Trevor Tsuchikawa 300 Pelly AVE N
DDS PLLC Renton, WA 98057

PH: (206)772-0163
Fax: (425)291-7450

Patient Information

Name Birth Date Sex
Soc. Sec. # Home Ph Cell Ph

Address City State Zip
Email Driver License #

Preferred Method of Confirmation (Circle One): 0 Text O Call QO Email

How did you hear about our office? (Check All That Apply) 0 Google (1 Website
Q Friend QPatient

Person to Contact in Case of Emergency

Phone #

Insurance Information

Name of Insured Relationship to Patient
Birthdate Social Security #

Insurance Company Group #

Policy/ID # Ins. Co. Address

City State Zip

*If you have a secondary dental insurance please let us know.

Responsible Party

Name of Person Responsible for this Account

Relationship to Patient Contact #
Birth Date SSN #




Patient Medical History

Patient Name

Are you under a Physician’s care now?

Have you ever been hospitalized or had a major operation?
Have you ever had a serious head or neck injury?

Are you taking any medications, pills or drugs?

Do you take, or have you taken, Fosamax or Bisphosphonate?
Are you on a special diet?

Do you use tobacco?

Do you use controlled substances?

Women: Are you

Pregnant or trying to get pregnant?

Nursing?

Taking oral contraception?

Are you allergic to any of the following?

Birth Date
Yes No
0O O
O O
O O
O O
O 0O
O O
Q 4
O O
0 o
0o o
0O O

OAspirin  OPenicillin  0Codeine OAcrylic OMetal OLatex OLocal Anesthetics 0Other

If Yes, please explain:

Do you have, or have you had, any of the following? (Check all that applies)

OAIDS/HIV OEpilepsy or Seizures
OAlzheimer's Disease OExcessive Bleeding
OAnaphylaxis OExcessive Thirst
OAnemia OFainting Spells/Dizziness
OAngina OFrequent Cough
OArthritis/Gout OFrequent Diarrhea
OAtrtificial Heart Valve OFrequent Headaches
OAtrtificial Joint OGenital Herpes
OAsthma 0OGlaucoma

OBlood Disease OHay Fever

OBlood Transfusion OHeart Attack/Failure
OBreathing Problems OHeart Murmur
OBruise Easily OHeart Pacemaker
OCancer OHeart Trouble/Disease
0Chemotherapy OHemophilia

OChest Pains OHepatitis A

0Cold Sores/Fever Blisters OHepatitis B or C
OCongenital Heart Disorder OHerpes
OConvulsions OHigh Blood Pressure
OCortisone Medicine ’ OHives or Rash
ODiabetes OHypoglycemia
0Drug Addiction Olrregular Heartbeat
OEasily Winded OKidney Problems
OEmphysema OLeukemia

OOther:

OLiver Disease

OLow Blood Pressure
OLung Disease Mitral Valve
OProlapse Pain in Jaw Joints
OParathyroid Disease
OPsychiatric Care Radiation
OTreatments Recent Weight
OLoss Renal Dialysis
ORheumatic Fever
ORheumatism

OScarlet Fever

OShingles

OSickle Cell Disease
0Sinus Trouble

OSpina Bifida
OStomach/Intestine Disease
OStroke

0OSwelling of Limbs
OThyroid Disease
OTonsillitis

OTuberculosis

OTumors or Growths Ulcers
OVenereal Disease

OYellow Jaundice

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect

information can be dangerous to my (or my patient’s) health. It is my responsibility to inform the dental office of any changes in
medical status.

Name Date




ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

-

Notice to Pat;ént: 4

We are requifred 0 provide you with a copy of our ‘Notice of Privacy Pi‘actinm’, whidp states
how we may use gnd/or disclose your health information. Please sign this form to ‘
receipt of the: notice. You may refuse to sign this ackr_nowledgement, if you wish. !

_
|

i o

1 acknowledgé th!at | have received a copy of this office’s ‘Notice of Privacy Practices’.

