
 WELCOME  
To the Office of Dr. Karl L Hoffman D.D.S 

Thank you for selecting our dental healthcare Team!  We will strive to provide you with the best possible 

dental care.  To help us meet all your dental healthcare needs, please fill out this form.  If you have any 

questions or need assistance, please ask -We will be happy to help. 

Referred by: _______________________________________________________________________ 

PATIENT INFORMATION

Name ____________________________________ 

Address___________________________________ 

__________________________________________ 

Email_____________________________________ 

Home Phone_______________________________ 

Employers Name____________________________                         

D.O.B_____________________________________ 

SSN_______________________________________ 

Cell Phone_________________________________ 

Work Phone _______________________________

 

Preferred to be called at:         Home       Cell   Work      Other 

PRIMARY INSURANCE     SECONDARY INSURANCE 

Employer of Insured_____________________       Employer of Insured_________________________________ 

Name of Insured_______________________             Name of Insured__________________________________ 

D.O.B_____________ SSN_______________ D.O.B__________________SSN______________________ 

Name of Insurance_____________________ Name of Insurance________________________________ 

Address of Insurance____________________ Address of Insurance_______________________________ 

_____________________________________ ________________________________________________ 

 

Copy of Insurance ID card     Yes   No   Copy of Insurance ID card   Yes     NO 

 

 

 



FINANCIAL ARRANGEMENTS “FOR THIS PATIENT “ 

____Cash ____Personal Check ____Credit Card ____Visa ____Master Card 

LATE CHARGES 

If I don’t not pay the entire new balance within 25 days of the monthly billing date, a late charge of 1.5% on 

the balance then unpaid and owed will be assessed each month.  I realize that failure to keep this account 

current may result in you being unable to provide additional dental services except for dental emergencies or 

where there is prepayment for additional services.  In the case of default on payment of the account, I agree 

to pay collection costs and reasonable attorney fees incurred in attempting to collect on this amount or any 

future outstanding account balances. 

 

EMERGENCY CONTACT PERSON 

Name____________________________  Relationship to Patient_____________________________ 

Address___________________________________________________________________________________ 

Phone Number_________________________ Email___________________________________________ 

 

Responsible Person’s for This Account 

Name___________________  DOB________________ SSN____________________ 

Address____________________________________________ Email___________________ 

Home #________________ Cell # ___________________  Work #__________________ 

AUTHORIZATION AND RELEASE 

I authorize the dentist to release any information including the diagnosis and the records of any treatment or examination rendered to me or my 

child during the period of such Dental care to third party payer’s  and/or other health care practitioners.  I authorize and request my insurance 

company to pay directly to the dentist or dental group insurance benefits otherwise payable to me.  I understand that my dental insurance carrier 

may pay less than the actual bill for services.  I agree to be responsible for payment of all services rendered on my behalf or my dependents. 

X_____________________________________Date_________________________ 

SIGN_____________ DATE_____________  SIGN_______________  DATE________ 

SIGN _____________ DATE_____________  SIGN_______________  DATE_________ 

SIGN _____________ DATE_____________  SIGN_______________  DATE_________ 

SIGN _____________ DATE_____________  SIGN_______________  DATE_________ 

 



MEDICAL HEALTH HISTORY:
Do you have, or have you had, any of the following?

l leart ['roblems

Chest pain

Shortness of breath

Ellorxl ;rressure prolrlem ..

HF,lrl murmur

I le,rrl r.rlve prol rlcnr

T.rking heart medir,ation

Rlreunt,rlir ier,r'r

I irr errr,rler

\rlitir i.rl herrt r,rlr,r'

ll lr x rd Prolrlcnt.

Lrcr hrtri:ing
I re(iuenl no.ehle, d.
ALrnormal hlcefling

Bl( trxl (li\e,r\tr',tn"mia'

Fver require a bloorJ transiusion?

All"rgr l'robk-ms

Ha1 ier "r
Sinus |roblem:
Skin ra.hc'
Taking al lergy nredication

Aslhn t. r

lnlerlin.rl l)rolrlems

ll lce rs

Weight gain or loss

Special diet

Constipation/D iarrhea

Kidney or bladder problems

lJone or Joint Prr,[rl.m'
Arlhrilis
B.r, I or ne, k p.rin

loinl rlphcemcnl
te.g., total hip, pins, or implants)

Fainting Spells, Seizures, or Fpilcpsy

5l ruker !

Frequent or severe heacJaches

Thr roid prohl"ms

Persistent cough or swollen glanrls

Premedications required by physician

Cancer/Tumor

Are you allergic, or have you reacted adversely,

to any of the following?

Yes No
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Tu bcrcu los i s or other res[) i r.,]torv d i se.lsc

I)o \nu (lrink rl, olrr'11

lf so, hor,v much?

Do you snroke?

li so, hor'v mur h?

I

Flepatitis, jaundicc, or liver troublc

H*rlrr or olh'r \l L)

HIV Posilire AlDs

( il.rt rr r rma

Do you wear contact lenses?

