
CLINICAL QUESTIONNAIRE FOR: 

 Stanley Cho, D.D.S., P.S.
 John Clifford, D.D.S. 
 Annie Geng, D.M.D.

Jen Tai Chen, D.D.S., M.S. 
Robert Trujillo, D.M.D., M.S. 
Tom Wei, D.D.S., M.S. 

PLEASE READ CAREFULLY 
In order to obtain a complete survey of your particular dental needs, it is necessary to make a thorough visual and x-ray examination. Certain medical questions 
relating to dental treatment will also be asked. I authorize the dentist to perform diagnostic procedures and treatment as may be necessary for proper dental 
care. The best dental treatment is based on mutual understanding, and advanced discussion of your dental needs. If the purpose of your appointment is for 
emergency treatment only, a complete examination will be deferred until after emergency treatment is completed. 

If you have dental insurance, be sure to answer those questions relating to dental insurance. Patients who carry dental insurance understand that all dental 
services furnished are charged directly to the patient and that he or she is personally responsible for payment of all dental services. This office will help prepare 
the patient's insurance forms or assist in making collections from insurance companies and will credit any such collections to the patient's account. Patients 
are responsible for knowledge of their insurance policy coverage. Patients are responsible for informing our office of any changes in their insurance policies or 
coverage. All dental services performed without previous financial arrangements, must be paid for in full at the time of service. Fee estimate listed for dental 
care can only be extended for a period of 3 months from the date of the patient's examination. 

I authorize the release of any information concerning health care, advice and treatment to another dentist. I understand there may be a charge for any appoint­
ment that is not kept, or cancelled with less than 24 hours notice. I grant my permission to you or your assignee, to telephone me at home or at my work to 
discuss matters related to this form. 

Patient's Last Name 

�-------------� First. _____________ Middle lnitial ___ .Male __ Female __ 

Patient's Date of Birth__}__} __ Age __ Patient's SS# _______ Single_Married_Separated_Divorced_ 

Spouse's Name Number of Dependants ___ _ 

Home Address _________________ City _______ Zip ______ HowLong? ____ _ 

Billing Address (if different) ________________________________ _ 

Home Phone ( ) Cel I Phone ( ) Work Phone ( ) Ext 
�--�------- �--�------- �--�------- �---

Employer _____________________ Email _________________ _ 

Person Responsible for Account. _________________________________ _ 

Primary Insurance Information: 

Insurance Plan ____________________ Group# _______ Subscriber ID# _______ _ 

Subscriber's Name Birth Date _______ _ 

Subscriber's SSN # ___________ Employer ________________________ _ 

I authorize release of any information relating to dental claims. I understand that I am 
responsible for al I costs of dental treatment. 

--------------------------
Signed (Patient, or parent if minor) Date 

Secondary Insurance (if applicable): 

I hereby authorize payment directly to Stanley Cho, DDS, PLLC of the group insurance 
benefits otherwise payable to me. 

--------------------------

Signed (Patient, or parent if minor) Date 

Insurance Plan ____________________ Group# _______ Subscriber ID# _______ _ 

Subscriber's Name Birth Date _______ _ 

Subscriber's SSN # __________ Employer _______________________ _ 

Does your insurance have a deductible? ___________________ How much? __________ _ 

Nearest Relative Their home phone ________ _ 

Referred by ______________________ .Most convenient appointment time ________ _ 

I have read the above information and agree to the terms and conditions. 

Date Signature of Patient (Parent if patient is a Minor) 
(Continued on Back) 






