
PATIENT CONSENT FORM 
COLLECTION/USE OF PERSONAL INFORMATION 

 
We are dedicated to maintaining high standards of confidentiality regarding your Personal Information. Please refer to our Privacy Policy for more information on our privacy 

practices. 

I hereby consent to Lotus Family Dental’s use of my Personal Information that I have given to Lotus Family Dental or that Lotus Family Dental has collected by 
proper means. 

If you do not agree with these terms, you are requested not to provide any Personal Information to Lotus Family Dental. If you choose not provide us with any 
required Personal Information, we may not be able to offer you certain services to you. 

There may be circumstances where you have provided Personal Information for an identified purpose, and Lotus Family Dental later needs to use that 
information for a different purpose. In such circumstances, Lotus Family Dental will seek your consent to use the information for the new purpose. 

Please note that there are circumstances where the use and/or disclosure of Personal Information may be justified or permitted or where Lotus Family Dental 
may or must disclose information without consent, in accordance with applicable laws. 

Where obliged or permitted to disclose information without consent, Lotus Family Dental will not disclose more information than is required for the purpose 
that obligates or permits us to disclose such information. 

You have the right to revoke your consent to the collection, use and disclosure of your Personal Information at any time. However, revocation of your consent 
may result in our inability to provide services to you. 

I HEREBY ACKNOWLEDGE THAT I HAVE READ THE FOREGOING IN ITS ENTIRETY AND CONSENT TO LOTUS FAMILY DENTAL’S 
COLLECTION AND/OR USE OF MY PERSONAL INFORMATION. 

____________________________________ 
Signature 

PRIVACY POLICY 
 

Lotus Family Dental is dedicated to maintaining high standards of confidentiality regarding your Personal Information. This Privacy Policy has been prepared to 
inform you of our practices concerning the collection, use and disclosure of your Personal Information. 

COLLECTION OF PERSONAL INFORMATION 
 

When you become of patient of Lotus Family Dental, you voluntarily provide us with certain Personal Information related to your oral health. Personal 
Information collected by Lotus Family Dental is only used to provide you with oral care services or to provide you with information regarding those services. Lotus 
Family Dental will only collect your Personal Information by lawful means and only for necessary purposes that have been disclosed to you. Under no circumstances 
will Lotus Family Dental sell, trade, barter or exchange for consideration any Personal Information it has obtained. 

ACCOUNTABILITY 
 

Lotus Family Dental is responsible for all Personal Information under its control, including the transfer of Personal Information to a third party service provider 
for processing on Lotus Family Dental behalf. 

STORAGE AND SECURITY 
 

At Lotus Family Dental, your Personal Information may be stored electronically. We have in place physical, electronic, technological and organizational 
safeguards to appropriately protect the security and privacy of your Personal Information against loss, theft, and unauthorized access, disclosure, copying use or 
modification. Your Personal Information will be collected, processed, stored and used by Lotus Family Dental and may be passed to and processed by other 
companies under the instruction of Lotus Family Dental. Your Personal Information may be processed and/or stored outside of Canada. If your Personal Information 
is transferred outside of Canada, it may be available to the foreign government of the country in which the information or entity controlling it is situated under a 
lawful order made in that country. By providing us with your information, you are allowing your Personal Information to be transferred outside of Canada. 

ACCESSING AND UPDATING YOUR PERSONAL INFORMATION 
 

Lotus Family Dental endeavours to ensure that any Personal Information provided and in its possession is as accurate, current and complete as possible. You have 
a right to request access to your Personal Information and to request a correction to it if you believe it is inaccurate. In the event that you believe that your Personal 
Information is not accurate or you wish access to your Personal Information, you may request verification for accuracy. If you contact us about your Personal 
Information, we will respond to your request within a reasonable time and at no cost to you. 

Lotus Family Dental will only release your Personal Information with your consent. However, Lotus Family Dental must comply with valid statutes that require 
it to disclose information to officials as part of an investigation. 

If you require more information or clarification on our Privacy Policy, please do not hesitate to contact us. 

I ACKNOWLEGDE THAT I RECEIVED A COPY OF LOTUS FAMILY DENTAL’S NOTICE OF PRIVACY PRACTICES. 

