
NHD
NEWPORT HILLS DENTAL

5611 119th Ave SE #2,
Bellevue, WA 98006

PATIENT INFORMATION

Name: _________________________________________________________ SSN: __________________
Last First M.I

DOB: _________________ Age: _______ Email: ______________________________________________

Home Address: _________________________________ City: _____________ State: _____ Zip: ________

Phone: ____________________________________________ Home ▢ Cell ▢ Work ▢

Employed By: _______________________________________ Occupation: ________________________

Work Address: _________________________________ City: _____________ State: _____ Zip: ________

Who referred you to our practice?: __________________________________________________________

In Case of Emergency (who should we notify?):

Name: _____________________________________________ Relation: __________________________

Phone: ____________________________________________ Home ▢ Cell ▢ Work ▢

PRIMARY INSURANCE

Subscriber Name: ________________________________________________ SSN: __________________

Insurance Co: __________________________________ Insurance Phone: _________________________

Employer: _____________________________________________________________________________

SECONDARY INSURANCE

Subscriber Name: ________________________________________________ SSN: __________________

Insurance Co: __________________________________ Insurance Phone: _________________________

Employer: _____________________________________________________________________________

If you have NO insurance, check here: ▢

PLEASE COMPLETE NEXT PAGE



If someone other than the patient is responsible for payment, complete the following:

Name: _________________________________________________________ SSN: __________________

Relation: ____________________________________________ Phone: ____________________________

Address: ______________________________________ City: _____________ State: _____ Zip: ________



NHD
NEWPORT HILLS DENTAL

5611 119th Ave SE #2,
Bellevue, WA 98006

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGMENT

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPAA”), I have certain
rights to privacy regarding my protected health information. I understand that this information can and will be
used to:

● Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers
who may be involved in that treatment directly and indirectly.

● Obtain payment from third-party payers.
● Conduct normal healthcare operations such as quality assessment and physician certifications

I have received, read and understand your Notice of Privacy Practices containing a more complete description
of the uses and disclosures of my health information. I understand that this organization has the right to
change its Notice of Privacy Practices from time to time and that I may contact this organization at any time at
the address above to obtain a current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is used or disclosed to
carry out treatment, payment or health care operations. I also understand you are not required to agree to my
requested restrictions, but if you do agree then you are bound to abide by such restrictions.

Patient Name:  ________________________________________________ Date: ____________________

Relationship to Patient:  _________________________________________________________________

Signature: _____________________________________________________________________________

OFFICE USE ONLY

I attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy Practices
Acknowledgement, but was unable to do so as documented below:

Date: _________________ Initials: __________ Reason: ______________________________________



NHD
NEWPORT HILLS DENTAL

5611 119th Ave SE #2,
Bellevue, WA 98006

TRUTH-IN-LENDING STATEMENT

As a condition of your treatment by this office, financial arrangements must be made in advance. The practice
depends upon reimbursement from patients for the costs incurred in their care. Financial responsibility on the
part of each patient must be determined before treatment.

All emergency dental services and any dental services performed without previous financial arrangements
must be paid for in cash at the time services are rendered.

Patients who carry dental insurance understand that all dental services are charged directly to the patient and
that he or she is personally responsible for payment of all dental services. This office will help prepare the
patient’s insurance forms and assist in making collections from insurance companies, and will credit any
collections from insurance to the patient’s account. This dental office cannot render services on the assumption
that the resulting charges will be covered by insurance.

A service charge of 1.5% per month (18% per annum) on the unpaid balance will be charged on all accounts
with a balance exceeding 60 days, unless previously written financial arrangements are agreed upon.

I understand that the fee estimates for dental care can only be extended for a period of six months from the
date of consultation.

In consideration for the professional services rendered to me by this practice, I agree to pay the charges for the
services at the time of treatment, or within five (5) days of billing if credit is extended. I further agree that the
charges for services shall be as billed unless objected to, by me, in writing, within the time payment is due. I
further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver of any
further term or condition and I further agree to pay all costs and reasonable attorney fees if suit be instituted
hereunder.

I grant my permission to you or your assignee, to telephone me to discuss matters related to this form.

▢ I have read the above conditions of treatment and payment and agree to their content.

