DR. LEI LUO, D.D.S
Family & Implant Dentistry
560 Jenevein Ave, San Bruno, CA 94066
(650)583-6032 leiluodds@att.net

PATIENT INFORMATION RECORD

Name 4 Preferred F =k ffi Y4 5
Mr. Mrs. Ms. Dr.  Last name # First 4, Middle H[#44
Birthdate 4 H SSN TRk / / Driver’s License # 78 F%H5
Address ik
Street 44 Apartment # A # City M7 State 44 Zip TGS
Phone FEREHFRAS ( ) Cell FHEHRMS ( ) Text ok? AT LAZEE K& 5152 JYes [ No
E-mail: 7 7B Hitik @ Appt emails ok? AJ LAREEE FEH? [ ] Yes [ ] No
Sex 5: (M % [F & Marital Status (optional):[_| Single ¥ &) [_]Married E4& [ | Other Hfth
Name of Person Responsible for Account £ &1 7' ARIIEA Relationship to Patient [5l4%
Employer J&3F Occupation L1E Work Phone T-{E&EREHEHS ( )
Work Address T_{EHt City hi State & Zip TFIE 5
Referred by ##47 A\FIRE4 Relationship [
Emergency Contact 7EZ& 25 LIRS A4 Phone EEaHHE 15 ( )
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INSURANCE INFORMATION {4 k&% £}

Insured’s Name A 5 BRI A\ HI4 T SS# TRy / BirthdateH 4= F 31
Subscriber's Employer Name and Address J& = L RH RS ( )
Ins Co HRMRRRATIAFE Group # FEanes )

Secondary Insurance? /5 744 Hfth FRHEM? [ Yes A |No %4

If Yes, please provide us with insurance name:

st sk she sfe sfe s sie she sfe s sie she sfe s sie she she st e she she st s she she st sk she she sfe sk she she she st she she sfe st ke she she st e she she st s she she st sk she she st sk she she sfe st ke she sfe st ke she sfe st e she she sfe sk she sfe sfe sk ske sfe sfe sk she she sfe st she she sfe st sie she sfe st e she sfe sfe e she she sfe sk she she sfe sk she she st sk sie sk sfe ke sk skeokesksk

OFFICE POLICIES: If you are unable to keep an appointment, please pr0V1de 48 hours advance notice so that the time rnay be given to another
patient. We understand that emergencies do arise; however, ¢ ¢ ¢ ¢

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 %54 Name (print) Date H ]



mailto:leiluodds@att.net

DR. LEI LUO, D.D.S
Family & Implant Dentistry
560 Jenevein Ave, San Bruno, CA 94066

(650)583-6032 leiluodds@att.net

DENTAL HISTORY
Smoking Habit A WA > 55?2 How many a day— XA % 2
Last visit % —IKah B Last x-rays % — IR A RXL:
Former Dentist LARTAYI - BE0EA Phone Number & 35520 ( )
Bleeding gums? /KA A ISt i A2 []Yes /&= [JNo
TMIJ pain? {REJFARHEIGHE T REBAEN) A% A0? []Yes & [|No &
Abx proph? FFHEEEZ AL IR HHTARE] Yes & [] No &7

Want whiter teeth? /RAEE FH FEIE? [ ]Yes /& [ [No 75  How often do you floss? /R 2 A H #5251k

How often do you brush? {/Rf: Kl A5 %7k 2

Had any of the following F& &R A EAYRRE? [ ] Wisdom Teeth Surgery £ F4ff [ Braces H ¥ IE
[ ] Gum AT [ ] Denture 84 Do you grind? fREEFFIE2[ ] Yes /& [ | No 75

Problems with previous dental work? fREMFRIFEHRFA IR A RE? [ Yes H [ |No #HE
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MEDICAL HISTORY B35 &k}

Physician B&A4:A9IEA Phone FERE R ( ) FaxfEE5HEME ()
Address Hii: Date of last visit {4 —¥X 7B
*Preferred pharmacy 25555 *Address Hiiht

Are you currently under the care of a physician due to an illness? {RELEA HE it REEANE 2 JYes A [ [No BF

* Are you taking any prescription/ over-the-counter or herbal supplement drugs? Please list each one:

IRBUMEAZAIRAMEATEE 80 pRT%E s BARgE 5 Mlifcdém 2 [] Yes &5 [No i#F

WARA, TEaRH:

*Please indicate with a check mark  if you ever had taken any of the following: Z&&E T FEEMRA IR HIEIZEY) -
[J Fosamax, Boniva, Actonel & & B $2 %2 (/52 bisphosphonates)

[J Phen-Fen J8E%E 2 (L85 %reduxspondimin)
[J Blood Thinners Ifil & #5 ¥ 5452 (Aspirin, etc.)

