ISSAQUAH DENTAL ARTS

PETER D.A. HUYSING, D.M.D.

PATIENT REGISTRATION WORKSHEET
PATIENT INFORMATION

NAME: BIRTHDAY: OMALE UFEMALE SS#:

HOME ADDRESS: (srreen ) (STATE) @P)
HoME TEL#:( ) WORK TEL#:( )

EMPLOYER: E-MAIL

WORK ADDRESS: (streen ) (STATE) P
NAME OF PREVIOUS DENTIST: CITY:! STATE:

GUARANTOR INFORMATION (PERSON COMPLETING THIS FORM FOR MINORS OR THOSE UNDER CUSTODIAL CARE)

NAME: BIRTHDAY: 0 MALE 0 FEMALE SSH:
HOME ADDRESS: (srreen ) (STATE) @P)
HOME TEL#:( ) WORK TEL#:( )

EMPLOYER: E-MAIL rronan

INSURANCE INFORMATION

PRIMARY DENTAL INSURANCE SECONDARY DENTAL INSURANCE
INSURANCE NAME INSURANCE NAME

EMPLOYER: GROUP NUMBER: EMPLOYER: GROUP NUMBER:
SUBSCRIBER: BIRTHDAY: SUBSCRIBER: BIRTHDAY:
SUBSCRIBER SS#: SUBSCRIBER SS#:

EMERGENCY CONTACT (PLEASE LIST ONE RELATIVE OR FRIEND NOT LIVING WITH YOU.)

NAME: NAME:

HOME #: WORK #: HOME #: WORK #:
HOME ADDRESS: e HOME ADDRESS: ©een

(CrTY). (STATE), ZiP) (CITY). (STATE), ZiP),

CONTRACT TO PAY FOR MEDICAL SERVICES

IN CONSIDERATION OF THE REQUIRED PROFESSIONAL SERVICES PROVIDED TO THE ABOVE PATIENT, |[/WE AGREE TO PAY THE ACCOUNT FOR THESE SERVICES IN FULL,
AT THE TIME OF SERVICE, UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE WITH ISSAQUAH DENTAL ARTS. |/WE AUTHORIZE ISSAQUAH DENTAL ARTS TO RECEIVE
ASSIGNMENT OF INSURANCE PAYMENTS. ANY CHARGES IN EXCESS OF THE BENEFITS ALLOWED UNDER THE RESPONSIBLE PARTY'S INSURANCE PLAN, [/WE
UNDERSTAND THAT [/WE ARE RESPONSIBLE TO PAY THE DIFFERENCE. A FINANCE CHARGE OF 1.5% MONTHLY (18% APR) WILL BE ADDED TO MY OUTSTANDING
ACCOUNT BALANCE AFTER 30 DAYS.

AUTHORIZATION TO RELEASE INFORMATION
ISSAQUAH DENTAL ARTS IS HEREBY AUTHORIZED TO RELEASE ANY MEDICAL OR INCIDENTAL INFORMATION THAT MAY BE NECESSARY FOR MEDICAL CARE, OR IN
PROCESSING INSURANCE.

LEGAL RESPONSIBLE PARTY
IF THE PATIENT IS A MINOR AND/OR UNDER CUSTODIAL CARE, THE BELOW RESPONSIBLE PARTY REPRESENTS THAT THEY ARE LEGALLY AUTHORIZED TO OBTAIN
MEDICAL SERVICES FOR THE PATIENT.

RESPONSIBLE PARTY'S SIGNATURE RESPONSIBLE PARTY'S PRINTED NAME DATE RELATIONSHIP TO PATIENT
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ISSAQUAH DENTAL ARTS | PETER D.A. HUYSING, D.M.D.

Our approach to dental care is understanding your total well-being. Any and all of the below information will be kept strictly confidential.