I li\l')r\ (,t head injurl /

Epilepsv or other neurological disease?

Historl'oi alcohol or drug .rbusel

f)o 1,ou have an1, disease, condition, or problem not listed

previously that you ieel rve should knorv abouti
lf so, please describc

Yes No

II
I L]
TT
II I
ll
ll

I

tr
T
T
n

I
I
_t
l

rl
tr
I
I

Irl
IT
]T
I Ll

r t_l

IT
IT

IT
I r-t

]I
-t ti
IT
Tt]
.]fl
]T

U tiitr
]T
IIuf
II
IT
rLl
II
I-J T
llt]

T
T
Tr

During the past 1 2 months, have you taken

any of the following? Yes No

Antibiotics or sulfa drugs

Anticoagulants (e.g., Coumadin)

High blood pressure medicine

Tranquilizers

Insulin, Orinase, or similar drug

Aspirin

Digitalis or drugs for heart trouble
Nitroglycerin

Cortisone (steroids)

Nalural remedies

Nonprescription drug/supplements

Other

Women Yes No

Yes No
Are you taking contraceptives or

other hormones?

Are you pregnant?
lf so, expected delivery date:

Are you nursing?

Have you reached menopause?

lf so, do you have any symptoms?
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lLocal anesthetics ("Novocaine")

Penicillin or other antibiotics
Sulfa drugs

Barbilurates, sedatives, or sleeping pills

Aspirin, Acetaminophen, or lbuprofen
Codeine, Demerol, or other narcotics

Reaction to metals

Latex or rubber dam

Other
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Notes:

PatienVParent Signature:

Dentist lnitial:

Notes:

Date:
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Welcome to our office. We appreciate the confidence you place with us to provide dental services. To assist us in serving you, please

complete the following form. The information provided on this form is important to your dental health. lf there have been any changes
in your health, please tell us. lf you have any questions, don't hesitate to ask.

Patient nanre: Date oi birth Sex Age:

Home address Citv:

Billing address (if different):

Home phone:

qq.

E-mail

Emp loyer/Oc c u pation

State

State

Driver's license f :

Bus. Phone:

Emergency phone $ (other than spouse):

City:

7ip:

zip:

Cel I State:

Spouse's name & phone #:

Primarv dental insurance: Croup $

Croup rSecondary dental insurance:

Subscriber s name: qq f .

Name of vour medical dot.ror:

Date of birth:

Date of last visit to medical cloctor:

Date oi Iast visit to dentistName of previous dentist

Referred to us by:

Are vou aprprehensive about dental treatment?

Flave you had problems w,ith previous derntal treatrnent?

D,' ruu qaB, easilv/

Do rr ru lr eaT rlenluresi

Does food catch betlveen your teeth?

Do you have difficultv in cher,ving your food?

Do you chew on only one side of your mouth?

Do you avoid brushing .tnv part of vour mouth

be, ause ut Juinl
Do vour gum. hleed easili l

Do vour gums bleed w,hen vou floss?

Do vour gums tecl swollen or tendc.ri..._..---..*.. .-,

H:rve you ever noticed slow he;rling sores in or

lboul lour ntoulh?

HISTORY

it bothcrs Vou

Do vou clench or grind vour jaivs frequently?

I
T

Do vour jar,vs cver ieel tircd? ,.-,. ..*- I
Does vour jalv get stuck so that vou can't opetn freel\,? i]
Does it hurt when vou cherv or open wide to taket a bite? :l
Do you h.rve earaches or pain in front of the ears? i '1

Do you have anv jaw symptoms or hearJaches

DENTAL HEALTH

Yes No
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l low oiten do 1,ou brush?

How otten do ,vou iloss?

Does yc.rur jalv make noise so that

or olhers?

Are 1 our leellr sensil ir e/

Do 1,ou feel trvinses oi;rain when your teeth come in

cont:rct with:

I lr rl touds or liquirls/
(,cild toods or licluids?

Sours?

5r,r,r'lr?

Do vou takc fluoride supplcnrr-'nts? .- ....

Are you dissatisfied rvith the rrppe.lrancie of vour ter'th?

Do you preier k) s.lve vour teeth? .....,......,.

Do vou want complete rJenLrl carc?

upon alvaking in the morninc?

Does law pain or discomfort aflect your appetite,

slccp, dailv routine, or other .rctivitiesa

Do you iind jarv pain or discomfort extrernelv

trustrati ng or cJepressi ng?