____________________________________ 
Signature 



       
PATIENT’S NAME            Last                 First               Middle  

 

DATE OF BIRTH (MM/DD/YY) Gender 

□ F  □ M 

PATIENT’S ADDRESS         

 

 

 

Home Phone # Cell phone # Work Phone # 

By which way do you prefer to communicate with us? 
(Check more than one choices if necessary) 

□ Home #      □ Cell #      □ Work #        □ Text     □ Email     

MARITAL STATUS 

 

PATIENT’S/GUARDIAN’S EMPLOYER OCCUPATION 

EMAIL ADDRESS (Your email address will be in confidence and only used for office communication with you) 

 

SPOUSE’S NAME            Last                 First               Middle  

 

SPOUSE’S EMPLOYER OCCUPATION 

PERSON WE CAN CONTACT IN CASE OF EMERGENCY (OTHER THAN YOUR FAMILY HOME) 

NAME:                          RELATIONSHIP:                          WORK NO.                    HOME NO. 

HOW DID YOU HEAR ABOUT US? 

□ FRIENDS/FAMILY (Please Name so we can thank them :_______________________ )      □  Internet (Website, facebook)           □ Drive- By   

□ Phonebook (please name if known: ____________________)           □ Newspaper (please name if known: __________________) 

 

INSURANCE COVERAGE 

□ YES      □ NO 

INSURANCE COMPANY NAME INSURANCE ADDRESS 

SUBSCRIBER’S NAME (If different from above) 

 

PATIENT’S RELATIONSHIP TO SUBSCRIBER 

□ SELF  □ SPOUSE/COMMONLAW □ DEPENDENT 

SUBSCRIBER D.O.B (If different from above) SUBSCRIBER’S S.I.N. (Optional) 

Group Number AND ID Number 

 

EMPLOYER  EMPLOYER’S ADDRESS 

SECONDARY INURANCE COVERAGE 

□ YES      □ NO 

2nd INSURANCE COMPANY NAME 2nd INSURANCE ADDRESS 

SUBSCRIBER’S NAME (If different from above) 

 

PATIENT’S RELATIONSHIP TO SUBSCRIBER 

□ SELF  □ SPOUSE/COMMONLAW □ DEPENDENT 

SUBSCRIBER D.O.B (If different from above) SUBSCRIBER’S S.I.N. (Optional) 

GROUP/PROGRAM NUMBER 

 

EMPLOYER (If different from above) EMPLOYER’S ADDRESS 

GENERAL RELEASE 
    I, the undersigned, certify that I have provided an accurate and complete personal and medical-dental history and have not knowingly omitted any information. I 
have had the opportunity to ask any questions and receive answers to any questions regarding my medical-dental history. I realize that the dentist is a general 
practitioner who offers many specialized treatments to patients. Should there be any change in my health status in the future, I will advise this dental office.  
 

    I authorize the office to submit any necessary pre-determinations inquiring further information about my dental benefits for recommended treatments.   
       

    I authorize the dentist to perform diagnostic procedures as may be required to determine necessary treatment. I understand that information provided from or to 
my doctor or another health care provider may be necessary.  
 

    I consent to the use of photographs and radiographs for dental journals, teaching, and marketing purposes, provided that identity is strictly hidden. 
 

    I consent to the responsibility for payment of the dental services for myself and my dependents is mine solely and I assume responsibility for fees associated with 
these services. I understand this office requires 48 hour notification to avoid any minimum charges. 
 

Patient’s or Guardian’s Signature _________________________________________     Date __________________________ 
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MEDICAL HISTORY
Age  

Fair Poor

DO YOU HAVE or HAVE YOU EVER HAD: YES NO YES NO

 

nuts  
  

ARE YOU:

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY OR ANY MEDICATIONS YOU MAY BE TAKING.

ASA (1-6)



DENTAL HISTORY

WHAT IS YOUR IMMEDIATE CONCERN?  

PLEASE ANSWER YES OR NO TO THE FOLLOWING:
PERSONAL HISTORY YES NO

GUM AND BONE YES NO

TOOTH STRUCTURE YES NO

BITE AND JAW JOINT YES NO

SMILE CHARACTERISTICS YES NO

www.koiscenter.com 


