In order to evaluate your needs and expectations as accurately as possible, please help us by answering the
following questions. Circle any words that may apply and provide us with any additional information you would like
us to know!

How do you rate your smile on a scale of 1-10 with 10 being the best?
When I see a picture of myself, the first thing I notice about my smile is:
Do you like the color of your teeth? (dark, dull, stained, mismatched)
Do you feel that your teeth are too small, too short, too large, or too long?
Are your teeth crooked or out of line?
Are there spaces between your teeth that you don’t like?
Do you show a lot of gum tissue when you smile?
Are your gums irregularly shaped? Higher or lower on some teeth?
Are the biting edges of your teeth uneven, worn down, or chipped?
Do your teeth slant one way or another?
Is the midline of your upper two front teeth centered with your nose?
Have your gums receded?
Are there any dental fillings or crowns that don’t match your teeth or look ugly?
Are any of your teeth missing?
Do you feel that your smile is too narrow?
Do you feel that you don’t show enough teeth when you smile?
Is there anything about your smile or teeth that you don’t like, would like to change, or would
like us to know about?
Please Circle the things you would like more information about: Teeth whitening, Orthodontic
Treatment, Clear Aligners, Botox Cosmetics, Facial Lines/Wrinkles, Facial Folds.

We strive to render excellent dental care to you and the rest of our patients. In an attempt to be
consistent with this, we have an Appointment Cancellation Policy that allows us to schedule
appointments for all patients. When an appointment is scheduled, that time has been set aside
for you and when it is missed, that time cannot be used to treat another patient.
Our Policy is as follows:
We require that you give our office a 48 Hour notice in the event that you need to reschedule
your appointment. This allows for other patients to be scheduled into that appointment. If you
miss an appointment without contacting our office within the required time, this is considered a
missed appointment. A fee of $55.00 will be charged to you: this fee cannot be billed to your
insurance company and will be your direct responsibility. No future appointments can be
scheduled nor can records be transferred without the payment of this fee.
Additionally, if a patient is more than 20 minutes late without prior notice for a scheduled
appointment, we will consider this a missed appointment, and the $55.00 cancellation fee will be
charged.
If you have any questions regarding this policy, please let our staff know and we will be glad to
clarify any questions that you may have.
We thank you for patronage.
I have read and understand the Appointment Cancellation Policy of the practice and I
agree to be bound by its terms. I also understand and agree that such terms may be
amended from time-to-time by the practice.
I,_____________________________________(print name) have received a copy of Dr.
Chanbo Sim, Smiles On Randolph’s Appointment Cancellation Policy.
Patient
Signature:____________________________________________Date__________________

Please indicate which confirmation method you would prefer our office use to contact you:
o I would like to receive a text message confirmation Cell:____________________________
o I would like to receive an email confirmation.

Email:___________________________

o I would like NOT to receive texts or emails. Please call to confirm.

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT
SMILES ON RANDOLPH
CHANBO SIM D.D.S
8000 E. LINCOLN HIGHWAY
CROWN POINT, IN 46307

_____________________________________________________________________________________
Printed Name of Patient
I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPPA), 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 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 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 Privacy 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 that you are not
required to agree to my requested restrictions, but if you do agree, then you are bound to abide by such
restrictions.
I also hereby authorize the dental practice named above to discuss my dental treatment information and
dental financial information (which includes all information classified as Protected Health Information or
PHI under the federal law, HIPPA) at said dental practice with the following persons who shall be active
in my dental care. I understand that to revoke this authorization, I must notify the dental practice above in
writing.
__________________________
Name of authorized recipient

_______________________________
Relationship

__________________________
Name of authorized recipient

_______________________________
Relationship

__________________________
Patient or Guardian Signature

_______________________________
Date

_____________________________________________________________________________________
I authorize Smiles on Randolph the right and permission to take and use photographs, and/or videos of me or my family
members. I understand that the photographs and/or videos will be used for display in our office, social media, and/or advertising.

________________________
Patient Signature

______________________________
Date

Financial Policy (for all patients):
Thank you for choosing us as your family’s dental care provider! The following describes our
financial policy. Our office is committed to providing you with the best possible care. Your
understanding of our financial policy is an essential element of your care and service. If
you have any questions regarding any aspect of our policy, please feel free to approach any of
our team members.
Payment for services is due at the time services are rendered. We accept cash, debit card,
check, and, for your convenience, Visa, Mastercard, American Express, Discover, and third
party financing through Care Credit. Our patients who have dental insurance are expected to
pay the amount of their estimated co-pay and deductible at the time of service.
All charges are your responsibility from the date service is rendered. As a courtesy to our
patients, we will file your insurance claim.
We provide an estimate on what your insurance will pay and we make every effort to provide
accurate estimates, but we can make no guarantee that the actual insurance payment will
perfectly match our estimates. Any claim that is not paid after 91 days is billed directly to you.
Not all services are covered by all insurance plans.
The term “Usual and Customary Charges”, are charges that have been determined and set
by your insurance company and do not necessarily reflect our in-office fees

Deposit Policy:
Due to the extensive amount of time our team members and doctors devote to preparing and
reserving uninterrupted time for appointments, we require a deposit to make your
reservation.
________
Initials

I have read and understand the Financial Policy of Smiles on Randolph. I understand that my insurance is an
arrangement between myself and my insurance company and NOT between Smiles on Randolph or any of
it’s associates and my insurance company. I also understand that if my insurance company does not
respond within 90 days, or if I suspend or terminate my schedule of care prescribed by Dr. Sim or any of his
associates, all fees will be due and must be paid without delay.

_________________________

____________________________

_________________

Patient Name

Patient Signature (Guardian, if minor)

Date

