
PATIENT INFORMATION

Welcome to our offi ce.  We appreciate the confi dence 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.  If there have been any changes 
in your health, please tell us.  If you have any questions, don’t hesitate to ask.

Patient name: ____________________________________________________ Date of birth: _______________  Sex: _________  Age: _______

Home address: ____________________________________________  City: ___________________  State: _______  Zip: ________________

Billing address (if different): _________________________________  City: ___________________  State: _______  Zip: ________________

Home phone: __________________ Cell: ____________ E-mail: __________________ Driver’s license #: ______________________  State: ______

SS #: ___________________________________  Employer/Occupation: ___________________________  Bus. Phone: _______________________

Spouse’s name & phone #: _____________________________________  Emergency phone # (other than spouse): ________________________

Primary dental insurance: ______________________________________  Group #: ___________________________________________________

Secondary dental insurance: ___________________________________  Group #: ___________________________________________________

Subscriber’s name: ___________________________________________  Date of birth: __________________ SS #: ______________________

Name of your medical doctor: ___________________________________ Date of last visit to medical doctor: ______________________________

Name of previous dentist: ______________________________________ Date of last visit to dentist: _____________________________________

Referred to us by:  ___________________________________________  __________________________________________________________

DENTAL HEALTH HISTORY
Yes No

How often do you brush?  ______________________________

 How often do you fl oss?  ______________________________

Does your jaw make noise so that it bothers you

 or others? ______________________________________ ■ ■

Do you clench or grind your jaws frequently? ____________ ■ ■

Do your jaws ever feel tired? __________________________ ■ ■

Does your jaw get stuck so that you can’t open freely? ____ ■ ■

Does it hurt when you chew or open wide to take a bite? __ ■ ■

Do you have earaches or pain in front of the ears? ________ ■ ■

Do you have any jaw symptoms or headaches

 upon awaking in the morning? _____________________ ■ ■

Does jaw pain or discomfort affect your appetite,

 sleep, daily routine, or other activities? ______________ ■ ■

Do you fi nd jaw pain or discomfort extremely

 frustrating or depressing? _________________________ ■ ■

Do you take medications or pills for pain or discomfort

(pain relievers, muscle relaxants, antidepressants)? ________ ■ ■

Do you have a temporomandibular (jaw) disorder

 (TMD)? ________________________________________ ■ ■

Do you have pain in the face, cheeks, jaws, joints,

 throat, or temples? _______________________________ ■ ■

Are you unable to open your mouth as far as you want? ___ ■ ■

Are you aware of an uncomfortable bite? ________________ ■ ■

Have you had a blow to the jaw (trauma)? _______________ ■ ■

Are you a habitual gum chewer or pipe smoker? _________ ■ ■

      Yes No

Are you apprehensive about dental treatment? ___________ ■ ■

Have you had problems with previous dental treatment? ___ ■ ■

Do you gag easily? __________________________________ ■ ■

Do you wear dentures? _______________________________ ■ ■

Does food catch between your teeth? ___________________ ■ ■

Do you have diffi culty in chewing your food? ____________ ■ ■

Do you chew on only one side of your mouth? ___________ ■ ■

Do you avoid brushing any part of your mouth

 because of pain? ________________________________ ■ ■

Do your gums bleed easily? ___________________________ ■ ■

Do your gums bleed when you fl oss? ___________________ ■ ■

Do your gums feel swollen or tender? ___________________ ■ ■

Have you ever noticed slow-healing sores in or

 about your mouth? _______________________________ ■ ■

Are your teeth sensitive? ______________________________ ■ ■

Do you feel twinges of pain when your teeth come in

 contact with:

  Hot foods or liquids? ___________________________ ■ ■
  Cold foods or liquids? __________________________ ■ ■
  Sours? _______________________________________ ■ ■
  Sweets? ______________________________________ ■ ■

Do you take fl uoride supplements? _____________________ ■ ■

Are you dissatisfi ed with the appearance of your teeth? ____ ■ ■

Do you prefer to save your teeth? ______________________ ■ ■

Do you want complete dental care? ____________________ ■ ■



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

  Yes No
Diabetes   ______________________________ ■ ■
   Urinate more than 6 times a day  ______ ■ ■

