
REGISTRATION AND TREATMENT
 

Name___________________________________________________________ 	 Soc. Sec. #________________________________
	 LAST	 FIRST	 MIDDLE IN.

Address_____________________________________________________________________________________________________

City_________________________________________________ 	 State________________________ 	 Zip_ _________________

E-Mail ________________________________________________________      Home Phone ________________________________

Sex	 ❑ M	 ❑ F	  Age_________  Birth Date____________  ❑ Single	 ❑ Married	    ❑ Widowed	      ❑ Child	 ❑ Divorced

Patient Employed By_______________________________________________ 	 Occupation_ _______________________________

Business Address_ ________________________________________________ 	 Business Phone_ ___________________________

Whom may we thank for referring you?_____________________________________________________________________________

In case of emergency who should be notified?___________________________ 	 Phone____________________________________

Person Responsible for Account__________________________________________________________________________________
	 LAST	 FIRST	 MIDDLE IN.

Relation to Patient______________________________ 	 Birth Date_ ________________ 	 Soc. Sec. #_ ____________________
Address (if different than patient’s)_ ___________________________________________ 	 Phone___________________________
City_________________________________________________ 	 State________________________ 	 Zip_ _________________
Person Responsible Employed By_____________________________________ 	 Occupation_ _______________________________
Business Address_ ________________________________________________ 	 Business Phone_ ___________________________
Insurance Co. & Address____________________________________________________ 	 Group #____________________________

Person Responsible for Account__________________________________________________________________________________
	 LAST	 FIRST	 MIDDLE IN.

Relation to Patient______________________________ 	 Birth Date_ ________________ 	 Soc. Sec. #_ ____________________
Address (if different than patient’s)_ ___________________________________________ 	 Phone___________________________
City_________________________________________________ 	 State________________________ 	 Zip_ _________________
Person Responsible Employed By_____________________________________ 	 Occupation_ _______________________________
Business Address_ ________________________________________________ 	 Business Phone_ ___________________________
Insurance Co. & Address____________________________________________________ 	 Group #____________________________

Reason for Today’s Visit_________________________________________________________________________________________
Former Dentist________________________________________________________________________________________________
Address_____________________________________________________________________________________________________
Date of Last Dental Care____________________________________________ 	 Date of Last Dental X-Rays____________________

	 Check  ( ✔ ) if you have had problems with any of the following.

	 ❑ Bad Breath	 ❑ Grinding Teeth	 ❑ Sensitivity To Hot
	 ❑ Bleeding Gums	 ❑ Loose Teeth Or Broken Fillings	 ❑ Sensitivity To Sweets
	 ❑ Clicking Or Popping Jaw	 ❑ Periodontal Treatment	 ❑ Sensitivity When Biting
	 ❑ Food Collection Between Teeth	 ❑ Sensitivity To Cold	 ❑ Sores Or Growths In Your Mouth

How often do you floss?_____________________________________________ 	 How often do you brush?_ ____________________

PATIENT INFORMATION

PRIMARY INSURANCE

SECONDARY INSURANCE

DENTAL HISTORY





Financial Agreement
PLEASE READ CAREFULLY

We are committed in helping all of our patients receive the needed treatment 
to achieve and maintain optimal dental health. We offer the following financial 
agreement and payment options.

*** All estimated fees are due at the time of service***

For our patients with dental insurance:

We will gladly process your primary and secondary insurance claims with the 
following understanding:

Initial______* Dental Insurance is an agreement between you and your insurance 
	   	   company; therefore  we can only estimate your dental benefits. This 
	   	   estimate is not a guarantee of payment by your insurance company.	
		    You are responsible for any charges your insurance company does 
	  	    not pay.

Initial______ * Your out of pocket portion & deductibles are due at time of service

Initial______ * Insurance payments not paid after 60 days will become your 
		    complete responsibility. You agree to pay your full balance after 
		    60 days from date of service

If we are not billing insurance:

	 We offer a 5% cash courtesy discount for treatment paid in full at the 
	 time of service. For seniors 60 and over we offer an 8% courtesy discount. 
	 For your convenience we accept cash, checks, VISA, MasterCard, American 
	 Express and Discover.

Financing Options:

	 We also offer financing options with no interest payments up to 18 months 
	 on approved credit.

Patient /Responsible Party                                         Date



Notice of Privacy Practices
This notice describes how health information about you may 
be used and disclosed and how you can get access to this infor-
mation. Please review it carefully. The privacy of your health 
information is important to us.

OUR LEGAL DUTY
We are required by applicable federal and state law to maintain the privacy of your health information. We are also required 
to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health information. We 
must follow the private practices that are described in this Notice while it is in effect. This Notice takes effect (                ), 
and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are 
permitted by applicable law. We reserve the right to make the changes in our privacy practices and the new terms of our 
Notice effective for all health information that we maintain, including health information we created or received before we 
made the changes. Before we make a significant change in our privacy practices, we will change this Notice and make the 
new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional  cop-
ies of this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing  
treatment to you.

Payment:  We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations:  We may use and disclose your health information in connection with our healthcare operations. 
Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications 
of healthcare professionals, evaluating practitioner and provider performance, conducting training programs, accredita-
tion, certification, licensing or credentialing activities.

