[image: A close up of a business card

AI-generated content may be incorrect.]
New Patient Form (新患者表格 ):
Patient Name (姓名): __________________________________Date of Birth (出生日期): _______________
Gender (性别):       ☐ Male (男)      ☐ Female (女)
Phone Number (电话号码): ________________________Email (电子邮件): __________________________
Address (地址):Street (街道):_________________________________________Apartment (公寓号): _____ City (城市): ____________________State (州): ____________ZIP Code (邮政编码): ___________________
Emergency Contact Name/contact phone  (紧急联系人姓名/电话): ____________________________________________________________________________________________
Pharmacy Information (药房信息):
Pharmacy Name (药房名称): _________________ Phone Number (药房电话):______________________
Pharmacy Address (药房地址): ______________________________________________________________
Medical History (病史) :
Do you currently have or have you ever had any of the following conditions? (请勾选您目前或曾经是否患有以下疾病)
☐ Diabetes (糖尿病)                                                 ☐ On medication (服药控制)
☐ High Blood Pressure (高血压)                          ☐ On medication (服药控制)
☐ High Cholesterol (高胆固醇)                             ☐ On medication (服药控制)
☐ HIV / AIDS (艾滋病 / HIV感染)                         ☐ On medication (服药控制)
☐ Osteoporosis (骨质疏松)     ☐ On medication (服药控制)           ☐ Other Treatment (其他治疗):
____________________________________________________________________________________________
☐ Heart Disease (心脏病)      ☐ On medication (服药控制)               ☐ Other Treatment (其他治疗):
____________________________________________________________________________________________
☐ Cancer (癌症)                      ☐ Chemotherapy (化疗)                          ☐ Other Treatment (其他治疗): ____________________________________________________________________________________________
☐ Any Infectious Disease (任何传染病): _______________________________________________________
☐ Other Medical Conditions (其他疾病): ______________________________________________________
☐ None (无以上疾病)
Allergies (过敏史):
Please indicate any known drug allergies or other allergies. (请注明您是否有任何已知的药物过敏或其他过敏反应。)
Drug Allergies (药物过敏):
☐ Penicillin (青霉素)                      ☐ Sulfa Drugs (磺胺类药物)                 ☐ Local Anesthesia (局部麻醉)
☐ Other (其他): __________________________________________      ☐ No Known Allergies (无已知过敏)
Other Allergies (其他过敏):                    ☐ Latex (橡胶):   ☐ Yes (是)     ☐ No (否)               
Pregnancy Status (怀孕情况):
For female patients only – Please indicate if you are currently pregnant, planning to get pregnant, or might be pregnant. (仅适用于女性患者 – 请注明您是否正在怀孕、准备怀孕或可能怀孕。)
Are you currently pregnant? (您目前是否怀孕?)            ☐ Yes (是)           ☐ No (否)           ☐ Possibly (可能)
Guardian Information (监护人信息):
To be completed if the patient is under 18 years old or requires a legal guardian. (若患者未满18岁或需监护人陪同，请填写以下信息。)
Guardian Name (监护人姓名): _____________________________Relationship to Patient (与患者关系): 
☐ Parent (父母)        ☐ Legal Guardian (法定监护人)     ☐ Other (其他): _________________________
Phone Number (联系电话): __________________________Email (电子邮件): ________________________
Is the guardian the insurance policyholder? (监护人是否为保险投保人？) ☐ Yes (是) ☐ No (否)
Facial Aesthetic Preferences (面部美容选择)
Optional – Please indicate any interest in facial aesthetic treatments offered at our clinic. (可选项 – 请注明您是否对我们诊所提供的面部美容治疗感兴趣。)
· ☐ Facial Lifting Thread Treatment (面部提升线雕治疗)
· ☐ PRF Microneedling Treatment for Hair Loss (头发稀少PRF微针注射治疗)
· ☐ PRF Microneedling & Laser Skin Care (皮肤管理PRF微针镭射治疗)
· ☐ Botox Injection Treatment (肉毒杆菌注射治疗)
Appointment Policy (预约与取消政策)
To ensure smooth scheduling and respect for all our patients’ time, please read and acknowledge our appointment policy below.为了确保诊所预约顺利进行并尊重每位患者的时间，请仔细阅读并理解以下预约政策：
· Appointment Confirmation (预约确认)
· We kindly ask all patients to confirm their appointments in advance.我们请所有患者提前确认预约。
· Cancellation Policy (取消预约政策)
· If you need to cancel or reschedule your appointment, please notify our office at least 3 days in advance.如果您需要取消或更改预约，请务必在 3天前通知 我们的办公室工作人员。
· Late Arrival (迟到政策)
· If you are more than 30 minutes late for your appointment without notifying the office, your appointment may be automatically canceled.如果您 迟到超过30分钟且未提前通知诊所，您的预约将被 自动取消。
· Deposit for Special or Long Procedures (特殊或长时间治疗的押金)
· For special treatments or lengthy procedures, a $100 deposit is required to secure your appointment.对于特殊治疗或长时间的手术，我们将收取 $100押金 以保留预约。
· Deposit Refund Policy (押金退还政策)
· If you fail to attend your appointment without prior notice, or arrive late without calling, the deposit will not be refunded.如果您在未提前通知的情况下未按时到诊，或迟到未联系诊所，押金将不予退还。

Patient Signature (患者签名): ____________________________________Date (日期): _________________
(If the patient is under 18 years of age, a parent or legal guardian must sign below. 若患者未满18岁，须由父母或法定监护人签名)：
Guardian Signature (监护人签名): ______________________________Date (日期): ___________________
Financial Policy (财务政策)
We are committed to providing you with the highest quality dental care. Please review and acknowledge our financial policy below. (我们致力于为您提供高质量的牙科护理,请阅读并确认以下财务政策)：
· Dental Insurance (牙科保险)
If you have dental insurance, we will assist you in submitting claims to your insurance company. (若您持有牙科保险，我们会尽力 帮助您向保险公司提交理赔申请。)
· Insurance Coverage (保险范围说明)
Please understand that not all procedures are fully covered by your insurance plan.
Some treatments may only be partially covered, and the remaining balance is the patient’s responsibility. (请理解，并非所有治疗项目都在保险范围内。部分项目可能只由保险公司 承担部分费用，其余部分 需由患者自行承担。)
· Unpaid Insurance Claims (保险未支付情况)
Occasionally, insurance companies may deny or fail to pay for certain treatments, even after indicating coverage. In such cases, the patient is responsible for any unpaid balance. (有时，保险公司可能 拒绝或未支付 某些原本显示可报销的项目。此种情况下，患者需支付保险未支付的余额。)
· Payment Responsibility (付款责任)
Your dental insurance is a contract between you and your insurance company, not between the insurance company and our office. (您的牙科保险合同是 您与保险公司之间的协议，并非诊所与保险公司之间的合同。)
· Therefore, you are ultimately responsible for all charges for services provided. (因此，最终支付治疗费用的责任由患者本人承担。)
You acknowledge that you have read and understood the financial policy. (您确认已阅读并理解上述财务政策.)

Patient Signature (患者签名): ____________________________________Date (日期): _________________
(If the patient is under 18 years of age, a parent or legal guardian must sign below. 若患者未满18岁，须由父母或法定监护人签名)：
Guardian Signature (监护人签名): _________________________________Date (日期): ________________
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