
IFTHIS
APPOINTMENT

IS FORYOU

START HERE

IFTHIS

APPOINTMENT

FORYOURCHII

START HERE

DATE
1

_l\

-1/

LAST NAME FIRST IVI I

PREFERS TO BE CALLED BY

ADDRESS

CITY STATE ZIP

HOME PHONE NO FAX

CELL EMAIL

BIRTHDATE AGE MALE FEMALE

[/ARRIED SINGLE DIVORCED WIDOWED

SOCIAL SECURITY NO

DATE

LAST NAME FIRST M,I.

ADDRESS

CITY STATE ZIP

HOME PHONE NO,

BIRTHDATE AGE MALE FEMALE

SCHOOL GRADE

SOCIAL SECURITY NO.

PATIENT REGISTRATION
PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

THIS

'POINTMEI
FORYOU
"ART HERE

;THIS

PPOINTMENT IS

CRYOURCHILD
TART HERE

IF YOUR CHILD'S LAST NAIVE AND/OR ADDRESS ABE NOT THE SAI\IE AS YOURS, FILL ]N IHE TOP BOX ALSO

DENTAL INSURANCE 2

PRIMARY CARRIER

INSURANCE COMPANY

GROUP NO.

EMPLOYER NAME

INSURED'S NAN/E

DATE OF BIRTH I RELATIONSHIP TO PATIENI

INSURED'S I.D. NO

INSURED'S SOCIAL SECURITY NO.

SECONDARY CARRIER

INSURANCE COMPANY

GROUP NO.

EMPLOYER NAME

INSURED'S NAN4E

DATE OF BIRTH I RELATIONSHIP TO PATIENT

INSURED'S I,D. NO,

INSURED'S SOCIAL SECURITY NO,

ACCOUNT TNFORMATTON 4
PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT
NAME

RELATIONSHIPTO PATIENT i SOCIAL SECURITY NO

/L_

\r

GETTTNG TO KNOWYOU 3ADDRESS

IS ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT
AT OUH OFFICE?

NAIVIE: RELAT|ONSH|p:

CITY STATE ztP

PHONE NO.

YOU WERE REFERRED TO US BY

YOU
YOUR FORMER ADDRESS

NAIVE

OCCUPATION CITY STATE ZIP

EMPLOYER'S NAIVE PERSON TO CONTACT FOR EMERGENCY

ADDRESS CITY PHONE NUMBER

PHONE NO. FAX NO ADDRESS

YOUR SPOUSE clTY STATE ztP
NAME

CLOSEST RELATIVE NOT LIVING WITH YOU
OCCUPATION

PHONE NUIVBER
E[/PLOYER'S NAME

ADDRESSADDRESS CITY

PHONE NO. FAX NO.
CITY STATE ZIP

@ Pride Institute FORM OOI (O9.O2) Please turn over and sign 1.8OO.925.2600 rwvw.prideinstituie.com
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DENTAL HISTORY

'W'elcome! 
So that u)e ma)t proaide you utith the best possible care

please complete both sides of this medical/drntal history form.
All information is completely confdential.

What is the reason for your visit today?

Date of Last DentalVisit

What was done atyour lastdental visit?

Last Dental Cleaning Last Full Mouth X.rays

Previous Dentist's Name

Address State _ Zip

Telephone

How often do you have dental examinations?

How often do you brush your teeth?

Have you ever used or are cunently using topical fluoride? Yes No

How often do vou floss?

Whatother dental aids do you use? (lnterplak, toothpick, etc )

Do you have any dental problems now? Yes No

lf yes, please describe:

Are any of your teeth sensitive to:

Hot or cold?

Sweets?

Biting or Chewing?

Have you noticed any mouth odors or bad tastes?

Do you frequently get cold sores, blisters or

any olher oral lesions? Yes No

Do your gums bleed or hurt?

Have your parents experienced gum disease

or tooth loss?

Have you noticed any loose teeth or change

in your bite?

Does food tend to become caught in between

yourteeth? Yes No

lf yes, where?

Do you:

Clench or grind your teeth while awake or asleep?

Bite your lips or cheeks regularly?

Hold foreign objects with your teeth?

(pencils, pipe, pins, nails, fingernails)

Mouth breathe while awake or asleeo?

Have tired jaws, especially in the morning?

Snore or have any other sleeping disorders?

Smoke/chew tobacco or use other tobacco oroducts?

Have you ever been told to take a pre-medication prior to dental treatment?

ls there anything else about having dental treatment that you would like us to know?

Have you ever had:

0rthodontic treatment?

OralSurgery?

Periodontal treatment?

Your teeth ground or the bite adjusted?

A bite plate or mouth guard?

A serious injury to the mouth or head?

lf so, please describe, including cause _

Have you experienced:

Clicking or popping of the jaw?