L %
i

Please print your name here "~

Signature

Date | ’

FOR OFFICE USE ONLY

We have marf,ea every effort to obtain written acknowledgement of receipt of our[

‘Notice of Privacy’ from this patient but it could not be obtained because: |
| c ;

The patient refused to sign. |
Due tp an emergency situation it was not possible to obtain acknowledgerment. '
We weren't able to communicate with the patient. |
Other (Please provide specific details)

Employee signature '  Date

mleAA Acknowledgement of Receipt of the Notice of Privacy Practices
Jorm does not constitute legal advice and covers only federal, not state, law.




NOTICE OF PRIVACY PRACTICES 7

THIS NOTICE DESCRIBES HOW HEAL TH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.

State and Federal laws require us to maintain the privacy of your health information and to inform you about our privacy
practices by providing you with this Notice. We must follow the privacy practices as described below. This Notice will take
effect on April 14, 2003 and will remain in effect until it is amended or replaced by us.

itis our right to change our privacy practices provided law permits the changes. Before we make a significant change, this
Notice will be amended to reflect the changes and we will make the new Notice available upon request. We reserve the right to
make any changes in our privacy practices and the new terms of our Notice effective for all health information maintained,
created and/or received by us before the date changes were made.

You may request a copy of our Privacy Notice at any time by contacting our Privacy Officer,

L guvy information on
contacting us can be found at the end of this Notice.

TYPICAL USES AND DISCLOSURES OF HEALTH INFORMATION
M
Ve will keep your health information confidential, using it only for the foliowing purposes:

Treatment: We may use your health information to provide you with our professional services. We have established *
necessary or need to know” standards that limit various staff members’ access to your health information according to their
orimary job functions. Everyone on our staff is required to sign a confidentiality statement.

Disclosure: We may disciose and/or share your #ealthcare information with other health care professionals who provide
freatment and/or service to you. These professicniils will have a privacy and confidentiality policy like this one. Health
information about you may also be disclosed to your family, friends and/or other persons you choose to involve in your care,
only if you agree that we may do so.

invoives our business office staff and may include insurance organizations or other businesses that may become invoived in the
process of mailing statements and/or coilecting unpaid balances.

Emergencies: We may use or disclose your health information to notify, or assist in the notification of a family member or
aryone responsibie for your care, in case of any emergency involving your care, your location, your general condition or death.
if at all possible we wili provide you with an opportunity to object to this use or disclosure. Under emergency conditions or if you
are incapacitated we will use our professional judgment to disclose only that information directly relevant to your care. We wiil
also use our professional judgment to make reasonable inferences of your best interest by allowing someone to pick up filled
prescriptions, x-rays or other similar forms.of health information and/or supplies unless you have advised us otherwise.

Healthcare Operations: We will use and disclose your health information to keep our practice Operable. Examples of

personnel who may have access to this information include, but are not limited to, our medical records staff, outside heaith or
management reviewers and individuals performing similar activities.

Required by Law: We may use or disclose your health information when we are required to do so by law: (Court or
administrative orders, subpoena, discovery request or other lawful process.) We will use and disclose your information when
requested by national security, inteiligence and other State and Federal officials and/or if Yyou are an inmate or otherwise under

Abuse or Neglect: We may disclose your heaith information to appropriate authorities if we reasonably believe that you are a
oossible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. This information will be disciosed
vfily 10 the extent necessary to prevent a serious threat to your health or safety or that of others.

Puplic Health Responsibilities: We will disclose wwur health care information to report problems with products reactions to
medications, product recalls, disease/infection expe..ure and to prevent and control disease, injury and/or disability.

National Security: The health information of Armed Forces personnel may be disclosed to military authorities under certain

circumstances. !f the information is required for lawful intelligence, counterintelligence or other national security activities, we
may disclose it o authorized federal officiais.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders,
including, but not limited to, voicemail messages, postcards or fetters.

HIPAA Notice of Privacy Practices ‘ ]

This form does not constituie legal advice and covers only federal, not state, faw.




