New Patient Questionaire
Todays Date:
Patients Name: Birthdate:
Address: City/State:
Phone: Cell: Work:

Name of Person Filling out Form:

Relationship to Patient:

Have we seen any of your family members in our clinic? _If so, who?

Who referred you to our office?
Do You have:

Heart Murmur: Rheumatic Fever: Joint Replacement:
Body Implants: Prosthetics:

Have you ever had treatment for Periodontal Disease? ___If so, when?

Allergies: If so, Please list them:

Are you taking any medications? If so, Please list them below:
Name: Dosage: Medical Condition:

Main Dental Concerns:

Date of Appointment:

Office Financial Policy:

Any and all portions of the dental bill that is not covered by the dental insurance will be collected at
the time of the visit. Patients with no dental insurance are expected to pay in full. Please note: we ac-
cept Visa, Mastercard, and American Express.

Insurance information:

Insured Person’s Name: Date of Birth:

Employer: SS Number:
Insurance Company:
Secondary Insurance:

Insured Person’s Name: Date of Birth:

Employer: SS Number:

Insurance Company:

Previouse Dentist Name: Phone:







Samuel Castillo, DMD

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 re-
quired to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health infor-
mation. We must follow the privacy practices that are described in this Notice while it is in effect. This Notic takes effect
1/1/2003, 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, providing 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 recieved 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 treat-
ment 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 inprovement activities, reviewing the competence or qualifications
of healthcare professionals, evaluating practitioner and provider performance, conducting training programs, accredita-
tion, 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 efect. Unless you give us a written authorization, we cannot use or disclose
your health information for any reason except those described in this 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 neces-
sary to help with your healthcare or with payment to your healthcare, but only if you agree that we may do so.

Persons Involved in Care: We may use or disclose health information to notigy or assist in the notification of (including
identifying location) 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 determination using our professional judgment disclosing
only health information that is directly relevant to the person’ involvement in you healthcare. We will also use our profes-
sional judgment and our experience with common practice to make reasonable inferences of your best interest in allowing
a person to pick up filled perscriptions, 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..




Samual Castillo, DMD

Acknowledgement of Receipt of Notice of Privacy Practices

*You May Refuse to Sign This Acknowledgement™®

l, , have recieved a copy of this office’s Notice

of Privacy Practices.

Please Print Name:

Signature:

Date:

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

[ Individual refused to sign
1 Communications barriers prohibited obtaiming the acknowledgement

1 An emergency situation prevented us from obtaining acknowledgement

[ Other (Please Specify):

Copyright 2002 American Dental Association

All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplica-
tion or distribution of this form by any other party requires the prior written approval of the Ameri-
can dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state,
law (August 14, 2002)




Samuel Castillo, DMD
Consent for Use and Disclosure of Health Information

Section A: Patient Giving Consent
Name:
Address:

Telephone: E-mail:

Patient #: Social Security:

Section B: To the Patient - PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY
Purpose of Consent: By singning this form, you will consent to our use and disclosure of your protected
health information to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide
whether to sign this Consent. Our Notice provides a description of our treatment, payment activities, and
healthcare operations, of the uses and disclosures we may make of your protected health informations, and
of other important matters about your protected health information. A copy of our Notice accompanies this
Consent. We encourage your to read it carefully and completely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we
change our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the
changes. Those changes may apply to any of your protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any
time by contacting:
Evelyn Quinn
P.O. Box 940
Duvall, WA 98109
Phone: 425.788.4042 Fax: 425.788.7805

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of
your revocation submitted to the contact person listed above. Please understand that revocation of this Con-
sent will not affect any action we took in reliance on this Consent before we recieved your revocation, and
that we may decline to treat you or to continue treating you if you revoke this Consent.

I, , have had full opportunity to read and con-
sider the contents of this Consent for and your Notice of Privacy Practices. I understand that, by singing
this Consent form, I am giving my consent to your use and disclosure of my protected health information to

carry out treatment, payment activities and health care operations.

Signature: Date:

If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative Name:

Relationship to Patient:
YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.

Incude completed Consent in the patient’s chart