Thirsty or mouth is dry much of the time ■ ■
 Family history of diabetes  ____________ ■ ■

Tuberculosis or other respiratory disease  ____ ■ ■

Do you drink alcohol?  ___________________ ■ ■
 If so, how much?  _________________________

Do you smoke?  ________________________ ■ ■
 If so, how much? __________________________

Hepatitis, jaundice, or liver trouble  ________ ■ ■

Herpes or other STD   ___________________ ■ ■

HIV-positive/AIDS  ______________________ ■ ■

Glaucoma  _____________________________ ■ ■

Do you wear contact lenses?  _____________ ■ ■

History of head injury?  __________________ ■ ■

Epilepsy or other neurological disease?  ____ ■ ■

History of alcohol or drug abuse?  _________ ■ ■

Do you have any disease, condition, or problem not listed 
previously that you feel we should know about? 

If so, please describe:  ____________________________________

During the past 12 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) ■ ■
Natural remedies ■ ■
Nonprescription drug/supplements ■ ■
Other __________________________________________________

 ______________________________________________________

Women Yes No

Are you taking contraceptives or
 other hormones? ■ ■

Are you pregnant? ■ ■
If so, expected delivery date:  ____________________

Are you nursing? ■ ■

Have you reached menopause? ■ ■

 If so, do you have any symptoms?  _____________________

 __________________________________________
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   Yes No
Heart Problems  ________________________ ■ ■
 Chest pain  _________________________ ■ ■
 Shortness of breath  _________________ ■ ■
 Blood pressure problem  _____________ ■ ■
 Heart murmur  _____________________ ■ ■
 Heart valve problem  ________________ ■ ■
 Taking heart medication  _____________ ■ ■
 Rheumatic fever   ___________________ ■ ■

Pacemaker  ________________________ ■ ■
 Artifi cial heart valve  ________________ ■ ■

Blood Problems  ________________________ ■ ■
 Easy bruising  ______________________ ■ ■
 Frequent nosebleeds  ________________ ■ ■
 Abnormal bleeding  _________________ ■ ■
 Blood disease (anemia)  ______________ ■ ■
 Ever require a blood transfusion?  ______ ■ ■

Allergy Problems  _______________________ ■ ■
 Hay fever  _________________________ ■ ■
 Sinus problems  _____________________ ■ ■
 Skin rashes  ________________________ ■ ■
 Taking allergy medication  ___________ ■ ■
 Asthma  ___________________________ ■ ■

Intestinal Problems  _____________________ ■ ■
 Ulcers  ____________________________ ■ ■
   Weight gain or loss  _________________ ■ ■

Special diet  ________________________ ■ ■
 Constipation/Diarrhea  _______________ ■ ■
 Kidney or bladder problems  __________ ■ ■

Bone or Joint Problems  __________________ ■ ■
 Arthritis  ___________________________ ■ ■
   Back or neck pain  __________________ ■ ■

Joint replacement   __________________ ■ ■
 (e.g., total hip, pins, or implants)

Fainting Spells, Seizures, or Epilepsy  ______ ■ ■

Stroke(s)  ______________________________ ■ ■

Frequent or severe headaches  ____________ ■ ■

Thyroid problems  _______________________ ■ ■

Persistent cough or swollen glands  ________ ■ ■

Premedications required by physician  _____ ■ ■

Cancer/Tumor  _________________________ ■ ■

Are you allergic, or have you reacted adversely,
to any of the following? Yes No

Local anesthetics  (“Novocaine”) ■ ■
 Penicillin or other antibiotics ■ ■
 Sulfa drugs ■ ■
 Barbiturates, sedatives, or sleeping pills ■ ■
 Aspirin, Acetaminophen, or Ibuprofen ■ ■
 Codeine, Demerol, or other narcotics ■ ■
 Reaction to metals ■ ■
 Latex or rubber dam ■ ■
 Other __________________________________________________

  
   

       Other   Other Notes: _____________________________________________

Notes:  Notes:   ___________________________________________  __________________________________________________

_________________________________________________ Patient/Parent Signature: ________________________________

________________________________ Date: _____________ Dentist Initial: ______________________________________



 

 
 
 
 
 
 
 
 
 

 

 

Endura Family Dental Care 
33516 9TH Ave. S, Bldg #4 
Federal Way, WA  98003 

253-838-8830 
 

CONSENT FOR SERVICES 
 
I authorize Doctor to take x-rays, study models, photographs, or any other diagnostic aids 
deemed appropriate by Doctor to make a thorough diagnosis of the patient’s dental needs. 
 
