
Wel,come! .l
A N,crlhwest Dentol

(2:06) 362"2500

Io help us meet yor.Jr entire dentol core needs,
plerrse fill out tlrr: fc,llovving 4 forms conrpleterl'y.
you hov€, of'ry <truestiorrs, pleCIse os;l< us ,f,nd w,3
be hoor:'r to helo. l.honk \/ou.

E-moiloddress

Whom moy'we lhonk for refering youi'

16lt3.lt 5th ,Avenue NE

Shorerline, WA 98155

PATIIENT NAME FiTsi

AAicldle

LOsl

PHONE Home (__)_
Work (-----) 

-- 

_ x---__
Cell (- _-)__

Best ph# 1o reoch you of during the dr:y?

ADDRESS

Stole____ Zip

BILLIN13 ADDRESS (if differentl

Apl____ Cily__ _
Stote _ Zip___
Pofienl Dqte of Birth_ Sex /\4 / F

EMERGENCY' CONTACT (otherr tfron spouse):

Nome

Relotion to pctierrt

F'hone (____)

PRIMARY DENTAL INSURANCE

Subscriber

Srrbscriber Sociol Siecurity #

Relolion to Pcliert Doter of Birlh

Polient Sociol Security #

Driven's Lic,

Employer
(1n,^r rrafir'nvvrvvvvrrvi

Mlorilcrl SlotLrs

Nome of Spouse or Porent if Child

Norn€r of Meclic,rl Doctor

Prone (_ __)_
Dote,:f lost c,rmplele physicol___ _

Form€rr Dentist

Dole,rf lost c,rmprehensive <le nlol ex,f,m

Dole,rf losl series of x-roy

E:rnployer_

l-lumon Resourcers/Benefit Cc <irclinotor :

Nome

Tralephone (___ __)_ ___-_x_
Dentol Insur,rnce,Co

Clustomer Service Telephc,ne (._____)_

SECON DARY DENTAL INSURA}'IC E:

Subscriber

Subscriber Sc>ciol liecurit'/ #__________

Relotion lo I'otient lote r:rf []irtl-r

tlmnlnrrar
L_r I rvrvyvl_

i.1 umon Resources,/Benef it Co rrclinotor'

Nome

l elephone (__ ___)_ x______
l-lentol lnsurorrce Co

Stote

Cluslomer Sr:rvice' Telepl^rone I _____)

lsroruRrune:

I STGiNATURE:

L_____-

P'A'C'E 1

DATE:



[___ Denf<rl Heolf h History
Plectse check onr)/ queslions lhof 'you woulkjl otnsw€rr "yE:s"

Are you opprr:lrernsiver ,3[6u, clentcl
treotrnent?
Do you weer denture=s?l
Does food cotcl-r betlvee;n yo.,rr teeth ?

Are your teetlr sernsitive wher^r che,rving;?

Are your teeth sernsitive tr) colcl?

Are your teeth se,nsitive tr:r hot'?
Are your teeth se,nsitive trtr sw,€13t?
Do '/our gums b e;ed eresily?
Do '7our gums feel swclllen or tendc,rl?
Hove you ever been trecrted for gr,m
Ciseose?

Ho'r'r often d,o yot,r b:r-.rsh?

_--l
:l

o

f
f,
n

D
tr
f
f
f,

Ho'vv often dc you fir:ss?
I Do y'ou gr n(l or clt:nch your teetn?
f, Do y,ou hcrve eoroches or poin in front of

the eclrs?
lf Do you ir,:rv,<) o te,mporomondibulor

disorde,r (l/V-r)?
tf Are you ur^rcri:le tc open your nnouth vride?
tr Hovt-= ycu hocj o trcurno tc the jow?
tf Are ,you cl h,:bitucrl gurn-:hewer?
tl Do you to<er f uorir:je su,pplements?
tf Are you L,/r-rhroppy,ryith ti-re oppeofonc: of

your to=,gtl^ r?

