
Welcome 
Thank you for choosing us for your dental care needs.  We promise to do our best to provide you with the finest care available.  If 

you have any questions, please do not hesitate to contact us.  (206) 782-0600 
 
PATIENT INFORMATION 
 
Patient Name:  __________________________________________________________   Social Security #:  _____________________  
                          (Last name)                       (First name)                    (Middle Initial) 
 
Birth Date:  ________________           □ Male   □ Female                   □Single     □Married        
 
Street Address ____________________________________________ City ____________________ State _______ Zip ___________              
 
Home Phone:  ______________________ Cell. Phone: _____________________ Email Address:  ____________________________ 
 
                                   Confirmation preference : (circle all that apply)     cell   text   e-mail  home  work 
       
Employer:  _____________________________ Occupation:  _____________________________ Work Phone __________________ 
 
 

DENTAL INSURANCE 
 
Individual responsible for this account: 
 
 _____________________________________________________  
(Last name)               (First name)      (Middle Initial) 
 
Relationship to Patient:  __________________________________  
 
Birth Date:  _______________ Soc. Sec #:  __________________  
 
Street Address _________________________________________  
 
City _________________________ State _____ Zip ___________  
 
Home Phone:  _________________ Work Phone:  _____________  
 
Responsible Party Employed by: ___________________________ 
 
Insurance Company _____________________________________  
 
Subscriber I.D. #: ___________________ Group #: ____________ 

ADDITIONAL INSURANCE
 

Insured Individuals Name: 
 
 _____________________________________________________  
(Last name)          (First name)  (Middle Initial) 
 
Relationship to Patient:  __________________________________  
 
Birth Date:  _______________ Soc. Sec # ___________________  
 
Street Address _________________________________________  
 
City ____________________________ State ____ Zip _________  
 
Home Phone: _________________ Work Phone: ______________ 
 
Insured Party Employed by:  ______________________________  
 
Insurance Company _____________________________________  
 
Subscriber I.D. #: _____________________Group #: ___________ 

 

Whom may we thank for referring you to us?  ___________________________________________________ 
 
IN CASE OF EMERGENCY CONTACT: 
 
Name: _______________________________________ Relationship to You:  ___________________   
 
Home Phone:  ________________________ Alt. Phone:  __________________________ 
 
ASSIGNMENT AND RELEASE 
 
I authorize my insurance company to pay to the dentist or dental group all insurance benefits otherwise payable to me for services rendered.  I authorize 
the use of this signature on all insurance submissions. I authorize any holder of medical information about me to release to the Health Care Financing 
Administration and its agents any information needed to determine these benefits or the benefits payable for related services.   I understand my 
signature requests that payment be made and authorizes release of medical information necessary to pay the claim.  If “other dental insurance” is 
indicated on other approved claim forms or electronically submitted claims, my signature authorizes release of the information to the insurer or agency 
shown. Payment is due in full at time of treatment unless prior arrangements have been approved. 
 
 

Signature:  ________________________________________________ Date:  _________________________ 



Office Guidelines 
 
We would like to welcome you to our practice and tell you how much we appreciate your choosing our practice 
for your oral health needs.  In order for us to provide you with optimal service, we would like you to take a 
moment to read our office guidelines.   
 
 If you have insurance, we will perform insurance estimates and bill the company as a courtesy.  You will 

be responsible for your co-payments and your estimated patient portion at the time of service.  If for any 
reason your insurance company denies any charges or does not cover the amount estimated, the 
responsibility for payment returns to you.   

 
Payment for your treatment is expected on the day of service.  We offer the following payment methods: cash, 
credit card (Visa, MasterCard, and American Express), check, or debit card.  We offer assistance and accept 
payment plans through Capital One financing and Care Credit, which approves health care loans at no interest 
or low interest.  INITIAL REQUIRED ______ 
 

If for any reason we over-collect on your patient portion, amounts under $200 will be kept on file for 
future dental treatment unless otherwise requested and we will advise you of the credit on your account 
at your next dental visit.  If an amount over $200 is over-collected, we will contact you by phone. 

 
A service charge of 1% per month is assessed for any balance remaining after 90 days from the service 
date.  

 
 Minors, patients 18 years of age and under, must be accompanied by a parent or legal guardian at the 

time of treatment unless written treatment consent and pre-approved payment has been received.  
 
 In the event that my account would need to be assigned to an outside collection agency, a 35% 

collection fee of the balance will be added to the account prior to the assignment.   
INITIAL REQUIRED ______ 

 
 
 Your appointment times are especially reserved for you. In the event that you need to 

reschedule, please give us at least 2 business days of notice.  Please remember that 
failure to notify us 48 hours in advance will result in a cancellation fee of $50.00 per 
hour appointed.  We reserve the right to terminate patients who miss scheduled 
appointments repeatedly.   INITIAL REQUIRED ______  

 
Consent for care 
I grant permission to the doctor and staff to perform treatment as may be professionally deemed necessary or 
advisable, including x-rays, study models and photographs that may be needed for diagnostic aids.  I agree to 
the use of anesthetics, sedatives, and other medication as necessary, and understand that using anesthetic agents 
embodies certain risks, and can ask for a complete recital of any possible complications.   
 
I have read the office guidelines and consent for care.  I understand and agree to these guidelines and consent. 
 
      ________________________________________________________              _______________ 

Signature of Patient or Responsible Party       Date 
 

___________________________________________________________________                  __________________ 
Signature of Witness          Date 







 
DENTAL HISTORY 

 
Patient Name: ____________________________________________  
 
Welcome! So that we may provide you with the best possible care please complete this dental history form.  All information is completely 
confidential. 
 