NAME DATE OF BIRTH DATE

Dental:
1. ARE YOU IN ANY DISCOMFORT AT THIS TIME? (IF YES PLEASE EXPLAIN) YES NoO
2. WHEN WAS YOUR LAST DENTAL VISIT?
3. DOES DENTAL TREATMENT MAKE YOU ANXIOUS? NOT AT ALL SLIGHTLY MODERATELY EXTREMELY
4. ANY DENTAL CONCERNS/HISTORY OF TEETH OR PERIODONTAL (GUM) PROBLEMS? (IF YES PLEASE EXPLAIN) ...... YES
No

Medical:
1. HAS THERE BEEN ANY CHANGE IN YOUR GENERAL HEALTH WITHIN THE PAST YEAR? ..ccieieieeeeeeeeeeeeeeeeeeeeeee e YES NO

2. DATE OF YOUR LAST PHYSICAL EXAMINATION

3. ARE YOU CURRENTLY UNDER THE CARE OF A PHYSICIANT ...ttt e e e e e e e e e e e e e e e e e e e e e e e eeaeeeaeeeeeaeaaaeas YES NO

IF SO, WHAT IS THE CONDITION BEING TREATED?

4. ANY SERIOUS ILLNESS, BEEN HOSPITALIZED OR HAD AN OPERATION WITHIN THE PAST FIVE YEARS?......ccuvuvuiiieanne. YES
No

IF YES, PLEASE EXPLAIN

5. DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING DISEASES OR PROBLEMS?
A) CARDIOVASCULAR DISEASE (HEART TROUBLE, HEART ATTACK, HEART MURMUR, CORONARY INSUFFICIENCY,

CORONARY OCCLUSION, HIGH/LOW BLOOD PRESSURE, ARTERIOSCLEROSIS, STROKE, ETC.)...ccccoiiiiiiiieeieeeeennns YEs No
B) RHEUMATIC FEVER/RHEUMATIC HEART DISEASE.. YES NO J) ARTHRITIS/INFLAMMATORY RHEUMATISM? YES NO
C) ARTIFICIAL OR REPLACEMENT VALVES?................. YES NO K) ARTIFICIAL JOINTS, PROSTHETIC?................ YES NO
D) PACEMAKER?.....coiiiiiiieeeeeeeeeeeeeeee YES NO L) ULCERS/STOMACH DISORDERS? ................ YES NoO
E) ALLERGY/SINUS/ASTHMA....ccoovvviiiiiiiiiiiiiieeeeeeeeins YES NO M) KIDNEY TROUBLE?......cccoiiiiiiiiiiiieeeeeeeeeeeieeens YES NoO
F) HIVES OR A SKIN RASH?....ovvviiiieeeeeeeieeeeee e YES NO N) TUBERCULOSIS?...uuuuuiuieiiiiiiiiane YES NO
G) FAINTING SPELLS OR SEIZURES?.....cccovvveeeeeeeeeinnns YES NO ©) PERSISTENT COUGH/COUGH UP BLOOD?....YES NO
H) HEPATITIS, JAUNDICE, OR LIVER DISEASE?............. YES NO P) AIDS, HIVORARC......ccoooieeiinenns YES NoO
D) DIABETES. ..ottt YES NO
6. HAVE YOU HAD ABNORMAL BLEEDING ASSOCIATED WITH PREVIOUS EXTRACTIONS, SURGERY OR TRAUMA?.......... YES NO
A) DO YOU BRUISE EASILY ..o YES NoO
B) HAVE YOU EVER REQUIRED A BLOOD TRANSFUSIONT......uuiiiiiiiiiiietieee e ettt e e e et e e e e e e et e e e e e e eeeaaaeeeeeeeens YES NoO
7. DO YOU HAVE ANY BLOOD DISORDER SUCH AS ANEMIAZ......oiiiiiiiiiiiiieee ettt e et e e e et e e e e e e e eeaaeeeeeseeens YES No
8. HAVE YOU HAD SURGERY OR X-RAY TREATMENT FOR A TUMOR, GROWTH, OR OTHER CONDITION?.......cccovvviireeeenn. YEs NoO
9. ARE YOU TAKING ANY OF THE FOLLOWING: (PLEASE INCLUDE NAME, DOSE AND FREQUENCY)
A) ANTIBIOTICS OF ANY KIND YES NoO
B) ANTICOAGULANTS (BLOOD THINNERS) YES NO
C) MEDICINE FOR HIGH BLOOD PRESSURE YES NoO
D) CORTISONE (STEROIDS) YES NoO
E) TRANQUILIZERS YES NoO
F) ANTIHISTAMINES YES NO
G) ASPIRIN YES NO
H) INSULIN, TOBUTAMIDE (ORINASE) OR SIMILAR DRUG FOR DIABETES YES NoO
) DIGITALIS OR DRUGS FOR HEART TROUBLE YES NoO
J) NITROGLYCERIN YES NoO