__ _Grr.ilTerrrhEitt.i
Blood Problems

tf Eosy br,-li:irJ
tl Freque=nt nos€) bleeoin,:
tl Abnornroi b <;:din,J
C Bloodciisecse-onr.:nnio
tl Ever hcd t>lcr:d tronsfusion?

Endocrine
U Diobetes
U Fomily hist,rry,rf dirrbelers
U Thyroicj prc>bl,:ms
:l Taken lros;anrax, ii]ometia, Aredia, or

Actonel?
Bone/joinf problerms

ll Arthriti:s
e Bock or n3(lk poin
[J Joint replcrcenrent

Olher
-l -lepotitis: Typ:--__
-l Jlcer
Ll l(idne;y or k>lc,:der;troblenr
D 'y'enereol ciise <rse
IJ l-iistory of :icolrol or cirug clbuse
u Do you sm:rke/use tobocco in ony

1'ormi?

lf ye:;, how nruc:h?

l;;
f,
J
J
f
tr
e
tr
E

Problems
rlhe,sr pcin
itgn Dto(fd pr3:jsure
Low btood pressure
Heort mL,rmur
Heort volve prob em
Rhe.lmoiic feve;r
Artif ciol heort vorve
Pocemoker

D Heodoches
tr Seizurres/Epilepsy
e PsychiotricTreotnrenl

Respirotory
n Tuberrcuictsis
f, lrnphysemo
f Asth^ro
3 Sinus problern
tr Difficulty breolhing wh le lying <Jowrrtr Hoy fever

Allergies Are yor-r ollergic or-frc.rv13 you ever hcrrl on
e,Jv€fs€ reqction io ony of the foilowingt.?

E Loccrl onesthetics.-Novr:coin
I Penicillin
D Sulfo )rugs
tr Other ontibictir::;*pleose, specify:

U Aspir n, ocetominophe,r, or iburFrrofen! Codeine, Demerol, or <.itirer norcoti{ls
e Reoction to metol
U Lote>:
tl Ctherollergies-pleose:jpecify,:

u Rodiotion ther<:py
U (lhemoiherop,/
u lumors/t]r,l\^/t1
U Concer
A HIV+
U I\IDS

Women
Ll Tcking conlro:eptirzes
tl F'REGN,AN'l-: rJeliven,, cote
U I.,Jursirrg

Pleose list oll medicrrtion:;

_l

Nervous system
n Stroke;

,SIGNATURE:

toking:
)/ou ore currenilrr



A Northwest Denrtal Financial Agreement

Ttrarnk you for choosing our office firr your clental nee<ls. We realize that every'perscrn's financial s.ituation

is difterent. For this reason, lve have rvorked hard to provide a vari,ety o1'payment options to help you
receive the dental care you need and. deserve that allo'ws; youto enioy a healthy, Lrear.rtifulsrnile with respect

to yrcur budget.

0ptional Payment Terms:

l. Full Pay Cash Discorql!. We off'er a .Soto ilc;counting courtesy for all treatrrent over $300,
that is paid in full (cash or checli) at the l.irne of service.

2. Major Service 2 Payq6:nt Option: We c,ffer a two-paynrenl. optiott For Urr:wn, )[]ridge, and

Denture treatment. !Ve ask that you pa1'one-half of your co-pa1'tne:nt at the tirst erppointment

and the second half at fhe seat date appc,intrnent.
3. Credit Card Payrnent-1.)ption: W'e allovr riwith a signecl agreement firrrL), a Credit Card

Payment option, this allows you to rnallr: three equal installments b'y cr',:dit carcl. t3ne-third
payment is due at the l'ir:st app<tintment, ,cne:-third is d,ue thirty days later, and the r:emaining

one-third is due sixty days fiorn the jLnitial appointment. Orur ofl.rce personnel vrill charge

these payments to your credit card on the 'Cue 
dates.