Signature of guarantor of payment/responsible party:

Signature: _______________________________________________ Date: _______________________

Relationship to Patient: _________________________________________________________________
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MEDICAL HISTORY
Patient Name  Nickname  Age  
Name of Physician/and their specialty  
Most recent physical examination  Purpose  
What is your estimate of your general health? Excellent Good Fair Poor

DO YOU HAVE or HAVE YOU EVER HAD: YES NO YES NO
1. hospitalization for illness or injury 
2. an allergic or bad reaction to any of the following:

aspirin, ibuprofen, acetaminophen, codeine
penicillin
erythromycin
tetracycline
sulfa
local anesthetic
fluoride
chlorhexidine (CHX)
Iodine
metals (nickel, gold, silver,   )
latex  
nuts  
fruit  
milk
red dye
other  

3. heart problems, or cardiac stent within the last six months  
4. history of infective endocarditis  
5. artificial heart valve, repaired heart defect (PFO)  
6. pacemaker or implantable defibrillator  
7. orthopedic or soft tissue implant (e.g joint replacement, breast implant)  
8. heart murmur, rheumatic or scarlet fever  
9. high or low blood pressure  
10. a stroke (taking blood thinners)  
11. anemia or other blood disorder  
12. prolonged bleeding due to a slight cut (or INR > 3.5)  
13.  pneumonia, emphysema, shortness of breath, sarcoidosis  
14. chronic ear infections, tuberculosis, measles, chicken pox  
15.  breathing problems (e.g. asthma, stuffy nose, sinus congestion)  
16. sleep problems (e.g. sleep apnea, snoring, insomnia, restless sleep, bedwetting)  
17. kidney disease  
18. liver disease or jaundice  
19. vertigo (e.g. ”the room is spinning”)  
20.  thyroid, parathyroid disease, or calcium deficiency  
21.  hormone deficiency or imbalance (e.g. poly cystic ovarian syndrome) 
22.  high cholesterol or taking statin drugs  
23. diabetes (HbA1c =   )  
24.  stomach or duodenal ulcer  
25.  digestive or eating disorders (e.g. celiac disease, gastric reflux, bulimia, 

anorexia)  

26.  osteoporosis/osteopenia or ever taken anti-resorptive 
medications  (e.g. bisphosphonates)  

27. arthritis or gout  
28.  autoimmune disease   

(e.g. rheumatoid arthritis, lupus, scleroderma)  
29. glaucoma  
30. contact lenses  
31. head or neck injuries  
32. epilepsy, convulsions (seizures)  
33. neurologic disorders (e.g. Alzheimer’s disease, dementia, prion disease)  
34. viral infections and cold sores  
35. any lumps or swelling in the mouth  
36. hives, skin rash, hay fever  
37. STI/STD/HPV  
38. hepatitis (type   )  
39. HIV/AIDS  
40. tumor, abnormal growth  
41. radiation therapy  
42. chemotherapy, immunosuppressive medication  
43. emotional difficulties  
44. psychiatric treatment or antidepressant medication  
45. concentration problems or ADD/ADHD  
46. alcohol/recreational drug use  

ARE YOU:
47. presently being treated for any other illness  
48.  aware of a change in your health in the last 24 hours  

(e.g., fever, chills, new cough, or diarrhea)  
49. taking medication for weight management  
50. taking dietary supplements, vitamins, and/or probiotics    
51. often exhausted or fatigued  
52. experiencing frequent headaches or chronic pain  
53.  a smoker, smoked previously or other (e.g. smokeless tobacco,  

vaping, e-cigarettes, and cannabis)   
54. considered a touchy/sensitive person  
55. often unhappy or depressed  
56. taking birth control pills  
57. currently pregnant  
58. diagnosed with a prostate disorder  

Describe any current medical treatment, impending surgery, genetic/development delay, or other treatment that may possibly affect your 
dental treatment. (i.e. Botox, Collagen Injections)  

List all medications, supplements, vitamins, and/or probiotics taken within the last two years.
Drug Purpose Drug Purpose

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY OR ANY MEDICATIONS YOU MAY BE TAKING.

Patient’s Signature  

Doctor’s Signature  

Date  

Date  

ASA  (1-6)
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