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Patient:                                                                     Preferred  Name:

Cell  #:                                                               Social  securitv #:

Date  of`Birth:                                           Address:

Email:                                                                City:                             State:                   Zip code:

The benefits of a  happy,  healthy smile are  immeasurable. Our goal  is to  help you reach and maintain  maximum oral

health.  Please  fill  out this form  completely.  All  information  is completely confidential.

How did you  hear about us?
What is the  reason for your visit today?Dateofyourlastdentalvisit              Last dental cleaning                                  Last full  mouth x-rays

What was done at your last dental visit?Howoftendoyouhaveadentalexamination?

How often do you brush your teeth?                                                                               How often do you floss?

DENTAL HISTORY
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IIEALTH IHSTORY

Medical  Physician  Name:

Address:
Phone number:
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EMERGENCY CONTACT:
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HEAL" lllsTORY -Contlriued
Condltlon£

A'lerg]as

Anemia

An8lna

A,th'itis
Artificlat H Earl Vaive

Asthma

Back / Neck  Pain

Bfeathing  Difficulty

9lc)od Tran`fusion

Bruise  Ea5lly

Cancer -Chemotherapy
Cold Sores

Di@be,es
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DrugAbuse   I   I     I
Edtir`B  Disorder

Emphvsem6

Epi'ep5Y

excessive  Bleedi n8

Fainting Spel]5

Glaucoma

HIV+  AIDS

Hay  Fever
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Have you been treated wlth intravenotis

Condltions
Headaches

Heart Attack

Heart Disease
Heart Murmut

Heart Surgery
Hepatitis A

Hepa'l'l, 8

Hep3tlt,5 C

HIBh  Blood  Pressuie

Jolnt fieplacements
Kidney Problen`s

Liver Dlsease

low Blood Pressure
Mltral yaive Prolapse

N ervousness / Amiousness

Osteaporcisis

Pace Maker

Psychiatrlc Care

Radl®tlon Therapy

Rheumatic  Fever

se}z8re§

Sexual  Dlsease

Condlilom
S}r`uS  PJoblems

Stroke

Thyroid  Problems

Tuberculosis

Tumors

ulcers

!Y

AIle'|'es
Aspir,r,

Cedetne
Denfa I Anesthetics

Erythromycjn

Jewelry

latex
Meta!5

Pen'cillin

Tetr®c/cline

Cher AIl€r(leg:

biophosphonates such as zometa or aredla?

Date:



Five Mile  Smiles
1625 W. Francis

Spohane, WA 99205
(sO9)  328.2621

Financial Pollcv

We woulcl like to welcome you to our den(al  practice and explain our froar`cial policy` We believe
that service to our patients  ls  best when there  is comple!e  unders(anding and mutual
cooperation

Our Dationts can exDect from  us;
1.     A high  degree  of professional  sK!ll  and  ability
2     A team that continually stays  abreast of progress  [n  the dental  sciences,
3.     A team  that will  perform  all service§ io the  best of our ability and  whowledge.
4.     A complete explanation  of the finclings that result from  a thorough examination

ar\d diagnosis. We will discuss  all fees  prior to the start of treatment.

ln retilrn, we expect frc)in our  Datlents.
1      Cooperation  in making  and  keepir.g appointments
2.    A conscientious effort lo follow home care and oral  hygiene  lnstruclions.
3     To follow the  recommended recare interval,  based on your needs.
4.    A dofinite arrangement forthe payment of fees.

We ask that you cover your portion of fees at the time you receive treatment,    You may either
pay by cash, check or use a personal credit card.    If you do not t`ave  Insurance, please be
prepared to fully  cover the fees for each visit.

If you have insurance. we will  process your insurance benef'ts as a courtesy to you.    We ask
that you pay the portior` of your treatmem not covered by insurance along with any deductible.
It is your re8pQnsibi(ily to verify the amount of coverago you  have  and to  review your monthly
statement !o make Sure your insurance company has  paid.     It generawy takes four to six weeks
to receive the Insurance  payment.     If there  is  a  problem, Just call  us and we will  do  our best to
help.

We want you to receive the best dentistry and we want to make it affordable.     If you need help
prioritizing  your dental treatment,  please let us know[

1 agree.  I  am fully responsible for the total  payment of all procedures  in this office. this includes
treatment that is not  a  benefit of my dental  insurance      I  understand if at any time credit  is
extended to me,  a  credit check may be made through a credit Service.     I  authorizc  release of all
financial data.    I  win be  responsible for finance and/or coHection charges  as they apply.    An
interest rate ot  18% APR will  be  applied to all accounts over 60 dayg  regardless of the
insurance involvement.

Signature



a Mlle Smlles
1625 W.  i r®n€lS Avenue

Spal8co. WA 99209

HIPAA Privac Authorlzatio

Jason Xeefe, D.D.S.
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^u`hoilz.`]on /a/ u.. oT 0lf{lotuT. 01 ProLec`ed HC®tth lnforma`ion

(Reaviteo b¥ the Hg®l`h !Mur®n{c P¢mt!ll)Iy and Ac[oun!80ilj!y Act -45 Cm P.rt. lco and  164)

1.     I hereby authorize Dr. Jason  Keefe and associates to share my dental records wl`h my Insurance

company(s) for bllllng purposes and other health care providers lf I am referred out for speclalty

treatment.

a.     Th)i information may be used by the persons I authorize to receive this information for

med(cal treatment or consultation,  billing or claims  I)aymen!,  or other purposes as I  may

dlrect.

2.     I authorize disclosure of information re8aTdin8 my bllling, condition, treatment and pro8nosls to the

following  individual(s):

Name

Name

Relationship

Relationship

3{     This authonzation  shall  be in force  and  effect  until I  revoke permission.

a.     I understand that I have the rlght to revoke thls aiithorizatton, in writlng, at any time.I

understand that a revocatlon ls not effec{lve to the extent that any person or entlty has

already acted in  reliance on my authorization or if my authorization was obtained as a

condition of obtalning insurance coverage arld the insurer has a legal rlght to contest a

claim.

4.     I understand that my treatment,  payment, enrowrnent, or eliglblllty for beneflts will not be

conditioned  or` whether I s)gn this authorization.

5.     I under6tand that  informiatlon  used  or dlsclosed  puisuant `o this  authorlzation  may be disclosed by

the recIolent and may no lon8er be protected by fcdcrol or state law.

MESSAGES

p,easeca,,my:         HHome

lfunabletoreachyoumayweleaveadetaNedmessage?    Eyes              ENo

Best time to reach me is /day/

Print Name:

between (tlme}

Date o! Birth:

Date:


