
Best Care Dental Services 
70 West 36th Street 10A New York, NY 10008

212-684-2868
  Chart #:__________
     FOR OFFICE USE ONLY

Patient Information

Patient Name: _________________________________________________________  Date:_______________
                                  Last                                                         First                                               MI
      Male    Female                                                Married    Single    Child    Other _____________

Social Security #: ________________________________  Birth Date:_________________________________

Phone (Home): ________________ (Work): ________________ Ext:______  (Cell):______________________

Preferred appointment times:   Morning    Afternoon    Evening    Any Time    M  T  W  T  F  S

Address: __________________________________________________________________________________
                            

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:
 AIDS
 Allergies __________

                  __________
 Anemia  
 Arthritis
 Artificial Joints
 Asthma
 Blood Disease
 Cancer
 Diabetes
 Dizziness
 Epilepsy

 Excessive Bleeding
 Fainting
 Glaucoma
 Growths
 Hay Fever
 Head Injuries
 Heart Disease
 Heart Murmur
 Hepatitis
 High Blood Pressure
 Jaundice
 Kidney Disease

 Liver Disease
 Mental Disorders
 Nervous Disorders
 Pacemaker
 Pregnancy

    Due date:_________
 Radiation Treatment
 Respiratory Problems
 Rheumatic Fever
 Rheumatism
 Sinus Problems

 Stomach Problems
 Stroke
 Tuberculosis
 Tumors
 Ulcers
 Venereal Disease
 Codeine Allergy
 Penicillin Allergy

OTHER:
 _________________

 _________________

 Have you ever had any complications following dental treatment?     Yes   No
     If yes, please explain:_______________________________________________________________________

 Have you been admitted to a hospital or needed emergency care during the past two years?     Yes   No
     If yes, please explain:______________________________________________________________________

 Are you now under the care of a physician?     Yes   No
     If yes, please explain:______________________________________________________________________

 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 I ever 
have any change in my health, I 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     Work     Other__________________

Name of person or office referring you to our practice:______________________________________________



Spouse or Responsible Party Information
The following is for:    the patient's spouse     the person responsible for payment

Name:                                                                                                                                                                     
                     Male    Female                                Married    Single    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:    the patient                   the person responsible for payment

Employer Name:                                                                        Occupation:                                                         

Address:                                                                                                                                                                      
                                  Street                                                                                                           City                                                                    State                      Zip Code

Insurance Information
Primary
Name of Insured: _______________________________________________  Is insured a patient?   Yes    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    Spouse    Child    Other___________________

Insurance Plan Name and Address: 
                                                         

                                                                                                                      
Secondary
Name of Insured: _______________________________________________  Is insured a patient?   Yes    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    Spouse    Child    Other___________________

Insurance Plan Name and Address:                                                                                                                           

                                                                                                                      

Consent for Services
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.

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the time services are performed.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is personally responsible for payment of all dental 
services.  This office will help prepare the patients insurance forms or assist in making collections from insurance companies and will credit any such collections to the patient's account.  
However, this dental office cannot render services on the assumption that our charges will be paid by an insurance company.

A service charge of 1½% per month (18% per annum) on the unpaid balance will be charged on all accounts exceeding 60 days, unless previously written financial arrangements are 
satisfied.

I understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient examination.

In consideration for the professional services rendered to me, or at my request, by the Doctor, I agree to pay therefore the reasonable value of said services to said Doctor, or his 
assignee, at the time said services are rendered, or within five (5) days of billing if credit shall be extended.  I further agree that the reasonable value of said services shall be as billed 
unless objected to, by me, in writing, within the time for payment thereof.  I further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver of any 
further term or condition and I further agree to pay all costs and reasonable attorney fees if suit be instituted hereunder.

I grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form.

I 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



Kai Wong DDS
Best Care Dental Services, PC

70 West 36th Street 10A
New York, NY 10008

AGREEMENT FOR ASSIGNMENT OF INSURANCE BENEFITS

I wish to assign to Kai Wong, DDS (Best Care Dental Services, PC) the dental benefits to 
which I might otherwise be entitled.  The acceptance of such assignment is a courtesy this 
office has extended to me to help minimize my initial out of pocket expense for the dental 
services I shall receive.  I understand that I am ultimately responsible for any portion of 
the fee charged to me, which is not paid by my insurance carrier to Kai Wong, DDS.

I understand that any representation made by Kai Wong, DDS, or any staff member of 
this office, with respect to my anticipated insurance benefits, is not a guarantee of 
insurance payment and is subject to the terms and limitations of my dental plan.  In the 
event incorrect insurance information results in my being charged reduced fee, the 
standard fees shall apply.  I will not require or expect your office to look to my insurance 
carrier for payment or re-submission of a claim form; I agree to be billed by your office 
and to pay the unpaid balance within 10 days of notification.

In the event that I receive a benefit payment that you were expecting from my insurance 
carrier, I will promptly remit this amount to you.  Should I become aware of any change 
or termination in my insurance coverage or status, I will immediately advise your office 
of such change or termination.  This assignment shall remain in effect until such time as I 
indicate by my signature below that I wish to have it discontinued.

I wish to assign dental benefits t Kai Wong, DDS (Best Care Dental Services, PC) in 
accordance with the aforementioned terms.

Name (Print) _______________________ Date_____________________

Signature __________________________

I wish to discontinue the previous assignment of my dental benefits.

Name (Print) ________________________ Date______________________

Signature ___________________________



Best Care Dental Services 
70 West 36th Street 10 A New York, NY 10008

212-684-2868
  

NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED

 AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

___________________________________________________________________________________________

OUR LEGAL DUTY
We  are required by applicable federal and state law to maintain the privacy of your health information. We are also required  
to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health information.  We 
must follow the privacy practices that are described in this Notice while it is in effect.  This Notice takes effect September 1, 
2003, and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are  
permitted by applicable law.  We reserve the right to make that changes in our privacy practices and the new terms of our  
Notice effective for all  health information that we maintain, including health information we created or received before we  
made that changes.  Before we make a significant changes in our privacy practices, we will change this Notice and make the 
new Notice available upon request.

You may request a copy of our Notice at any time.  For more information about our privacy practices, or for additional copies  
of this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations.  For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to 
you.
 
Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations:  We may use and disclose your  health  information in connection with  our healthcare operation. 
Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications of 
healthcare  professionals,  evaluating  practitioner  and  provider  performance,  conducting  training  programs,  accreditation, 
certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations, you 
may give us written authorization to you’re your health information or to disclose it to anyone for any purpose.  If you give us  
an authorization, you may revoke it in writhing at any time.  Your revocation will not affect any use or disclosures permitted by  
your authorization while it was in effect.  Unless you give us a written authorization, we cannot use or disclose your health 
information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the patient Rights section of 
this Notice.  We may disclose your health information to a family member, friend or other person to the extent necessary to  
help with your healthcare or with payment for your healthcare, but only if you agree that we may do so.

Persons Involved in Care: We may use or disclose your health information to notify, or assist in the notification of (including 
identifying or location) a family member, your personal representative or another person responsible for your care, of your  
location, your general condition, or death.  If you are present, the prior t use or disclosure of your health information, we will  
provide  you  with  an  opportunity  to  object  to  such  uses  or  disclosures.   In  the  event  of  your  incapacity  or  emergency 
circumstances, we will disclose health information based on a determination using your professional judgment disclosing only 
health information that is directly relevant to the person’s involvement in your healthcare.  We will also use our professional  
judgment and our experience with common practice to make reasonable inferences of your best interest in allowing a person t 
pick up filled prescriptions, medical supplies, X-rays, or other similar forms of health information.

Marketing Health-Related Services: We will  not use your health information for marketing communications without your 
written authorization

Required by Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a 
possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes.  We may disclose your health 
information to the extent necessary to avert a serious threat to you health or safety or the health or safety of others.



National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain 
circumstances.  We  may  disclose  to  authorized  federal  officials  health  information  required  for  lawful  intelligence,  
counterintelligence, and other national sercurity activities.  We may disclose to correctional institution or law enforcement  
official having lawful custody of protected health information of inmate or patient under certain circumstances.

Appointment Reminder: We may use or disclose your health information to provide you with appointment reminders (such 
as voicemail messages, postcards, or letters).

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions.  You may request that 
we provide copies in a format other than photocopies.  We will use the format you request unless we cannot practicably do 
so. (You must make a reuest in writing to obtain access to your health information.  You may obtain a form to request access 
by using the contact information listed at the end of this Notice. We will charge you a reasonable cost-based fee for expenses  
such as copies and staff time. You may also request access by sending us a letter to the address at the end of this Notice.  If  
you request copies, we will charge you $.50 for each page, $15.00 per X-ray copy, and $15.00 hour for staff time to locate 
and copy your health information, and postage if you want the copies mailed to you.  If you request an alternative format, we 
will charge a cost-based fee for providing your health information in that format.  If you prefer, we will prepare a summary or  
an explanation of your health information for a fee.  Contact us using the information listed at the end of this Notice for a full  
explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your 
health information for purposes, other that treatment, payment, healthcare operations and certain other activities, for the last  
6 years, but not before April 14, 2003.  If you request this accounting more than once in a 12-month period, we may charge 
you a reasonable, cost-based fee for responding to these additional requests.

Restriction:  You  have  the  right  to  request  that  we  place  additional  restriction  on  our  use  or  disclosure  of  your  health  
information.   We are not required to agree to these additional  restrictions,  but  if  we do, we will  abide by our agreement 
(except in an emergency).

Alternative Communication: You have the right to request that we communicate with your about your health information by 
alternative  means  or  to  alternative  location.  (You  must  make  your  request  in  writing.)   Your  request  must  specify  the 
alternative means or location, and provide satisfactory how payments will be handled under the alternative means or location 
you request.

Amendment: You have the right to request that we amend your health information.  (Your request must be in writing, and it 
must explain why the information should be amended.)  We may deny your request under certain circumstances.

Electronic Notice:  Of you receive this Notice on our Web site or by electronic mail (e-mail); you are entitled to receive this  
Notice in written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to  
your health information or in response to a request  you made to amend or restrict  the use or disclosure of  your  health 
information or to have us communicate with you by alternative means or at alternative locations, you complaint to the U.S.  
Department  of  Health  and Human Services.   We will  provide you  with  the address to  file  your  complaint  with  the U.S.  
Department of Health and Human Services upon request.

We support  your right  to the privacy of your health information.   We will  not retaliate in any way if  you choose to file a  
complaint with us or with the U.S. Department of Health and Human Services.

Contact Officer: _________Dr.  Kai  Wong_________         Telephone:________(212) 684 2868________________    
 Fax: _______________(212)  677  3485  _______  _         E-mail:_____kaiwongdental@gmai.com_______________
Address:______70 West 36  th   Street New York, Ny !0008________________________________  



TREATMENT CONSENT FORM

Patient’s name Date of Birth
Last First Initial  

I hereby authorize
Doctor’s Name  

And whomever he/she may designate as his/her assistants, to perform upon me the following operation and/or procedures (Please 
check  ). 

 Checkup  (x-rays, cleaning)  Restorative Work (fillings, & sealants) 

 Extractions  Crown & Bridge

 Implant Placement  Root Canal Treatment

 Scaling & Root Planing (deep cleaning)  Dentures 

 Perio (gum) Surgery  Teeth Whitening 

I request and authorize him/her to do whatever he/she deems advisable if any unforeseen condition arises in the course of 
these designated operations and/or procedures calling, in their judgment, for procedures in addition to or different from those now 
contemplated. I consent to the above treatment after having been advised of the risks, advantages and disadvantages of the treatments 
and the consequences if this treatment were withheld. I consent to the above treatment plan after having been advised of the alternate 
plans of treatment available and the known material risks, advantages and disadvantages of the alternative treatment.

I further consent to the administration of local or general anesthesia, antibiotics, analgesics or any other drugs that may be 
deemed necessary in my case, and understand that there is a slight element of risk inherent in the administration of any drug or 
anesthesia.  This risk includes adverse drug response (e.g., allergic reactions), cardiac arrest, and aspiration, and thrombophlebitis (e.g. 
irritation and swelling of a vein), pain, discoloration and injury to blood vessels and nerves which may be caused by injections of any 
medications or drugs.

I am informed and fully understand that inherent in any type of surgery are certain unavoidable complications.  In oral 
surgery, the most common of these complications include post-operative bleeding, swelling or bruising, discomfort, stiff jaws, loss or 
loosening of dental restorations.  Less common complications can include infection, loss or injury to adjacent teeth and soft tissues, 
nerve disturbances (e.g., numbness in mouth and lip tissues), jaw fractures, sinus exposure and swallowing or aspiration of teeth and 
restorations, and small root fragments remaining in the jaw which might require extensive surgery for removal.  

I realize that in spite of the possible complications and risks, my contemplated surgery/treatment is necessary and desired by 
me.  I am aware that the practice of dentistry and surgery is not an exact science and I acknowledge that no guarantees have been 
made to me concerning the results of the operation or procedure. 
I have provided as accurate and complete a medical and personal history as possible including those antibiotics, drugs, medications 
and foods to which I am allergic.  I will follow any and all instructions as explained and directed to me and permit prescribed 
diagnostic procedures.  

I have had the opportunity to ask questions and receive answers to and responsive explanations for, all questions about my 
medical condition, contemplated and alternative treatment and procedures, and the risk and potential complications of the 
contemplated and alternative treatments and procedures, prior to signing this form.

Patient or Guardian’s Signature
Date

Dentist’s Signature Date

Witness’s Signature Date



Please Be Informed 

Dear Patient: 

1. Your dental insurance was not designed to pay for all dental care. Most 

contracts have limits and/or various degrees of co-payment. 

 

2. All levels of payment by insurance companies, including allowed fees, usual 

and customary (UCR), are governed by the premiums paid. They have 

nothing to do with the actual charges. 

 

3. IT should be understood that the dental insurance contract is between the 

insurance company and the patient, whom bears the ultimate financial 

responsibility.  

 

Please take the time to review your contract thoroughly so we may best serve you. 

Please feel free to ask any member of our staff for clarification on services, billing, 

and insurance.  

Sincerely, 

BestCare Dental Services Team 

 

All pre-estimate and insurance payment is just an estimate and does not reflect the actual benefits paid by 

your insurance company. Dental coverage may be different if your deductible has not been met, annual 

maximum has not been met, or if your coverage table is lower than average. I have read and 

acknowledged that I am responsible for all financial obligations for my dental visit. 

 

Patient Signature:________________________________ Date: _______________ 

Patient Name: ______________________________________ 


	Employment Information
	Insurance Information
	Primary

