providers and insurance companies where the patient has submitted a claim for reimbursement or payment of all or part of the cost of dental treatment or has asked us to submit a claim on the patient’s behalf.

· To other dentists and dental specialists, when we are seeking a second opinion and the patient has consented to us for obtaining the second opinion.

· To other dentists and dental specialists if the patient, with their consent, has been referred by us to the other dentist or dental specialist for treatment.

· To other dentists and dental specialists when those dentists have asked us, with the consent of the patient, to provide a second opinion.

· To other health care professionals such as physicians if the patient, with their consent, has been referred by us to the other health care professional for either a second opinion or treatment.

· To our clinic’s insurance carrier to enable the insurance company to assess liability and quantify damages, if any.

If we ever consider selling all or part of our dental practice, qualified potential purchasers may be granted access as part of the due diligence process to patient information in order to verify information important to the potential sale. If this occurs, we will take steps to ensure that the prospective purchaser safeguards all personal information.

Dentists of Alberta are regulated by the Alberta Dental Association and College, which may inspect our records and interview our staff as part of its regulatory activities in the public interest.

I consent to the collection, use and disclosure of my personal information as set out above.

Name (Print): ________________; Signature: _____________;    Date:________  ; Witness:__________
