
10:15 AMTIME

PATIENT REGISTRATION

6/15/2016DATE

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home 

Phone:
Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home 

Phone:
Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment 

Status:
Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Sent prophy reminder

Primary Insurance Information

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:





Khin W. Laij, D.D.S / Lily K. Laij, D.D.S. 
Maison Blanche Building 

1521 Wabash Avenue 

Mattoon, Il  61938 

217.235.5496 

 

 

 

Welcome to the office of Dr. Khin and Lily Laij D.D.S.  It is our desire to meet your dental needs in a professional, 

caring manner while giving you the respect that you deserve. 

 

If it should become necessary for you to cancel your appointment, a 24-hour notification is required.     If you cannot 

commit to the scheduled appointment and do not notify us within 24 hours, we will not be able to schedule you for 

future appointments.    

 

Patient Payment is expected to be PAID IN FULL on the date of service, unless prior arrangements are made.  We 

do accept most credit cards, debit cards, cash, checks and money orders.   For services, which require a large fee to 

be charged, we do offer pre-approving financing.  On these types of services, we will present you with a Treatment 

Plan explaining the recommended treatment, along with the estimated amount that your insurance may cover, and 

the amount that will be your responsibility. 

 

We do not accept assignment with any dental insurance carrier, but as a courtesy we will submit your services to the 

insurance company.  If  your insurance company does not pay their anticipated portion of your account, you will be 

responsible for that balance along with your patient balance.    ALL BALANCES THAT ARE OVER 90 days may 

be turned over to our collections’ services agency for collection. 

 

It is very important that you notify us at any time that your NAME, ADDRESS, and PHONE NUMBER or 

INSURANCE BENEFITS change so that we can accurately bill your insurance company and contact you with 

appointment reminders either by phone or mail. 

 

I HAVE READ, UNDERSTAND AND AGREE TO THE ABOVE TERMS AND CONDITIONS. I AUTHORIZE 

MY INSURANCE COMPANY TO PAY MY DENTAL BENEFITS DIRECTLY TO MY DENTAL OFFICE. I 

understand that responsibility for payment for Dental Services provided in this office for myself or my dependents is 

mine, due and payable at the time services are rendered unless financial arrangements have been made. I further 

understand that a finance, rebilling, collection charge and/or attorney fee will be added to any overdue balance.  

 

By signing below, you are authorizing us to call you at any number you provide including calls to mobile/cellular or 

similar devices for any lawful purpose. You agree to any fees or charges that you may incur for an incoming call 

from us, and/or outgoing calls to us, to or from any such number, without reimbursement from us. 

 

Signature________________________________________________Date_________________ 

 

Consent: 

The undersigned herby authorizes Doctor to take X-rays, study models, photographs, or any other diagnostic aids 

deemed appropriate by Doctor to make a thorough diagnosis of the patient’s dental needs. I also authorize Doctor to 

perform any and all forms of treatment, medication and therapy that may be indicated. I also understand the use of 

anesthetic agents embodies a certain risk. I have read, understand and agree to the above terms and conditions. 

 

Signature________________________________________________Date_________________ . 

 

 



Khin W. Laij, D.D.S / Lily K. Laij, D.D.S. 
Maison Blanche Building 

1521 Wabash Avenue 

Mattoon, Il  61938 

217.235.5496 

 

 

 

NOTICE OF PRIVACY PRACTICES 

ACKNOWLEDGEMENT 
 

 
I understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPAA”), I have certain 

rights to privacy regarding my protected health information. I understand that this information can and will be used 

to: 

 

• Conduct, plan, and direct my treatment and follow-up among the multiple healthcare providers who may 

be involved in that treatment directly and indirectly. 

• Obtain payment from third-party payers. 

• Conduct normal healthcare operations such as quality assessments and physician certifications. 

 

I have received, read and understand your Notice of Privacy Practices containing a more complete description of the 

uses and disclosures of my health information. I understand that this organization has the right to change its Notice 

of Privacy practices from time to time and that I may contact this organization at any time at the address above to 

obtain a current copy of the Notice of Private Practices. 

 

I understand that I may request in writing that you restrict how my private information is used or disclosed to carry 

out treatment, payment or health care operations. I also understand you are not required to agree to my requested  

restrictions, but if you do agree then you are bound to abide by such restrictions. 

 

 

 

Patient Name: ________________________________________________________________ 

 

Relationship to Patient: _________________________________________________________ 

 

Signature: _________________________________________________________ Date: ___________________ 

 

 

 

 

≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡≡ 

 

OFFICE USE ONLY 

I attempted to obtain the patients signature in acknowledgement on this Notice of Privacy Practices 

Acknowledgement, but was unable to do so as documented below. 

Date:  Initials: Reason: 

 



Khin W. Laij, D.D.S / Lily K. Laij, D.D.S. 
Maison Blanche Building 

1521 Wabash Avenue 

Mattoon, Il  61938 

217.235.5496 

 

 

AUTHORIZATION TO RELEASE DENTAL INFORMATION 

 

PATIENT NAME:        DOB:     

PATIENT ADDRESS:  

RELEASE TO:  

ADDRESS:  

I request and authorize my records to be released to the above-named doctor, 

health care provider or above named individual. 

 

PATIENT SIGNATURE:  

 

DATE:  

 

PURPOSE FOR RELEASE OF INFORAMTION:  
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