Do 1'ou take medic.rtions or pills for pain or discomiort
(pain relievers, muscle relaxants, antidepressants)? [ ]

Do you have a temporoman<libular (jaw) disorder

{TMD)' ,,,I
Do you have pain in the face, cheeks, jaws, joints,

thro.rt, or templesl n
Are vou unable to opcn your mouth ;ls far as vou want? _.......- I
Are vou ar,r,are oi an uncomfort.rble bite? I
Flave you had a blolv to the jar,v (trauma)?.- I
Are 1'ou a habitual gum chewer or pipre snroker? ]
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ACKNOWLEDGEMENT
OF

PRIVACY PRACTICES

Karl L. Hoffman D.D.S.
130 Marvin Rd. SE Suite 201

Lacey, WA 98503
360-456-7070

\1r signattrre confirnts that I have been informed of my rights to privacy, reearding rx] protectecl health
inlbrnation. undel the Health hrsurance Porlabilitl & AccoLrrrtabilitl, Act of lgg6 (HIpAA). I

Lrnderstarrd that this information can and lvill be used to:

I Provide and coordinate my treatment among a number of health care pror,iders r.r,ho ma1, be
inr olved in that treatment directly and indirectly

I Obtarn pavment frorn third-part\, payers for rn1, liealth care services

J Condttct normal health care operatiolts st-tch as quality'assessrnent ztnrl inrplor(,lncnt actir irie s

I hare been infbrmed of my dental provider's lVolice oJ Privacy Pructice.s containing a nrore corrplere
description of the uses and disclosures of rny protected health infbrmation. Ihave been given the right to
rer ierr and receive a copy of such J{c,ttice o.f Privac'y Praclice.s. I understand that mv dental pror icler has
tlte rrght to change the i\rolice oJ'Privuc'1, Practice,s and that I may contact this office at the address abore
to obtain a current copv of'the ,\bllce oJ'Privctcy Pruc:/ice.s.

I Llrtclerstand that I Irtal t'cqLtcst irr rr ritirrg that yoLr restrict horv ntl, private infbr.ntation is Lrscd or
disclosed to carrv ortt treatment. palment or health care operations and Iirnclerstancl that yo' are ,ot
recluired to agree to m) requested restrictions. but if y'oLr do agree then )01 are bouncl to abiclc b' srrch
feslrrctlolts.

Patient Narne

S iq:r alLrre:

Date

Relationship to Patient:

Depen dent l'arr i lv rnenr bers a i so covered b1, th i s acknorvl edgelnent :

F or Office I se Onlr:

! I Ir: p,rtr.rrt r.'tir::-l t'' ritrr

tr ( onrntrnicluion barricrs

I l:ntcrqcncr sitLration

D ()thcr



BILLING AND CANCELATION POLICY 

OF 

KARL L. HOFFMAN D.D.S. 

OUR OFFICE POLICY 

A BROKEN APPOINTMENT IS A LOSS TO EVERYONE.  PLEASE INFORM US TWO DAYS IN ADVANCE IF YOU ARE 

UNABLE TO KEEP YOUR APPOINTMENT.  A MINIMUM FEE OF $100.00 WILL BE CHARGED, UNLESS 48 HOURS 

NOTICE IS PROVIDED. 

CONSENT  

 The undersigned hereby, authorizes doctor to take X-rays, study models, photographs, and/or any other 

diagnostic aids deemed appropriate by the doctor to make a thorough diagnosis of the patient’s dental needs.  

The office no longer does silver amalgam fillings.  Insurance companies now pay on tooth-colored fillings, and, 

we can usually estimate accurately what portion of the procedure they will cover. 

 I also authorize doctor to perform all recommended treatment mutually agreed upon by me and to use the 

appropriate medication and therapy indicated for such treatment.  I understand that using anesthetic agents 

embodies a certain risk.  Furthermore, I authorize and consent that doctor choose and employ such assistance 

as deemed fit to provide recommended treatment. 

 I understand that all responsibility for payment for dental services provided in this office for myself and/or 

dependents is mine, due and payable at the time services are rendered unless other arrangements have been 

made.  In the event that payments are not received by the agreed upon dates, I understand that a 1.5% finance 

charge (18%/Year) may be added to my account.    PATIENT/PARENT/GUARDIAN SIGNATURE 

__________________________________ 

BILLING POLICY 

 Payment for services is expected at the time of treatment, unless financial arrangements are made prior to your 

appointment.  Our fees for services are the same, whether the patient has dental insurance or not.  For your 

convenience, we do accept Master Card and Visa 

INSURANCE 

 Although this office files insurance claims as a service to the patient, the insurance contract is between you the 

patient and the insurance company.  We have no control over the insurance company’s method of payment, 

neither the amount nor timing; therefore, any agreement for payment of fees is between you the patient and 

this office regardless of insurance coverage. 

 We will call your insurance company to determine an estimated percentage of the total fee to be paid.  We ask 

you to pay the estimated amount not assured by your insurance company on the day of treatment. 

 Insurance companies now allow for “functionally acceptable work,” whereas, in the past their coverage was for 

“quality work.”  It is our desire to provide our patients with the highest quality of work within their finical 

capabilities and desires.   What is most important to you? 

 The highest quality dentistry available. 

 The most economical treatment plan. 

 Dentistry limited to insurance coverage. 

 A combination of the above. Please 

Explain:________________________________________________________________________

____________________________________________________ 

SIGNED: 

Patient/Parent/Guardian_______________________________Date_____________________________ 
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