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MEDICATIONS LIST 

 

Are you currently taking any medications?   Yes _______  No_______ 

 

If you marked ‘yes’, please list your medications: 

1. 

 

2. 

 

3. 

 

4. 

 

5. 

 

6. 

 

7. 

 

8. 

 

9. 

 

10. 

 

 

 

Signature: ______________________________  Date: ______________________________ 

 

Dentist Signature: ______________________________ 
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PAYMENT POLICY 

The full payment for services rendered within the office is expected at the end of each appointment. For 

your convenience, our office will send an electronic estimate ahead of time to your insurance company 

and then bill directly to them upon completion of the procedure. If the claim is not processed 

electronically, then we will ask for your signature on the appropriate forms so we can mail out a hard 

copy of the dental claim to your insurance. 

For any charges that are not covered by your insurance or if you do not have dental insurance, you will 

be responsible for the remaining cost. We accept Visa, Mastercard, American Express, Debit, and Cash. 

 

CANCELLATION POLICY 

Please always arrive on time for your appointment. If you are running a few minutes late, please call our 

office to let us know. If you are significantly delayed, we may only be able to complete a partial 

treatment or may even have to ask you to reschedule depending on the remaining time left before the 

following patient’s appointment. 

We require at least 48 hours (or 2 business days) notice to cancel or reschedule your appointment. This 

allows us time to fill in the schedule in an attempt not to waste our dentists’ and hygienists’ time. We 
will try to be understanding to last minute cancellations for unexpected medical or personal 

emergencies, but repeat occurrences of last-minute cancellations or no-shows to your appointments will 

incur a $50.00 fee for the disruption. 

 

 

I have read and understand the terms indicated above. 

 

Signature: ______________________________  Date: ______________________________ 



COLLECTION, USE AND DISCLOSURE OF PERSONAL INFORMATION 

Our office understands the importance of protecting your personal information.  

We will collect, use and disclose information about you for the following purposes: 

 Enable us to contact you (your child) to book and confirm appointments.  

 To advise you of treatment options 

 To communicate with other health-care providers, including medical and dental specialists and 

general practitioners 

 To comply with legal and regulatory requirements, including the delivery of patient’s charts and 
records to the Royal College or Dental Surgeons of Ontario in a timely fashion, when required, 

according to the provisions of the Regulatory health professions act. 

 To comply with agreements/undertakings entered into voluntarily by Dr. Ngoc D Steve Van, Dr. 

Puneet Gill or their associates with the Royal College of Dental Surgeons of Ontario, including 

the delivery and/or review of patients’ charts and records to the college in a timely fashion for 

regulatory and monitoring purposes.  

 To prepare material for the Health Professions Appeal and Review Board 

 To process credit card payments  

 To collect unpaid accounts.  

You may withdraw your consent for use or disclosure of your personal information, and we will explain 

the consequences of that decision, and the process. 

By signing the consent section of this form, you have agreed that you have given your informed consent 

to collection, use and/or disclosure of your personal information for the purposes that are listen.  

Patient Consent 

 I have reviewed the above information that explains how your office will use my personal 

information. I agree that Dr. Ngoc D Steve Van, Dr. Puneet Gill or their associates can collect, use and 

disclose personal information as set out above in the information about the office’s privacy policies 
according to the requirements of the Regulated Health Professions Act, the Royal College of Dental 

Surgeons and privacy legislations. 

 

 

_______________________________    _______________________________ 

          Print Name                 Signature 

 

_______________________________   ________________________________ 

  Date        Signature of Witness 
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