




Christopher Chan, D. D. S. 
Getting to know you … 

 
Patient Name __________________________________                   Date____________ 
 
 
To help us serve your dental needs best, we would like to know more about you.  Please take a 
moment to complete the following questions: 
 
What do you expect from your dental visit with us today? 
______________________________________________________________________________
______________________________________________________________________________                  
 
What is most important to you about your dental health? 
______________________________________________________________________________
______________________________________________________________________________ 
 
In your opinion, what is the present condition of your mouth? 
______________________________________________________________________________
______________________________________________________________________________ 
 
Are you aware that there are medical conditions related to dental disease? 
______________________________________________________________________________
______________________________________________________________________________ 
 
What do you know about periodontal disease? 
______________________________________________________________________________
______________________________________________________________________________ 
 
If you could “enhance” anything about your smile, what would that be? 
______________________________________________________________________________
______________________________________________________________________________ 
 
Are there any foods you enjoy but can not eat due to discomfort with your teeth? 
______________________________________________________________________________
______________________________________________________________________________ 
 
What has been your overall experience in other dental offices? 
______________________________________________________________________________
______________________________________________________________________________ 
 
Has “fear” or “cost” ever prevented you from getting the dental treatment you need? Y __N__or  
Want?  Y__N__ Please explain:____________________________________________________ 
______________________________________________________________________________ 
 
Should you be in need of treatment, at what point do you plan to “get started”?  Please circle: 
A) When it hurts   B) When it breaks   C) When it is recommended in order to prevent further deterioration 
 
How did you hear about our office? (Please circle all that apply) 1-800-dentist -yelp 
Yellow Pages - Internet-Website –N.Mag- Saw our sign- Friend/Family-Other____________ 
 
Please feel free to let us know more about how we can help make this your best dental 
experience._____________________________________________________________________
______________________________________________________________________________ 



CROWN DENTISTRY 
CHRISTOPHER CHAN, D.D.S 
4450 Duckhorn Drive Suite A 

Sacramento, CA. 95834 
(916) 285-9678 

 
 

MISSED APPOINTMENT POLICY 
 
Our office staff is diligent in finding an appointment time and day that would best meet your 
scheduling needs as well as our availability.  Once you have made an appointment this is your 
reserved time with Dr. Chan and / or the Hygienist.  If for any reason you need to cancel, you 
MUST GIVE AT LEAST A 2 BUSINESS DAY notice. The fee for a missed appointment is $50. 
However we are aware if unforeseen emergencies that may occur and in the event please notify 
the office as soon as possible.  
 
***In addition please note; any appointment not confirmed 2-business days prior to the scheduled 
appointment date through email or by telephone, is subject to cancellation and may be considered open 
to another patient.  
 
By signing below you indicate that you I have read and understand the above policy and missed 
appointment fees that may result. 
 
 
___________________________________                                 ____________________ 
Signature                                                                                        Date 
 
 
 
___________________________________                                    ___________________ 
Parent / Guardian (for any patient under age 18)                             Date                                                               
 
 
 
 
 
 

 



OFFICE POLICIES 
Christopher Chan D.D.S. 

 
Our philosophy is to provide the highest quality of patient education and dental care to all of our patients.  To ensure 
you begin with a positive experience we have prepared the following information for your review.  Please feel free to 
let us know if you have any questions or concerns. 
 
DENTAL INSURANCE: 
We are happy to file your dental insurance claims to assist you in receiving the full benefits of your coverage.  We 
request you familiarize yourself with your insurance benefits, and provide us the correct information to assist you with 
the submittal of claims.  We will accept the estimated insurance payment directly from your insurance company 
provided payment is received from them within 45-60 days.  Please remember, your insurance is a contract between 
you, your employer, and the insurance company; therefore, you are ultimately responsible for the total amount of your 
dental fees.  The treatment recommended for you is clinically ideal regardless of your insurance benefits, deductibles, 
limitations, or maximums.                                                                                                                                    _______                                              
           Initials                                                                                                                                                                                                            
EXPECTED PAYMENT 
To keep our fees to you as low as possible, we ask that your estimated co-payment be made in full at the time of 
service.  For your convenience you will be provided an estimate for services in advance of your appointment/s to 
ensure you opportunity to plan in advance for your dental care.  We believe whether you privately pay or have dental 
insurance to assist you, everyone deserves the care they need and want.                                                          
                                                                                                                                                                              ________                                                                                                                                                                              
                                                                                                                                                                 Initials 
PAYMENT OPTIONS 
For your convenience we accept most credit cards, checks and provide payment options to help you receive the quality 
care you need to enjoy a healthy and confident smile.  
 