K) ANY OTHER MEDICATIONS NOT LISTED ABOVE, PLEASE LIST NAME, DOSAGE, AND FREQUENCY

10. ARE YOU ALLERGIC OR HAVE YOU REACTED ADVERSELY TO:
A) LOCAL ANESTHETICS YES NoO E) ASPIRIN....cittieiiiieriiieeiiesieeeieesteeeieesniee s YEs NoO

B) PENICILLIN OR OTHER ANTIBIOTICS.. o YES NO  F) [ODINE.....oovvviiiiiiiiiiieieieieeeieeeieieeeananns .YES NoO
C) SULFA DRUGS.......cvttiiiiiiieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeaeaens YES NO G) CODEINE OR OTHER NARCOTICS................ YES NO
D) BARBITURATES, SEDATIVES, OR SLEEPING PILLS... YES NO H) OTHER

11.DO YOU USE TOBACCO PRODUCTS?...uuvviiiiiiiiiiieeee, YES NO, IF SO, HOW MUCH PER DAY AND FOR HOW LONG

NoO, IF SO, HOW MUCH PER DAY/WEEK./OR MONTH
13.D0O YOU HAVE ANY DISEASE, CONDITION, OR PROBLEM THAT WAS NOT LISTED ABOVE?......ccuiiiiiieeieeeeeeeeeeanns YES NoO
IF SO, PLEASE EXPLAIN
T4, DO YOU WEAR CONTACT LENSES? . ..uiiiiiieitiee e ettt e et e e e ettt e e e ettt e e e e ettt e e e e e e et e e e e e e et e e e e e e e e eraanns YES NO

15. WOMEN: A) ARE YOU PREGNANT OR NURSING?..... YES NO B) BIRTH CONTROL /HORMONE THERAPY?....YES NO

To the best of my knowledge, all the preceding answers are true and correct. If | ever have any change in my health or change in my medications, I will inform the dentist at the next appointment.

SIGNATURE OF PATIENT: DATE:




ISSAQUAH DENTAL. ARTS
PETER D.A. HUYSING, D.M.D.
FINANCIAL PoOLICY

WE UNDERSTAND AND APPRECIATE YOUR CONCERNS REGARDING FEES ASSOCIATED WITH YOUR
TREATMENT, AND FEEL THAT YOU SHOULD HAVE A CLEAR UNDERSTANDING OF YOUR FINANCIAL
COMMITMENT FOR SERVICES PROVIDED. WE WILL BE HAPPY TO DISCUSS FEES ANYTIME PRIOR TO
TREATMENT SO THAT YOU MAY FULLY UNDERSTAND OUR MUTUAL OBLIGATIONS AND
RESPONSIBILITIES.

PATIENTS WITH INSURANCE

AS A SERVICE TO YOU, WE WILL COMPLETE AND FILE YOUR INSURANCE CLAIM FORMS FOR
COMPLETED TREATMENT. YOUR INSURANCE IS A CONTRACT BETWEEN YOU, YOUR EMPLOYER,
AND THE INSURANCE COMPANY; WE ARE NOT A PARTY TO THAT CONTRACT. WE MUST
EMPHASIZE THAT AS DENTAL CARE PROVIDERS, OUR RELATIONSHIP IS WITH YOU, NOT YOUR
INSURANCE COMPANY, THEREFORE ALL CHARGES ARE YOUR RESPONSIBILITY FROM THE DATE
SERVICES ARE RENDERED.

PLEASE REMEMBER THAT INSURANCE PLANS ARE USUALLY NOT DESIGNED TO PAY FOR
EVERYTHING. WE URGE YOU TO READ YOUR POLICY. WE WILL DO OUR UTMOST TO SEE THAT YOU
RECEIVE MAXIMUM BENEFITS WITHIN THE STRUCTURE OF YOUR INSURANCE PLAN.

YOUR PORTION OF PAYMENT AND CO-PAY (THE COSTS YOUR INSURANCE WILL NOT COVER) ARE
EXPECTED AT TIME OF SERVICE. WE WILL MAKE EVERY EFFORT TO PROVIDE YOU WITH AN
ACCURATE ESTIMATE OF YOUR PAYMENT BEFORE SERVICES ARE COMPLETED.