The Doctor will advise me of the alternatives, benefits, risks and complications to the 
proposed treatment or procedure and the importance of returning for the follow up 
appointments that may be necessary to complete the procedure.   Failure to do so may
cause future dental emergencies or tooth loss.   
 
I also understand that the treatment plan explained is an elective procedure and that there 
are other forms of treatment available, including the option of no treatment. 
 
I understand that during treatment it may be necessary to change procedures or add 
procedures because of unforeseen conditions that may arise while working on the teeth 
that were not found during examination and may require a referral to a specialist.    I
authorize the doctor and any associates to perform such procedures when in their 
professional judgment, the procedures are necessary.  
 
I understand that the medications, drugs, anesthetics, and prescriptions taken for this 
procedure may cause drowsiness and lack of awareness and coordination.  I further 
understand that drugs and anesthetics may cause unanticipated reactions, which might 
require medical treatment.  I also understand that I should not consume alcohol or other 
drugs because they can increase these effects.  I have been advised not to operate any 
vehicle or machinery until I have fully recovered from the effects of the medications. 
 
I 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 further 
authorize and consent that Doctor chose and employ such assistance as he deems fit.   
 
Please do not hesitate to ask the doctor or the staff if you have any questions. 
 
 
 
                
Patient, parent or guardian             Date                            



Endura Family Dental Care 
33516 9th Ave S Bldg #4 
Federal Way WA, 98003 

253-838-8830 
 
 

RESCHEDULING POLICY 
 

 Office hours are by appointment and we do value your time. This office is a 
private practice dental office and not a dental “clinic.” Appointment time is reserved for 
you. Where appropriate, we prefer to schedule longer appointments so we can complete 
as much needed dental treatment as possible during one appointment. We feel this type of 
scheduling will cause minimal disruption to your daily schedule and will provide 
efficiency in completing your dental care. When you make an appointment, please be 
sure that you will be able to keep it. If you do not show up to your appointment or 
cancel with out 24-hour notice we reserve the right to dismiss the patient for future 
scheduling. We limit it to two times of giving us short notice, which is less than 24 hours 
we will giving you a warning the first time. Thank you for your cooperation and 
understanding this helps us to treat our patients with the care and attention they need at 
their individual appointments. 
 

FINANCIAL POLICY 
 

 Our goal through your examination, diagnosis, and treatment phases is to provide 
you with the best possible oral health care. We recommend to you those treatments that 
we believe you need and we will discuss alternative plans with you. We provide only as 
estimate of insurance coverage and patient payments are due at the time of service. We 
cannot guarantee payment by your insurance company. Regardless of any estimate given 
you are ultimately responsible for payment and keeping your account current. In an 
attempt to keep costs down, we do not accept checks. We will gladly accept VISA, 
MASTERCARD, DISCOVER, AMERICAN EXPRESS, Care credit and cash at the time 
of service. 
 
 I acknowledge that I am financially responsible for all charges. If it becomes 
necessary to effect collections of any amount owed on this or subsequent visits the 
undersigned agrees to pay for all costs and expenses, including reasonable attorney fees. I 
hereby authorize the doctor to release information necessary to secure payment of 
benefits. 
 
 
Patient/Parent Signature: ___________________________________________________ 
 
Printed Name of Patient/Parent: ______________________________________________ 
 
Today’s Date: ____________________________ 



Endura Family Dental Care 
 

Notice of Privacy Practices (12/2008) 
 
This notice describes how health information about you may be used and disclosed and how you can get 
access to this information.  It is effective April 14, 2003, and applies to all protected health information 
contained in your health records maintained by us.  We have the following duties regarding the maintenance, 
use and disclosure of your health records: 

 (1) We are required by law to maintain the privacy of the protected health information in your records 
and to provide you with this Notice of our legal duties and privacy practices with respect to that information. 

(2)  We are required to abide by the terms of this Notice currently in effect. 
(3)  We reserve the right to change the terms of this Notice at any time, making the new provisions 

effective for all health information and records that we have and continue to maintain.  All changes in this 
Notice will be prominently displayed and available at our office. 
 
