
WWeellccoommee  ttoo  tthhee  ooffffiiccee  ooff  DDrr..  KKaarreenn  HHoo!!  
 
Patient Name ______________________________________   Date ___________________________ 
 

Patient Information 
 
Street Address ____________________________________ City/State ____________________ Zip Code ___________ 
Home Phone ______________________ Mobile Phone _________________________ SS# ______________________ 
Email Address _______________________Date of Birth _____________  
If patient is full-time student, name of school ____________________________________ 
Employer _____________________________________ Address ____________________________________________ 
City/State __________________________ Zip Code ___________________ Work Phone ________________________ 
In case of emergency, who should be notified? ________________________________ Phone _____________________ 
Relationship to patient ___________________ Physician Name and Phone ____________________________________ 
Whom may we thank for referring you? ___________________________ 
 
 

             Primary Insurance               Secondary Insurance (if applicable) 
 

Policy Holder ___________________________________  Policy Holder __________________________________ 
Relation to patient ___________ Date of Birth _________   Relation to patient ___________ Date of Birth ________ 
Address (if different than patient) ___________________ Address (if different than patient) __________________ 
_____________________ City/State ________________ _____________________ City/State _______________ 
Zip Code __________       Zip Code __________  
Policy Holder employed by ________________________  Policy Holder employed by _______________________ 
Address _______________________________________ Address ______________________________________ 
City/State __________________ Zip Code ___________  City/State __________________ Zip Code __________ 
SS# _______________ Work Phone ________________ SS# _______________ Work Phone________________ 
Insurance Company _____________________________  Insurance Company ____________________________ 
Group # ______________ Subscriber # _____________  Group # ______________ Subscriber # _____________ 
 

Office Policy  
 
Your complete dental needs cannot be known until there has been a full diagnosis, including an exam and x-rays.  The charge for all 
initial exams, x-rays, cleanings and emergency care must be paid at the time the service is performed.  When the diagnosis is 
complete, you and the doctor will discuss the service to be performed and the fee for such service.  If an extended payment plan is 
desired, please ask us about the CareCredit program.  When satisfactory financial arrangements have been made, the work to be 
performed can proceed. 
 
You are ultimately responsible for all charges regardless of any existing dental coverage.  Co-payments and deductibles are due at the 
time of service.  This office bills your insurance and submits insurance claims as a courtesy to you.  We will estimate your deductible 
and the portion not covered by your insurance, which is due at the time of treatment.   Our estimates may be different than your 
insurance company’s calculations; therefore, the amount due to our office may be adjusted accordingly.  All recommended treatment is 
determined to be necessary by the doctor.  Failure of your insurance company to pay does NOT indicate the treatment can wait nor 
waive any of our fees.  Itemized statements will be mailed to you every 30 days even when we are billing your insurance.  If care and 
treatment are suspended or terminated, any fees for services rendered will be immediately due and payable.  All accounts, on reaching 
90 days past due, are subject to submission to an outside collection agency if satisfactory payment arrangements have not been made 
with the billing office. 
 
I authorize any holder of medical information about me to release to the insurance company and its agent any information needed to 
determine these benefits or the benefits payable for related services.  I request that payment of authorized insurance benefits be made 
to Karen Ho, D.D.S. for any services furnished to me by Karen Ho, D.D.S. 
  
It is our policy to regularly use various pain reducing anesthetic systems.  These procedures are performed to enhance a pleasant 
dental experience.  For a patient who may be using any medications, drugs, or chemicals, it is most important to advise the doctor 
concerning this fact, as this information is vital in evaluating the type of anesthesia to be used while a person has his or her dentistry 
completed. 
 
Signature of Responsible Party ___________________________________ Date ____________________________  
Print Name ______________________________ 
 
 
 
 
 



Parents or guardians of minor children must accompany a child or submit written treatment and financial consent at each  and every 
visit. 
 
  
 
 




















