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New Patient Form
Patient Name: ____________________________ Date of Birth: ___________Gender:   ☐ Male   ☐ Female 
Phone Number: _______________________________________Email _________________________________
Address: Street: ________________________________________________Apartment: _________________ 
City: ____________________________________State: ________________ZIP Code: ___________________
Emergency Contact Name______________________________ Contact phone_______________________  
Pharmacy Information 
Pharmacy Name __________________________________ Phone Number ___________________________
Pharmacy Address: _________________________________________________________________________
Medical History (Do you currently have, or have you ever had any of the following conditions?)
☐ Diabetes                                                 ☐ On Medication 
☐ High Blood Pressure                         ☐ On Medication 
☐ High Cholesterol                                 ☐ On Medication 
☐ HIV / AIDS                                              ☐ On Medication 
☐ Osteoporosis                                       ☐ On Medication                             ☐ Other Treatment:
____________________________________________________________________________________________
☐ heart disease                                  ☐ On Medication                               ☐ Other Treatment:
____________________________________________________________________________________________
☐ Cancer                                                ☐ Chemotherapy                               ☐ Other Treatment: ____________________________________________________________________________________________
☐ Any Infectious Disease: ___________________________________________________________________
☐ Other Medical Conditions: ________________________________________________________________
☐ None 
Allergies:
Please indicate any known drug allergies or other allergies. 
Drug Allergies:                                    ☐ Penicillin                       ☐ Sulfa Drugs                 ☐ Local Anesthesia 
☐ Other : _______________________________________________      ☐ No Known Allergies 
Other Allergies  :                                  ☐ Latex :       ☐ Yes        ☐ No           
Pregnancy Status:
For female patients only – Please indicate if you are currently pregnant, planning to get pregnant, or might be pregnant. 
Are you currently pregnant?                                                     ☐ Yes            ☐ No            ☐ Possibly 
Guardian Information:
To be completed if the patient is under 18 years old or requires a legal guardian. 
Guardian Name: _____________________________
Relationship to Patient:        ☐ Parent         ☐ Legal Guardian       ☐ Other : _________________________
Phone Number : ________________________________Email: ______________________________________
Is the guardian the insurance policyholder? ？)     ☐ Yes  ☐ No 
Facial Aesthetic Preferences 
(Optional – Please indicate any interest in facial aesthetic treatments offered at our clinic.) 
	☐ Facial Lifting Thread Treatment 
	☐ PRF Microneedling Treatment for Hair Loss 
	☐ PRF Microneedling & Laser Skin Care 
	☐ Botox Injection Treatment 
Appointment Policy 
To ensure smooth scheduling and respect for all our patients’ time, please read and acknowledge our appointment policy below：
· Appointment Confirmation 
We kindly ask all patients to confirm their appointments in advance.
· Cancellation Policy 
If you need to cancel or reschedule your appointment, please notify our office at least 3 days in advance
· Late Arrival 
If you are more than 30 minutes late for your appointment without notifying the office, your appointment may be automatically canceled.
· Deposit for Special or Long Procedures 
For special treatments or lengthy procedures, a $100 deposit is required to secure your appointment.
· Deposit Refund Policy 
If you fail to attend your appointment without prior notice, or arrive late without calling, the deposit will not be refunded.

Patient Signature: __________________________________________________Date: _________________
Guardian Signature: _______________________________________________Date : ___________________

Financial Policy 
We are committed to providing you with the highest quality dental care. Please review and acknowledge our financial policy below. ：
Dental Insurance 
· If you have dental insurance, we will assist you in submitting claims to your insurance company. 
Insurance Coverage 
· 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. 
Unpaid Insurance Claims 
· 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. 
Payment Responsibility 
· Your dental insurance is a contract between you and your insurance company, not between the insurance company and our office. Therefore, you are ultimately responsible for all charges for services provided. 
You acknowledge that you have read and understood the financial policy.

Patient Signature: ____________________________________________________Date: _________________
(If the patient is under 18 years of age, a parent or legal guardian must sign below)：
Guardian Signature: __________________________________________________Date: ________________
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