There are a number of situations in which we may use or disclose to other persons or entities your 
confidential health information.  Certain uses and disclosures will require you to sign an acknowledgement 
that you received this Notice of Privacy Practices.  These include treatment, payment, and health care 
operations.  Any use or disclosure of your protected health information required for anything other than 
treatment, payment or health care operations requires you to sign an Authorization.  Certain disclosures that 
are required by law, or under emergency circumstances, may be made without your Acknowledgement or 
Authorization.  Under any circumstance, we will use or disclose only the minimum amount of information 
necessary from your medical records to accomplish the intended purpose of the disclosure. 
 
We will attempt in good faith to obtain your signed Acknowledgement that you received this Notice to use 
and disclose your confidential medical information for the following purposes.  These examples are not meant 
to be exhaustive, but to describe the types of uses and disclosures that may be made by our office once you 
have provided Consent. 
 
Treatment:  We will use your health information to make decisions about the provision, coordination or 
management of your healthcare, including analyzing or diagnosing your condition and determining the 
appropriate treatment for that condition.  It may also be necessary to share your health information with 
another health care provider whom we need to consult with respect to your care.  These are only examples of 
uses and disclosures of medical information for treatment purposes that may or may not be necessary in your 
case. 
 
Payment:  We may need to use or disclose information in your dental record to obtain reimbursement from 
you, from your dental-insurance carrier, or from another insurer for our services rendered to you.  This may 
include determinations of eligibility or coverage under the appropriate health plan, pre-certification and pre-
authorization of services or review of services for the purpose of reimbursement.  This information may also 
be used for billing, claims management and collection purposes, and related healthcare data processing 
through our system. 
 
Operations:  Your health records may be used in our business planning and development operations, 
including improvements in our methods of operation, and general administrative functions.  We may also use 
the information in our overall compliance planning, healthcare review activities, and arranging for legal and 
auditing functions. 
 
There are certain circumstances under which we may use or disclose your health information without first 
obtaining your Acknowledgement or Authorization.  Those circumstances generally involve public health 
and oversight activities, law-enforcement activities, judicial and administrative proceedings, and in the event 
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of death.  Specifically, we may be required to report to certain agencies information concerning certain 
communicable diseases, sexually transmitted diseases or HIV/AIDS status.  We may also be required to report 
instances of suspected or documented abuse, neglect or domestic violence.  We are required to report to 
appropriate agencies and law-enforcement officials information that you or another person is in immediate 
threat of danger to health or safety as a result of violent activity.  We must also provide health information 
when ordered by a court of law to do so.  We may contact you from time to time to provide appointment 
reminders or information about treatment alternatives or other health-related benefits and services that may be 
of interest to you.  You should be aware that we utilize an “open adjusting room” in which several people may 
be adjusted at the same time and in close proximity.  We will try to speak quietly to you in a manner 
reasonably calculated to avoid disclosing your health information to others; however, complete privacy may 
not be possible in this setting.  If you would prefer to be adjusted in a private room, please let us know and we 
will do our best to accommodate your wishes. 
 
Others Involved in Your Healthcare:  Unless you object, we may disclose to a member of your family, a 
relative, a close friend or any other person you identify, your protected health information that directly relates 
to that person’s involvement in your health care.  If you are unable to agree or object to such a disclosure, we 
may disclose such information as necessary if we determine that it is in your best interest based on our 
professional judgment.  We may use or disclose protected health information to notify or assist in notifying a 
family member, personal representative or any other person that is responsible for your care of your location, 
general condition or death.  Finally, we may use or disclose your protected health information to an authorized 
public or private entity to assist in disaster relief efforts and to coordinate uses and disclosures to family or 
other individuals involved in your healthcare. 
 
Communication Barriers and Emergencies:  We may use and disclose your protected health information if 
we attempt to obtain consent from you but are unable to do so because of substantial communication barriers 
and we determine, using professional judgment, that you intend to consent to use or disclosure under the 
circumstances.  We may use or disclose your protected health information in an emergency treatment 
situation.  If this happens, we will try to obtain your consent as soon as reasonably practicable after the 
delivery of treatment.  If we are required by law or as a matter of necessity to treat you, and we have 
attempted to obtain your consent but have been unable to obtain your consent, we may still use or disclose 
your protected health information to treat you. 
 