For women: #72f": Are you taking birth control pills? #Rj&5 ARk REL2 5% 2 [ Yes /& ] No#&
Are you pregnant or nursing? /R /& 75478 FL [ Yes & [J No

Are you allergic to any of the following? {K¥fLL FT-(A 4547 s RFE RS 2

Aspirin [ =]PCAK
Codeine AJ7F[A]
Dental anesthetics
SR} BR B
Erythromycin AL#(3%
Jewelry EREF

Latex gloves FLBFE O Tetracycline PUER
Metals O Other FAt
i8R B R

Penicillin H1#3&

Sulfa fififti

00 0040
o0 00
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Please indicate with a check mark

AHISETE T SRR AT it H P T 2 g i ] e -

DR. LEI LUO, D.D.S

(650)583-6032

Family & Implant Dentistry
560 Jenevein Ave, San Bruno, CA 94066
leiluodds@att.net

if you ever had any of the following:

O Abnormal bleeding O Heart Surgery O Thyroid Problems
L i TN =y Ny FH R iR R A
O Alcohol/drug abuse O Hepatitis O Rheumatic / Scarlet Fever
T A / 454 IS JELIEE BN A AL )
O Anemia & il O Herpes/Fever Blisters O Liver Disease
Wiz | BoKid iR
O Arthritis /Rheumatism O High Blood Pressure O Seizures 1%
T2 / RSP 18R &5
O Artificial heart valve O HIV+ / AIDS 35295 O Shingles % ik k1%
N T e s
O Artificial joints/ bones O Hospitalized O Sickle Cell Disease
NIERAF /B 4% EBE-LIAEAT 2 AR I I
O Asthma B0 O Hemophilia [l A O Colitis f iz 4¢
O Back problems 15 7 A O Kidney Problems O Tobacco Use
e ] R W% JPE /Al e
O Blood transfusion ¥ . O Low Blood Pressure O Tuberculosis (TB) ffi&5 k%
AIK if JBE
O Cholesterol JIH [ B i O Cancer/chemotherapy O Ulcers {815
FEIEAL IR
O Congenital Heart Defect O Mitral Valve Prolapse O Venereal Disease P77
SR M R O R
O Cortisone treatments O Infective endocarditis O Glaucoma & YR
AR TR SRR I
O Diabetes & /R 7 O Pacemaker O Hay Fever {E}}iE
O L F e
O Difficulty Breathing W [ % O Psychiatric Problems O Heart Attack 107 %% {F
e R A
(0  Emphysema fifi%& & a Sinus Problems £ % [ (0  Heart Murmur L5
O Fainting Spells £ ik O Stroke il O Frequent Headaches

A B

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 EAL i AT RN B bR R, an RFe A AT S BEAR DL sl 28 hos, 5 3Ry A B TR R AT

Patient’s Signature 4

Name (print)

Date H
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LEILUO D.D.S

Family & Implant Dentistry
560 Jenevein Ave, San Bruno, CA 94066

Tel: 650-583-6032 | Fax: 850-583-6455

Informed Consent Form

1. X-Rays
I understand that a thorough dental exam usually requires an x-ray. Only those x-rays which are absolutely necessary for proper treatments will be taken.
All measures for radiation protection and safety will be adhered to. (Initials: )

2. Drugs and Medication
I understand that antibiotics and analgesics and other medications can cause allergic reactions causing redness and swelling of tissues, pain, itching,

vomiting and/ or anaphylactic shock (severe allergic reaction). (Initials: )
3. Fillings

I understand that the most common complications to fillings are pain, sensitivity to temperature changes or foods, fracture of tooth structure, nerve

damage, other damages to other teeth, occlusal(bite) discrepancies, TMJ complications, reactions to drugs or anesthesia. (Initials: )