PATIENTS WITH NO INSURANCE

IF YOU HAVE NO INSURANCE, PAYMENT FOR SERVICES IS EXPECTED AT THE TIME OF TREATMENT,
TO ASSIST YOU, WE OFFER THE FOLLOWING OPTIONS FOR PAYMENT:

CASH/CHECK  PAYMENT
CREDIT CARD PAYMENT (VISA, MATERCARD, DISCOVER)

MISSED APPOINTMENTS

WE MAKE EVERY ATTEMPT TO CONFIRM APPOINTMENTS THROUGH EMAIL, MAIL, AND
TELEPHONE. IF AN APPOINTMENT IS MISSED WITHOUT PROVIDING OUR OFFICE AT LEAST 24
HOURS NOTICE, WE RESERVE THE RIGHT TO APPLY A MISSED APPOINTMENT CHARGE OF A
MINIMUM OF $75.00.

ACKNOWLEDGMENT OF THE FINANCIAL POLICY

RESPONSIBLE PARTY’S SIGNATURE RESPONSIBLE PARTY'S PRINTED NAME DATE RELATIONSHIP TO PATIENT




ISSAQUAH DENTAL ARTS | PETER D.A. HUYSING, D.M.D.

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
INFORMATION. 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 privacy practices that are described in this
Notice while it is in effect. This Notice takes effect April 14, 2003, 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 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 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
guality assessment and improvement activities, reviewing the competence or qualifications of healthcare professionals, evaluating practitioner and provider
performance, conducting training programs, accreditation, 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 the 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 determining 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 professional judgment 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
other similar forms of health information.

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 or 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, counterintelligence, 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 practically 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.

Disclosure Accounting: You have the right to receive a list of 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 six 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 or 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 emergency)

Alternative Communication: You have the right to request that we communicate with your about your health information by alternative means or to
alternative locations. (You must make your request in writing.) Your request must specify the alternative means of locations, and provide satisfactory
explanation how payments will be handles 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 whey the
information should be amended.) We may deny your request under certain circumstances.

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

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concerns, please contact us. If you are concerned that we may have
violated your privacy rights, or you disagree 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 the 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. We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint with us or with
the U.S. Department of Health and Human Services.

Contact Officer: Office Manager Issaquah Dental Arts Address: Issaquah Dental Arts
Telephone 425-837-0634 710 NW Juniper Street, Suite 206
Fax 425-837-0636 Issaquah, WA 98027

Email: office@issaguahdentalarts.com


mailto:office@issaquahdentalarts.com

ISSAQUAH DENTAL ARTS

PETER D.A. HUYSING, D.M.D.
FINANCIAL PoLICY

NOTICE OF PRIVACY PRACTICES -~ ACKNOWLEDGEMENT
WE KEEP A RECORD OF THE HEALTH CARE SERVICES WE PROVIDE YOU. YOU MAY ASK TO
SEE AND COPY THAT RECORD. YOU MAY ALSO ASK TO CORRECT THAT RECORD. WE WILL
NOT DISCLOSE YOUR RECORD TO OTHERS UNLESS YOU DIRECT US TO DO SO OR UNLESS
THE LAW AUTHORIZES OR COMPELS US TO DO SO. YOU MAY SEE YOUR RECORD OR GET
MORE INFORMATION ABOUT IT BY CONTACTING OUR OFFICE MANAGER.

OUR NOTICE OF PRIVACY PRACTICES DESCRIBES IN MORE DETAIL HOW YOUR HEALTH
INFORMATION MAY BE USED AND DISCLOSED, AND HOW YOU CAN ACCESS YOUR
INFORMATION.

BY MY SIGNATURE BELOW | ACKNOWLEDGE RECEIPT OF THE NOTICE OF PRIVACY PRACTICES.

PATIENT OR LEGALLY AUTHORIZED INDIVIDUAL SIGNATURE DATE

PRINTED NAME IF SIGNED ON BEHALF OF THE PATIENT RELATIONSHIP
(PARENT, LEGAL GUARDIAN, PERSONAL REPRESENTATIVE)

THIS FORM WILL BE RETAINED IN YOUR DENTAL RECORDS.

LAST UPDATE; / /
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