
 
EXPERIENCE THE DIFFERENCE TODAY 

111 Tumwater Blvd Se Suite A-301, Tumwater, WA 98501   

 

Patient Information: (Confidential) 

Full Name_____________________________________ Birth date_____________________ 

Home # (____) _____________Cell # (____) _____________ Work # (____) _____________ 

Address_____________________________________________________________________ 

Email________________________________________ Social Security# _________________ 

Whom may we thank for referring you? 

 ____________________________________________________________________________ 

 Person to contact in case of Emergency 

________________________________________________Phone (______) _______________  

Sex: ○Male or ○Female Marital Status: ○Married ○Single ○Divorced ○Separated ○Widowed 

Insurance Information: 

Insurance Company_________________ Insurance Policy Holder Name ________________ 

Relationship to Patient_______________ Birth date__________ Employer______________ 

ID/SS# ____________ _________    Group#_______________ Phone #_________________ 

 
Do you have additional insurance? Yes or No If yes, Complete the Following:  

Insurance Company_________________ Insurance Policy Holder Name ________________ 

Relationship to Patient_______________ Birth date__________ Employer______________ 

ID/SS# ____________ _________    Group#_______________ Phone#__________________ 

 

 



 





  



                 Acknowledgement of Receipt of Statement of Privacy Practices 

I acknowledge that I have received a copy of the Statement of Privacy Practices for the office of 

Deschutes River Dentistry. The Statement of Privacy Practices describes the types of uses and 

disclosure of my protected health information that might occur in my treatment, payment for 

services, or in the performance of office health care operations. The Statement of Privacy Practices 

also describes my rights and the responsibilities and duties of this office with respect to my protected 

health information. The Statement of Privacy Practices is also posted in the facility. 

 

Deschutes River Dentistry reserves the right to change the privacy practice that is described in 

the statement of Privacy Practices. If privacy practices change, I will be offered a copy of the revised 

Statement of Privacy Practices at the time of my first visit after the revision become effective. I may 

also obtain a revised version by requesting that one be mailed to me. 

 

Additional Disclosure Authority 

In addition to the allowable disclosures described in the Statement of Privacy Practices, I hereby 

specifically authorize disclosure of my protected health care information to the persons indicated 

below. 

Any member of my immediate family □ Yes □No 

Spouse only □ Yes □No 

Other (Please Specify) □ Yes □No 

 

Name of Patient or Personal Representative: ___________________________________________ 

Signature of Patient or Personal Representative: ________________________________________ 

Description of Personal Representative’s Authority:_________________  Date:_______________  

 

 

 

 

 



 

 

 

Appointment Policy 

 

Welcome to our office! Maintaining your reserved appointment time is imperative for providing dental 

care to all of the patients in our dental family. If for some reason you need to reschedule, kindly give 

us at least 48 hours’ notice so we can offer your reservation to another patient with treatment needs. 

Failure to provide 48 hours notice, may result in a $50 fee, only if non-cancelled appointments 

become a habit. 

Again, thank you for Deschutes River Dentistry. If you have any questions regarding the financial or 

appointment policy, please feel free to ask any member of the team. I have read and agree to the 

above written policy and consent to receiving dental care at Deschutes River Dentistry. 

 
 ____________________________________________________________________________________ 

Signature of patient (or of parent/guardian if patient is a minor)                                                 Date 

 
_____________________________________________________________________________________ 

Printed name of parent/guardian (if patient is a minor)                                                                 Date 

 

 

 

 

 

 

 