4. Term Loan; Ily arrangement vvith Citi lFlealth Card or Dental Fee Plan, wr: offet'our patients,
upon approval, an inl.erest-free lerm loa,r (up to 12 months) with no, dc'wn. payn'rent, no annual
fee, and no prepayment penalty. Plr:asr: a:;k. for an aplllication.

'I-,c tmerintain the practice operertions and to prr;vent potential misunclerstandings. 'we asf. patienti; to accept
and adhere to financial arrangemenl.s regarding tlreir ,lental treatrnent. Payments arc erilrected at thr;: time

services are rendered. We accept r;ash, checks, A.l'l\4 cards, and all major credit carcls.

Ilroke n appointments: l'his tinre that hils br:en ;:eserved especially for you ancl we strortgl)/ encourage
alLl patients to keep their appoirrtments. If you ntust change your appointrnent, 'rve requirre at least 48
h,ours notice to avoid a $40.00 cancellation liee ('t:mergencies are an exception).

For C)ur Patients with Dental Insurance

As a courtesy to you we will i;ladly'process ),our insurance claim firrms. We unrjerrstattl instrrattce
gr.ri,Ce,lines can tre hard to understand and ov'erwhelming at times. Irortunatell'rvith the inforrnation
pr:ovided to us try you and your insurarlce comparry'e/e are able to provide some assistance in estirnating
your insurance benellt. Horvever, f inal deterntin;ati<in is made by your insurance cornp ern)/ o nce treirtment
is conrpleted and the claim is subm:itrled. Your insurat:lce is a contract betr,veen you zLnd ./our in:;urancc'

conlpilny; therefbre, all charges are )'our responsilbility.

All insurance benefits are payable to the denl.al of'fic,r:, and I agree 1,o release any infbrrnation nr:cessary for
the derntal office to process claims.

lnsured Party's Signature:

I realize I am financially responsible fbrall char5les incurred, regardless of insurance coveraile, I arn aware
past due acgourrts will be subject to a charge of I ll'.2o/o per rnonth iLnterest. I am responsible, for all
crcllec:tion costs incurred by the derrtal office and on a returned check, a fee of S;:i0 00.

Signarture

PAGII 3

Date



liTA"!'Ell,{ENT d}F $'X:I}VA{:Y g,I{'ACTilCffi S

Our office is dedicated to protecl the privac'1 rillhts of our patients and the confirlential information
entrusterd to us. The commitmerrt of each enrployee l.o ensurc that your he,alth inrfori"mation is never
compromised is a principal concerpt of our pracitice. We may, from timer lo tinne, i:rmencl our privacy
policitls and praclices but will alwa'y:s infornr you of any changes that might iaflect )/our rights.

ti

;:t

I
I

;

I

Protectinq Yo'ur Personal l-lelaNthcare

We user and disr:lose the informcrtion we collec't from you only ars allovred by' ther l-lealth Insurance
Portability and Arccountability Act arnd the statre clf Washington. This inc,ludes issues relilting to your
treatnrent, paymelnt, and our healtlh care ope,rations. Your personal health iniformiation lvill never be
othenruise given tro ?tlyofie -- even family n"lemben; - without your written c;orrsent. Yr)u, of course, may
give wriften authorization for us to rdisclose your inrfornration to anyone you chooser, for any purpose.

Our offirrcs and electronic systems; are secure frorn unauthorizerJ access and rouf erTlple!€es are trained
[o make certain that the confiderrtiality of your records is always protected. (Jur prirvacv policy and
practices apply lo all former, current, and futul'e patients, so you can be confiirl,ent thert your protected
health information will never be img:roperly discloseld or released.

