
OFFICE APPOINTMENT POLICY 
SELECTIVE DENTAL                                                           
3151 S. WHITE RD., SUITE 203                                          
SAN JOSE, CA 95148                                                          
Office: 1-408-238-7646       Fax: 1-408-238-8096                                      
Email:  contact@selectivedentalsanjose.com 

 

 

Thank you for choosing our office!  

 

 

 

Welcome to our practice! Dr. Vuong has extensive knowledge in cosmetic & family dentistry and 

provides her patients with the very best dental care.  She has been taking over 100 hours of continued 

education classes to keep up with the latest dental care.  Dr. Vuong is rapidly becoming one of the 

leading dentists in San Jose for cosmetic & family dentistry. 

 

Our appointment schedule is Monday through Friday from 9:00 a.m. to 6:00 p.m. and two Saturday 

per month from 8:00 a.m. to 5:00 p.m. A 48 hour cancelation notice is greatly appreciated and 

required for all appointments.  All cancelations must be received during business hours.  We reserve 

the right to charge for a missed appointment fee of $50.00 for hygiene appointments and $100.00 per 

hour scheduled for doctor’s time. 

 

In case of an emergency, please call Dr. Vuong at 408-238-7662.  Please note we consider 

emergencies to be uncontrollable pain, swelling or persistent bleeding. 

 

It is your responsibility to notify us of any changes in your name, address, telephone numbers, health 

conditions, or insurance coverage. 

 

Dr. Vuong and her wonderful staff make sure each visit at our office is both comfortable as well as 

rewarding.  We look forward to a lasting relationship. 

 

I HAVE READ AND UNDERSTAND THE ABOVE OFFICE APPOINTMENT POLICY 

 

 

 

 

Signed: __________________________________________________________ Date: ________________________________ 
   Patient or Legal Authorized Representative 

 

 

 

 

Name: ___________________________________________________________  Relationship: __________________________ 
           If Signed on Behalf of the Patient 
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