Your Authorization:  In addition to our use of your health information for treatment, payment or healthcare operations, 
you may give us written authorization to use your health information or to disclose it to anyone for any purpose. If you 
give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use or disclosures 
permitted by your authorization while it was in effect. Unless you give us a written authorization, we cannot use or  
disclose your health information for any reason except those described in this Notice.

To Your Family and Friends:  We must disclose your health information to you, as described in the Patient Rights section 
of this Notice. We may disclose your health information to a family member, friend or other person to the extent necessary 
to help with your healthcare or with payment for your healthcare, but only if you agree that we may do so.

Persons Involved In Care:  We may use or disclose health information to notify, or assist in the notification of  
(including identifying or locating) a family member, your personal representative or another person responsible for your 
care, of your location, your general condition, or death. If you are present, then prior to use or disclosure of your health 
information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your incapacity or 
emergency circumstances, we will disclose health information based on a determination using our professional judgement 
disclosing only health information that is directly relevant to the person’s involvement in your healthcare. We will also use 
our professional judgement and our experience with common practice  to make reasonable inferences of your best interest 
in allowing a person to pick up filled prescriptions, medical supplies, x-rays or similar forms of health information.

Longview Office
820 Ocean Beach Ste. 110

Longview, WA 98632
Phone (360) 577-0566

Fax (360) 425-6935

Woodland Office
500 Columbia, Suite B
Woodland, WA 98674
Phone (360) 225-5600

Fax (360) 225-0369

Hazel Dell Office
8311 N.E. Hwy. 99, Ste. F

Vancouver, WA 98665
Phone (360) 574-3741

Fax (360) 574-2594

Ridgefield Office
109 S. 65th. Ave., Ste. 104

Ridgefield, WA 98642
Phone (360) 887-2333

Fax (360) 887-0607

Hilander Office
510 Allen Street

Kelso, WA 98626
Phone (360) 636-5170

Fax (360) 636-0052



Marketing Health-Related Services:  We will not use your health information for marketing communications without your 
written authorization.

Required By Law:  We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect:  We may disclose your health information to appropriate authorities if we reasonably believe that you 
are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your 
health information to the extent necessary to avert a serious threat to your health or safety of the health or safety of 
others.

National Security:  We may disclose to military authorities the health information of Armed Forces personnel under certain 
circumstances. We may disclose to authorized federal officials health information required for lawful intelligence, counter-
intelligence, and other national security activities. We may disclose to correctional institution or law enforcement official 
having lawful custody of protected health information of inmate or patient under certain circumstances.

Appointment Reminders:  We may use or disclose your health information to provide you with appointment reminders 
(such as voicemail messages, postcards or letters).

PATIENT RIGHTS

Access:  You have the right to look at or get copies of your health information, with limited exceptions. You may request 
that we provide copies in a format other than photocopies. We will use the format you request unless we cannot practi-
cably do so. (You must make a request in writing to obtain access to your health information. You may obtain a form to 
request access by using the contact information listed at the end of this Notice. We will charge you a reasonable cost-
based fee for expenses such as copies and staff time. You may also request access by sending us a letter to the address 
at the end of this Notice. If you request copies, we will charge you $______ for each page, $______ per hour for staff time 
to locate and copy your health information, and postage if you want the copies mailed to you.  If you request an alternative 
format, we will charge a cost-based fee for providing your health information in that format. If you prefer, we will prepare 
a summary or an explanation of your health information for a fee. Contact us using the information listed at the end of this 
Notice for a full explanation of our fee structure.)  

Disclosure Accounting:  You have the right to receive a list of instances in which we or our business associates dis-
closed your health information for purposes, other than treatment, payment, healthcare operations and certain other  
activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in a 12 month 
period, we may charge you a reasonable, cost-based fee for responding to these additional requests.

Restriction:  You have the right to request that we place additional restrictions on our use of disclosure of your health 
information. We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement 
(except in an emergency).

Alternative Communication:  You have the right to request that we communicate with you about your health infor-
mation by alternative means or to alternative locations. (You must make your request in writing.) Your request must 
specify the alternative means or location, and provide satisfactory explanation how payments will be handled under the  
alternative means or location you request.

Amendment:  You have the right to request that we amend your health information. (Your request must be in writing, 
and it must explain why the information should be amended.) We may deny your request under certain circumstances.

Electronic Notice:  If you receive this Notice on our Website or by electronic mail (e-mail), you are entitled to receive 
this Notice in written form.



Acknowledgement of 
Receipt of Notice of 

Privacy Practices
**You May Refuse to Sign This Acknowledgement**

For Office Use Only

I,___________________________________________, have received a copy of this office’s 
Notice of Privacy Practices.

	 ____________________________________________________	

	 ____________________________________________________

            ____________________________________________________

(Please Print Name)

(Signature)

(Date)

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because:

	 q   Individual refused to sign

	 q   Communications barriers prohibited obtaining the acknowledgement

	 q   An emergency situation prevented us from obtaining acknowledgment

	 q   Other (Please Specify)

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

©2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires 
the prior written approval of the American Dental Association.

This form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002)

We are proud sponsors of 
Cystic Fibrosis

Foundation
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