Bing Elliot Xia DDS

931 San Bruno Ave W. Suite 8 San Bruno CA 94066
Tel: 415 986-2626 415 542-8217(@%)

Thank you for selecting our dental team! To help us meet your dental needs please fill out the following information.
Whom May We Thank for Referring You?  FAITR it il /A 4ask?
Friend/Relativesg il (44 57): Direct Mail; Internet;  Singtao Newspaper2: 5 H ik
Getting To Know You T/

First Name#4 Last Name 4
Gender % 7l Birth Datef H If the patient Primary Dental Insurance?; — x5
is a child, Parent’s Name

Insurance Company Name

Marital Status SS# Group #

Street Addressith it .

City State Zip Insured’s Ngme Relation
Insured’s Birth date SS#

Home Phone #E& & Work # Contact Phone #:

Cell # Email Address Employer

Employer /Address

Date Insurance Policy was Started

Spouse’s Information {15 Secondary Dental Insurance 55 &[5

Spouse’s name Birth Date Insurance Company Name

SS# Work # Group Number

Employer /Address
Insured’s Name Relation

Emergency Information Insured’s Birth date SS#
Contact Phone #:

Nearest Relative (not living with you) Employer

Phone # Work #

Date Insurance Policy was Started

Authorization

I authorize and give consent to the performance of dental services for myself or my dependent. I give consent to any necessary or
advisable dental procedures, medications, or anesthetics to be administered by the attending dentist or by the supervised staff for
diagnostic purposes or dental treatment. I understand that using anesthetic agents embodies certain risks. I authorize my insurance
company to pay to the dentist or dental group all insurance benefits otherwise payable to me for services rendered. I authorize the use
of this signature on all insurance submissions. [ authorize the dentist to release all information necessary to secure the payment of
benefits. I understand that I am finally responsible for payment of services rendered, regardless of insurance coverage.

Patient / Guardian Signature%s 44 Date H Hf

I hereby acknowledge that I have received copies of the following notices: The Dental Board of California Dental Materials Fact
Sheet, and the HIPPA Privacy Form 1 Notice of Privacy Practices.

Patient / Guardian Signature3x 44 Date H £
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