Please note: A $25.00 NFS fee will be charged for returned checks. Should you desire a monthly payment plan we 
invite you to complete a Care Credit application. There are no application fees or a down payment and the loan can be 
interest free.                                                                                                                                        ________ 
                                                                                                                                                                               Initials 
PAST DUE BALANCES 
A balance is consider “Past Due” on any account that has a balance over 90-days; with no payment arrangement on file. 
Please be advised we will attempt to contact you, however if our attempts become unsuccessful you will be sent to 
collection without further notice.        ________       

Initials                                                                                                                                                                                                                                                                                                                                                                                     
CANCELLATIONS     
If you are unable to keep an appointment that has been reserved for you we request you provide us with a 2 business 
day advance courtesy notice.  Early notification ensures that we can offer you a more convenient appointment and 
allows us sufficient time to accommodate the needs of another patient.  We realize that emergencies do occur and we 
will be flexible under those circumstances.                                                           ________                                                                                                                          
                                                                                                                                                                               Initials 
INFORMATION CHANGES 
To ensure you records are current please notify us of any changes related to medical history, telephone number/s, 
address, employer or insurance information as they occur.                                                                                   ________ 
                                                                                                                                                                               Initials 
 
My signature indicates that I understand that policies as outlined and any questions I have with regards to office 
policies have been answered. 
 

Signature of Responsible Party or Patient                                                                                Date 
 
 
 

Signature of Staff Member or Doctor                                                                                       Date 



Patient Testimonial Authorization: 
 
 

We would be honored to share your written testimonial about our practice with 
other patients and possibly use the testimonial for marketing and advertising 
purposes, as well as any photo’s taken in our office of yourself and/or your child 
or the child for whom you have legal guardianship. In order to do so, we would 
like to obtain your authorization. 
 
I hereby give my consent for Dr. Chan to use the written testimonial and/or 
photo’s of__________________________________ (patient’s name) for 
marketing purposes.  I understand that the testimonial and/or photo’s will be 
shared both internally among patients of Dr. Chan’s practice as well as externally 
in print materials and on the internet.  I do not expect compensation, financial or 
otherwise, for the use of the testimonial. 
 
Please Initial: 
 
____ I consent to the use of my testimonial and/or photo’s for marketing and 
advertising purposes. 
 
____ I consent to the use of my testimonial and/or photo’s for internal use only 
with patients of Dr. Chan’s practice. 
 
I understand that the information disclosed under this authorization may be 
subject to redisclosure and no longer protected by the federal privacy 
regulations.  I understand that I may refuse to sign this authorization and that my 
refusal to sign will not affect my ability to obtain treatment, payment, enrollment, 
or eligibility for benefits.  Finally, I understand that I may revoke this authorization 
in writing at any time by sending a letter to my dental care provider stating my 
revocation and the effective date, except to the extent that action has been taken 
in reliance on this authorization.  Unless revoked by me, this authorization 
expires 10 years from the date I sign below. 
 
 
 
 
____________________________________________     ________ 
Patient’s or Legal Guardian’s/Representative’s signature                                         Date 



                              
 
                             

                            ACKNOWLEDGEMENT OF RECEIPT OF 

                        NOTICE OF PRIVACY PRACTICES 
                                 
                                *You May Refuse to Sign This Acknowledgement* 
                                                              
                                                 
                          I, ___________________________________, have received a copy of  
                          This office’s Notice of Privacy Practices. 
 
                            ________________________________________________________ 
                            Please Print Name 
                                          ____________________________________________________________________________________ 
                                          Signature 
                                          ____________________________________________________________________________________ 
                                          Date 
 

                                                                                                         For office use Only 
 

                                 We attempted to obtain written acknowledgement of receipt of our Notice  
                      Of Privacy Practices, but acknowledgement could not be obtained because: 
                       
                       ⁯   Individual refused to sign 
                       ⁮   Communication barriers prohibited obtaining the acknowledgement 
                       ⁮   An emergency situation prevented us from obtaining acknowledgment 
                       ⁮   Other (Please Specify) 
 
 
                      ___________________________________________________________ 
                      ___________________________________________________________ 
                      ___________________________________________________________ 
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                            Reproduction and use of this form by dentists and their staff is permitted.  Any other  use, duplication of distribution    
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