What is the reason for your visit today? ___________________________________________________________________________  
 
Date of last dental visit ____________________  Last dental cleaning __________________  
 
What was done at your last dental visit? ___________________________________________________________________  
 
Last full mouth x-rays or pano  ________________________  
 
Previous dentist’s name: _______________________________________________________________________________  
 
Address ________________________________________________________________ State _________ Zip __________  
 
Telephone ____________________________________________  
 
 
How often do you brush? _____________________________ How often do you floss? _____________________________  
 
What other dental aids do you use? (interplak, toothpick, etc.) __________________________________________________   
 
Do you have any dental problems now?  Yes No 
 
If yes, please describe: _________________________________________________________________________________  
 
Do you have a favorite side to chew on?  Yes      No     If yes, which side?  _______________________ 
        
                      Are any of your teeth sensitive to: 
                             Hot or Cold? Yes No                                       Have you ever had:  
                                          Sweets? Yes No                                   Orthodontic treatment?  Yes No 

                   Biting or Chewing? Yes No                                                          Oral Surgery?  Yes No 
Have you noticed any mouth odors or bad tastes? Yes No                                             Periodontal treatment?  Yes No 
        Do you frequently get cold sores, blisters or                                              Your teeth ground or the bite adjusted?  Yes No 

Any other oral lesions? Yes No                                  A bite plate or mouth guard ?  Yes No 
                                                                                                                             A serious injury to the mouth or head?  Yes No 
                              Do your gums bleed or hurt? Yes No                    If so, please describe, including cause 
       Have your parents experienced gum disease?       Yes         No                     _____________________________                       

or tooth loss? Yes No 
        Have you noticed any loose teeth or change                                                                      Have you experienced: 
                                                           in your bite? Yes No                              Clicking or popping of the jaw?  Yes No 
If yes, where? _______________________ Pain?       Yes No                                            (joint, ear, side of face)   
                                                                                                          Difficulty in chewing on either side of the mouth?  Yes No 
                                                                 Do you:                                         Headaches, neck aches or shoulder aches?  Yes No 
Clench or grind your teeth while awake or asleep? Yes No                              Sore muscles (neck, shoulders)? Yes No 
                        Bite your lips or cheeks regularly? Yes No                       Do you have sleep apnea?                                Yes       No 
                    Mouth breath while awake or asleep?  Yes No             Satisfaction of Esthetics:      
           Have tired jaws, especially in the morning?      Yes No                     Do you like your smile?    Yes         No            
             If no, what don’t you like? ____________________________ 
             __________________________________________________ 
             __________________________________________________              
                                                 
Have you ever had an upsetting dental experience or do you feel nervous about dental treatment?   Yes         No 
 
If so, please explain:  _____________________________________________________________________________________________ 
 
Is there anything else about having dental treatment that you would like us to know? ________________________________   
 
 ___________________________________________________________________________________________________  
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Health Questionnaire 
All answers will be held in strict confidence.  Personal information and medical records will not be released to anyone with out your written authorization. 
 

Name (please print) ____________________________________      Birthdate  _______________________________________  
 
Physician’s Name ___________________________________      Physician’s phone ________________________________  
 
Medical History                   Yes   No 
1.   Have you ever experienced shortness of breath or chest pain?                     
2.   Have you been a patient in a hospital in the last two years?                      
3.   Have you experienced anemia, blood disorders or taken any blood thinners?                    
4.   Have you been under a physician’s care during the past two years?                     
5.   Are you taking any medicines or drugs?                        
      If yes, please indicate which ones:  
                                                    __________________________________________________________ 
 
                                                    __________________________________________________________ 
                    Yes    No 
6.   Are you allergic or have you reacted adversely to any medicine or drug?                    
      
 If yes, please indicate your allergy: _____________________________ 
 
7.   Do you smoke or chew tobacco?                        
 
8.   Women:  Are you pregnant or might be pregnant   Yes    No     Due date: ________________ 
                    Are you nursing?   Yes      No 
 
9.  Check any of the following which you may have had: 
  Heart Disease      Glaucoma       Arthritis/Rheumatism 

  Heart Murmur      Diabetes       Sinus Trouble 
  Heart Surgery      Hepatitis: Type? A/B/C      Tuberculosis 

  Rheumatic Fever     Herpes          Asthma 

  Joint Replacement, Pins    Cold Sores/Fever Blisters      Latex Allergy 
  Cardiac Pacemaker     Kidney Disease       Skin Rash, Hives 
  Heart Valve Prosthesis     Persistent Cough      Epilepsy, Convulsions, Fainting  

  High or Low Blood Pressure    Ulcers       Seizures 
  HIV Positive      Tumor or Abnormal Growth     Alcoholism, Drug Addiction 

  Acquired Immune Deficiency Syndrome (AIDS)   Radiation/chemotherapy      Thyroid or Parathyroid Disease 
  AIDS Related Complex (ARC)    Cancer- When?  What Kind?    Jaundice, Liver Disease 

  Stroke       Emotional Problems or Psychiatric Care   Blood Transfusion   
 
10. Describe any other medical conditions we should know about: ___________________________________________________________ 
 
________________________________________________________________________________________________________________ 
 
Patient /Parent or Legal Guardian Signature: _________________________________________________Date: ___________________ 
 
Comments: ______________________________________________________________________________________________________ 
 
 
Health History Reviewed:          
Date:     