Except as indicated above, your health information will not be used or disclosed to any other person or entity 
without your specific Authorization, which may be revoked at any time.  In particular, except to the extent 
disclosure has been made to governmental entities required by law to maintain the confidentiality of the 
information, information will not be further disclosed to any other person or entity with respect to information 
concerning mental-health treatment, drug and alcohol abuse, HIV/AIDS or sexually transmitted diseases that 
may be contained in your health records.  We likewise will not disclose your health-record information to an 
employer for purposes of making employment decisions, to a liability insurer or attorney as a result of injuries 
sustained in an automobile accident, or to educational authorities, without you written authorization. 
 
You have certain rights regarding your health record information, as follows: 

(1)  You may request that we restrict the uses and disclosures of your health record information for 
treatment, payment and operations, or restrictions involving your care or payment related to that care.  We are 
not required to agree to the restriction; however, if we agree, we will comply with it, except with regard to 
emergencies, disclosure of the information to you, or if we are otherwise required by law to make a full 
disclosure without restriction. 

 (2)  You have the right to inspect, copy and request amendments to you dental records.  We will 
charge a reasonable fee for providing a copy of your dental records, or a summary of those records, at your 
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request, which includes the cost of copying, postage, and preparation or an explanation or summary of the 
information. 

(3)  All requests for inspection, copying and/or amending information in your dental records, and all 
requests related to your rights under this Notice.  We will respond to your request in a timely fashion. 

(4)  You have a limited right to receive an accounting of all disclosures we make to other persons or 
entities of your health information except for disclosures required for treatment, payment and dental 
operations, disclosures that require an Authorization, disclosure incidental to another permissible use or 
disclosure, and otherwise as allowed by law.  We will not charge you for the first accounting in any twelve-
month period; however, we will charge you a reasonable fee for each subsequent request for an accounting 
within the same twelve-month period. 

(5)  If this notice was initially provided to you electronically, you have the right to obtain a paper copy 
of this notice and to take one home with you if you wish. 
 
You may file a written complaint to us or to the Secretary of Health and Human Services if you believe that 
your privacy rights with respect to confidential information in your health records have been violated.  All 
complaints must be in writing and must be addressed to the Privacy Officer (in the case of complaints to us) 
or to the person designated by the U.S. Department of Health and Human Services if we cannot resolve your 
concerns.  You will not be retaliated against for filing such a complaint.  More information is available about 
complaints at the government’s web site, http://www.hhs.gov/ocr/hipaa. 
 

http://www.hhs.gov/ocr/hipaa
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Endura Family Dental Care 

 

HIPPA Consent Form 
 
I understand that as part of my dental care, this office originates and maintains dental records describing my 
health history, examination and test results for oral health, diagnoses, treatment, and any plans for future 
dental care or treatment. I understand that this information serves as: 

• a basis for planning my dental care and treatment  

• a means of communication among the many other health professionals who contribute to my care  

• a source of information for applying my dental information to my bill  

• a means by which a third-party payer can verify that services billed were actually provided  

• and a tool for routine dental care operations such as assessing quality and reviewing the competence of 
healthcare professionals  

I understand and have been provided with a Notice of Privacy Practices that provides a more complete 
description of information uses and disclosures. I understand that I have the right to review the notice prior to 
signing this consent. I understand that the organization reserves the right to change their notice and 
practices and prior to implementation will mail a copy of any revised notice to the address I’ve provided. I 
understand that I have the right to object to the use of my health information for directory purposes. I 
understand that I have the right to request restrictions as to how my health information may be used or 
disclosed to carry out treatment, payment, or healthcare operations and that the organization is not required 
to agree to the restrictions requested. I understand that I may revoke this consent in writing, except to the 
extent that the office has already take action in reliance thereon. 
 
 I request the following restrictions to the use or disclosure of my health information: 
 
 
 
 
  
Signature of Patient or Legal Representative Witness 
  
Date Notice Effective Date or Version: 12/2008 
  
 ____Accepted ______ Denied 
 
 
Name (Print) ___________________________ 
 
 
Signature______________________________ 
 
 
Date: _________________________________ 
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