I

Collecting Protected Health llnformiationri 
i

We will only recluest personal information neecled to providr: our standard of qr.rality health care,
implement paymelnt activities, conduct norrnal l'reialtfr practice operations, and cc,rnply with the law. This
may include your name, address;, telephone number(s), Social Security lrlumber, ernployment data,
medical history, health recorcJs, etc. While ffircSt of the information will bel collercted from !fou, we may
obtain information from third partie,s if it is deemecl necessary. Regardless of tlnet source, your personal
information will always be protecterrl to the full er<tent of the law.

lDisclosurs of your Proteicted l'lealtlr lnliorrnilliion 
I

As stated above, we may disclose information as required by law. \Ne are obliglaterl to provide
information to laur enforcement and governmental officials under certain circurnstranc€:s. W:r will not use
your infrlrmation {or marketing purposes withourt }cut'written consent.

We may use and/or disclose your health infonrration to communicate reminrCers erbout yclur appointments
inclucling voicemail messages, ansv/ering rnachinres, and postcards.
i-**-'**
l Patient Rights 

!
I

You lrave a rigltt to request copi'es of your healthcare information; to reiquest copries in a variety of
lormats; and to request a list of in:stlances in wfric,lr we, or our business associarlels, h;tV€ disclosed your
;rrotet:teld informertion for uses oth,r..r than statelr1 iabove. All such requests must be irr lvriting. We may
charge for your copies in an amount alloured by lrrw. 't you believe your nights; lraver been violated, we
urge yc'u to notify us immediatelr,r. You can als;o notify the tJ.S. Departmeinli of l'le;alth and Human
Services.

We tl"rank you for being a patient at our office. Plerilse let us know if you have arry questions concerning
Vour lrri'vacy rights and the protectrrcn of your personal health information.

I

InlFc'rnniltion i
I

X{orth'ryrest Dental



A Northvuest Dental
16535 - 5tlh Avenue NE

Shoreline, Wershington 98155
206-3r62-2500

Acknowledqement of Receipt rcf Statement of Priv:lgllPractices

I aclr:nowledge that I have received a copy of the Statement of Privacy Praiotice's for the offices ,cf A
Northwest Dental. The Statement of Privacy Practices describes the types of rlses and disclosures of my
protercted health information that might occur in my treatment, paymerrl for services, or in the
perfqrmance of office health care operations. The Statement of Privacy Prutctices also describes my

rightri and the responsibilities and duties of this ofiice with respect to my prcrtect'sd health information.

The Statement of Privacy Praclices is also posted in the facility

A Northwest
Sltatr:ment of
Statr:ment of
also obtain a

Dental reserves the right t,o clhange the prilracy practices that are clescribed

Privacy Practices. lf privacy practices chang;e, lwill be o'ffelled ra copry of the
Privacy Practices at tlre time, of rny first visit after the revision:s become effective.
revised Statement of Privacy Prac*ices by requesting that one ber mailed to me.

in the
re'uised

I may

AD lDlTlONr\L DISCLOSURE AUTHORITY

In erddition to the allowable disclosures descrilled irr tl"re Statement of Privacy F retr:;tic;es, I Ine,reb'y specifically
authorizer disclos_ure of my protected flggl!!_ggls_llLlbry111tton to_llg_prersons inqr.cqlglglg
ANY MEMBER OF MY IMMEDIATE F::I\MILY NO

SPSUSE: ONLY NO

OTHER PLEASE S NO

hlame of Patient or Personal Representative Signature of Patiennt or Perrsonal Representati've

[)ate Description of Perscrnal fleprrrsentative's Authori'ly

OFF:IICE UISE ONII-Y BELOW THIS LINE

PRO\/IDED PRIOR TO
TREI\TMENT?
DATE I'ROVIDED:

REA{JCIN FOR DENIAL:

Record of Ack,nowll,ed ement not obtained
'TES NO

IIEEDED MORE: TIME TO REVIEW STATIEIMIENT ()F PRIVACY
PRACTI,CES;.
'I,MANTEID T() C;(INSULT Wl-f H ANOTHE:R PEtlsol{, BEIFORE
l:iIGNINGi.

IJNABLE: TO SIGN.

REASOhI NOT (iIVEN.

t_

tlJ,THE R (iEX F:)L,a,l N ):
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