4. Change in Treatment Plan
I understand that during treatment, there may be a need to change or all procedures because of conditions found while working on the teeth that were not
discovered during examination. The most common being root canal therapy, following routine restorative procedures. I give my permission to the Dentist

to make any/ all changes and additions as necessary. (Initials: __ )

5. Removal of Teeth
Alternative to removal have been explained to me (root canal therapy, crown, and periodontal surgery, etc) and I authorize the Dentist to remove the
following teet hand any other necessary for reasons #3. [ understand that removing teeth does not always remove all the infection, if present, and it may
be necessary to have further treatment. I understand the risks involved in having teeth removed, some of which are pain, swelling, spread of infection, dry
socket, loss of feeling in my teeth, lips, tongue, and surrounding tissue (paraesthesia) that can last for indefinite periods of time or fracture jaws. I
understand I may need further treatment by a specialist or even hospitalization if complication arises during or following treatment, the cost of which is
my responsibility. (Initials: )

6. Crowns and Bridges
I understand that sometimes it is not possible to match the color of natural teeth exactly with artificial teeth. I further understand that I may be wearing

temporary crowns, which may come off easily. I must be careful to ensure that they are kept on until the permanent crowns are delivered. I realized that
the final opportunity to make changes in my new crown, bridge, or cap (including shape, fit, size, and color) will be before cementation.

(Inmitials: )

7. Dentures - Complete and Partial

I realize that full or partial dentures are artificial, constructed of plastic, metal and/or porcelain. The problems of wearing those applications have been
explained to me including looseness, soreness, and possible breakage. I realize the final opportunity to make changes in my new dentures (including
shape, fit, size, placement, and color) will be the “teeth in wax: try-in visit. I understand that most dentures may require rellining approximately 3-12
months after initial placement. The cost of this procedure is not included in the initial denture fee. (Initials: )

8. Endodontic Treatment (Root Canal)

I understand that there is no guarantee that root canal treatment will save my tooth and complications can occur from the treatment, and that occasionally
metal objects are commented into the tooth to extend through the root which does not necessarily affect the success of the treatment. I understand that
occasionally additional surgical producers may be necessary following root canal treatment (apicoectomy). (Initials: )

9. Periodontal Loss (Tissue and Bone)

I understand that I have a serious condition causing gum and bone inflammation or loss, and it can lead to the loss of my teeth. Alternative treatment
plans have been explained to me including gum surgery, replacement and/ or extractions. I understand that undertaking any dental procedures may have a
future adverse effect on my periodontal condition. (Initials: )

By signing this consent, you are also agreeing to accept full financial responsibility for any services rendered to you.This financial responsibility includes

the entire account balance, or the percentage that your insurance does not cover. You understand that failure to pay this balance can result in your
account balance and information being transferred to a collection agency. I have read and fully understand all of the above matters.

Patient Signature: Date:




LEILUO D.D.S

Family & Implant Dentistry
560 Jenevein Ave, San Bruno, CA 94066

Tel: 650-583-8032 | Fax: 650-583-6455

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:
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LEILUO D.D.S

Family & Implant Dentistry
560 Jenevein Ave, San Bruno, CA 94066

Tel: 650-583-6032 | Fax: 650-583-6455
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.

| 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:
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Lei Luo DDS # H iR R EM RS RIFHIE P KA « RENLIRAERNN DA ZBEE AT TR
PR B AR, ERATREB SRIBRATN B bR - BT B RATHEE Bk FIRER RS « XA
RMSMA< , MRTEZSIN, WIREHTREIGEUES & - WRELEEM S TUE, FIInERIRAIZH
HoRSEMRRR S~ |, HESFRN HIE, SCESUEH RSO ERATER B A7 -

FKE, RN AR HESRBRAHRELNRE R, SREEREENH Y ASTFEIAR
B+ . XRARX EBNERRHRIE, FRZEMNRELER. MREEEN RERLTRTEBR,

A USRS AU (R AIFR A A B8, SO IER AT ) - ZZD%%&WET%BA FEVI RIS R B = 12
2

NFERMESAUARENRS |, fl0 KB , FAGL , YRS  ERNRES D , BFR
ERRBMECHTFTEMRE. NRETHE , BETHETH H*EZHU'%@}E’J{%BA%J\ AR S5 ER
HMHTHEARKK.

BELREHER T XMW MESBER,ARZETNESINRE,HARZETRA BEME
S EA BT AT I FR T,
=4 B #A:

w4