Pain? fioint, ear, side offace)

Difficulty in opening or closing the mouth?

Difficulty in chewing on either side of the mouth?

Headaches, neckaches or shoulder aches?

Sore muscles (neck, shoulders)?

Are you satisfied with your teeth's appearance?

Would you like to keep all of your teeth all of your life?

Do you feel nervous about having dental treatment?

lf so, what is your biggest concern?

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Have you ever had an upsetting dental experience? Yes No

lf yes, please describe

Yes No

Yes No
lf yes, please describe

(Please complete other side)

@ Pride Institute FORM Ors (il.O7) r.800.925.2600 www.prideinsf itute.com



Martin J. Matovich, D.M.I).
300 s.E. 120th Avenue, Suite 400 / Vancouver, washington 98683 / (360) 256-3570 / Fax (360) gg6-a267

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED,
AND HOW YOU CAN GET ACCESS TO TFIIS INFORMATION.

PLEASE REVIEW lr CAREFULLY -- THE PRIVACY OF YOUR H.EALTH TNFORMATION tS |MPORTANT 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
privacy practices that are described in this Notice while it is in effect. This Notice takes efJect January 1, 2003, and will remain in
effect untilwe 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 etfective 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 copies 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 iniorrnation to a physician or olher 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 profes-
sionals, evaluating practitioner and provider performance, conducting training programs, accreditation, certification, licensing or
credentiali ng 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. lf you give us an authorization, you may
levoke it in writing at any time. Your revocation will not atfect 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 heallh information f-or any reason except those described inthis Notice.

Io'Your Famity 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 {amily member, your personal representative or another person responsible for your care, of your location, your general
condition, or death. lf you are present, then prior to use or disclosure of your health information, we will provide you with an opportunify
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 judgment disclosing only health information that is directly relevant to the person,s
involvement in your healthcare. We will also use our professionailuogment and our experience with c'ommon practice to makereasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other similar
forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing comrnunications 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
enent necessary t0 avert a serious threat to your health or safety or the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain circum-
stances. We may disclose to authorized federal oflicials health information required for lawful intelligence, counterintelligence, and
other national security activities. We may disclose to correctional institution or law enforcement official having lawfuliustody of
protected health inlormation of inmate or patient under certain circumsrances.

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 cannol practicably do so. (you
must make a request in writing to obtain a@ess to your health informatiotl. You may obtain a form to request acceis by contacting
the Privacy Officer listed at the end of this Notice. You may also request access by sending a letter to the address at the end of this
Notice. We will charge a reasonable fee, established by the State of Washington, for expenses such as copier and staff time. If you
prefer, we will prepare a summary or an explanation of your health information for a fee. Contact the Privacy Cfficer listed at the end
of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right lo receive a list oJ instances in which we or our business associates disclosed 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. lf 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 or disclosure ol 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 information by alternative
means or to alternative locations. {You must make your request in writing.} Your request must specity the alternative means or
location' and provide satisfactory explanation how payments will be handled under the alternative means or location you requesr.

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

QUESTIONS AND COMPLAINTS
lf you want more information about our privacy practices or have questions or concerns, please contact us.

lf you are concerned that we may have violated your privacy rights, or you disaEree with a decision we made about access to your health
information or in response to a request you made to amend or restrict the use or disclosure of your health information or to have us
communicate with you by alternative means or at alternative locations, you may complain to us using the contact information listed at the
end of this Notice. You also may submit a written complaint to the U.S. Department of Health and Human Services. We will provide you
with the address to file your complaint with the U.S. Department of Health and Human Services upon request.

{e support yo_ur right to the privacy of your health information. We will not retaliate in any way if you choose to fite a comptaint with us
or with the U.S. Department of Health and Human Services.

Privacy Officer: Debra Reed

Telephone: (360) 256-3570 . Fax: (360) 896-0267

Address: 300 S.E. l20th Ave., Ste 400, Vancouver. WA 9g6g3



Martin J. Matoviclr , {}. &d.I}.
3(X)S.I1'12()thAvenue,Suitc4(X)/Virrrc,-'.*,,wn,t.uu.",.ni*:.'

ACKNOWLEDGEMENT OF RTCEIPT OF
NOTICE CIF PRIVACV FffiACTICHS

**You May Refuse to Sign This Acknowledgement,r

Privacy Practices.
, irave received o.opy of this offrce,s Notice oi

{Please Print Name}

{Signature}

fn^.^l
I r.rd ru.l

For Of{ice Use Only

we attempted to obtain wriiten acknowledgement of receipt of our Noiice of frrivacy practices, frirlacknowiedgement coulcj not be obtained because:

tr Individual refused to sign

f, Communications barriers prohibited obtaining the acknowledgement

tr An emergency situation prevenied us from obtaining aclirrolvlec1qement

n Other (ptease Specify)

Date:
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