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Patient Intake Form 
 
Welcome to our office. To assist us in serving you please complete the following forms. If you have any 
questions, don’t hesitate to ask. 
 
 
Patient Name      DOB   SSN 
 
 
Email Address 
 
 
Mailing Address    City   State   Zip 
 
 
Previous Address (If less than 3 years) City   State   Zip 
 
 
Home Phone      Cell Number 
 
 
Employer    Occupation   No. Years Employed 
 
 
Emergency Contact (Name and Phone Number) 
 
 
Primary Insured’s Name    DOB   SSN 
 
 
Insurance Company     Group Name/Number 
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Secondary Insured’s Name    DOB   SSN 
 
 
Insurance Company     Group Name/Number 
 
 
How did you become aware of Dr. Gillespie? 
 
 
Any additional information you would like to share? 
 
 
 
I authorize Life Long Dental to take x-rays, models, photos, or other aides to perform necessary treatment, 
medication, or therapy. 
 
I understand the use of anesthetic agents embodies certain risks. (Please ask Dr. Gillespie to explain this 
before treatment if you have questions.) 
 
I understand that I am responsible for all fees regardless of whether insurance is involved or not. A credit 
report may need to be obtained prior to any financial agreement. 
 
I authorize the release of any information pertaining to my insurance claims as well as payment of the dental 
benefits of this office. 
 
 
Patient Printed Name 
 
 
Parent or Legal Guardian Printed Name (If patient is under 18 years old)  
 
 
Patient, Parent or Legal Guardian Signature      Date 
 
 



Name______________________________ Nickname_____________________________  Age_________

        Fair         Poor

        3 mo.          

WHAT IS YOUR IMMEDIATE CONCERN? _____________________________________________________________________________

 __________________________________

 ___________________________________________________________________

 _________________________________________________________

 __________________________________________

 ______________________________________________

 ________________________________________________

 

 _____________________________________________________

 _____________________________

_____________________________________________________ 

 _______________________________________________________________________

 _____________

 ________________________________

 ___________________________________________________________________

 _________________________

 ______________________________________

 ______________________________________________________ 

 __________________________________________

 _______________________________________________________________

 _________________________________ 

 ____________________________________ 

 ______________ 

 ____________________________________________

 _____________________________________________________ 

 __________________________________________________________

 __________________________________

 _____________________________________

 __________________________________________________________ 

 _________________  

 ________________________________________________________________

 ________________________________________

 ____________________________________________________________________

 ________________________________________

 ______________________________________________

 ________________________________________________________________________________Date ________________________

 ________________________________________________________________________________Date  _______________________

GUM AND BONE

BITE AND JAW JOINT

SMILE CHARACTERISTICS

www.koiscenter.com v.14.1

DENTAL HISTORY

PERSONAL HISTORY

TOOTH STRUCTURE

PLEASE ANSWER YES OR NO TO THE FOLLOWING:                     YES   NO



 

________________________________________________________________________________________________________________

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

 ______________________________________________________________________ Date _____________________

 ______________________________________________________________________ Date  _____________________

MEDICAL HISTORY
 ________________________________________________  ____________________  Age ________

 _____________________________________________________________________

 ________________________________  _________________________________

DO YOU HAVE or HAVE YOU EVER HAD:              YES   NO
 ______________________

  

  penicillin

  

  tetracycline

  

  

  

  

  

   _____________________________________

 __

 _______________________

 __________

 _________________

 _________________

 ____________________________

 ___________________________

 _______________________

 _______________________

 _________

 ____________

 _____________________

 __________________________________________

 

 ____________________________________

 ______________________________________

 _________________________________________

 ________

 ________________________________

 __________________

 __________________________

 __________________________

 _______

 __

 _______________________________________

 ____________________________

 _____________________________________

 __________________________________

 _____________________________

 _____________________

 _______

 ______________________

 __________________

 __________________________

 _________________________________

 ______________________________

 _____________________________________

 __________________________

 ________________________________

 _______

 _____________________________

_____________________________

 ________________________

 _____________________

ARE YOU:
 ___________

 

 ______________

 ________________________  

 _______________________

 ___________________

 _

 _______________

 _______________________

 ___________________

 ______________________________

 _________________________

YES   NO

www.koiscenter.com

           

ASA (1-6)
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Cancellation/No Show Policy 
 
Appointment times are very important to our patients. When a patient fails to keep their appointment, this 
time goes unused. Even on a short notice, another patient could have made use of the appointment time. By 
implementing a "No Show" fee, it is our goal to maintain an effective and predictable schedule for the benefit 
of the patients and the practice. 
 
If you fail to show for an appointment and/or do not give us a 48 hour notice prior, then a $50.00 fee will be 
charged to your account. These charges will not be billed to your insurance provider. 
 
Please notify us as soon as possible if you cannot make your scheduled appointment, so we can offer it to 
another patient. Your consideration is appreciated, in hopes that the sooner you call us the greater our chance 
is of providing our services to another patient in need. 
 
 
 
Patient Printed Name 
 
 
Parent or Legal Guardian Printed Name (If patient is under 18 years old)  
 
 
Patient, Parent or Legal Guardian Signature      Date 
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Acknowledgement of Receipt of Statement of Privacy Practices 
 
I acknowledge that I have received a copy of the Statement of Privacy Practices for the offices of Life Long 
Dental Health. The Statement of Privacy Practices describes the types of uses and disclosures 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. 
 
Life Long Dental Health reserves the right to change the privacy practices that are 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 revisions become effective. I may also obtain a revised 
Statement of Privacy Practices 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 person indicated below. 
 

ANY MEMBER OF MY IMMEDIATE FAMILY  YES  NO 
SPOUSE ONLY  YES  NO 
OTHER (PLEASE SPECIFY)  YES  NO 

 
 
Name of Patient or Legal Guardian    Patient or Legal Guardian Signature 
 
 
Date        Description of Legal Guardian 
 

OFFICE USE ONLY BELOW THIS LINE 
 

Record of Acknowledgement not obtained 
Provided Prior to Treatment?  YES  NO 
Date Provided:     
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Reason for Denial:  Need more time to review Statement of Privacy Practices 
  Wanting to consult with another person before signing 
  Unable to sign 
  Reason not given 
  Other (explain) 

 
Statement of Privacy Practices (HIPAA) 
Our office is dedicated to protecting the privacy rights of our patients and the confidential information 
entrusted to us. The commitment of each employee to ensure that your health information is never 
compromised is a principal concept of our practice. We may, from time to time, amend our privacy policies 
and practices but will always inform you of any changes that might affect your rights. 
 

Protecting Your Person Healthcare Information 
We use and disclose the information we collect from you only as allowed by the Health Insurance Portability 
and Accountability Act and the state of WA This includes issues relating to your treatment, payment, and our 
health care operations. Your personal health information will never be otherwise given to anyone - even 
family members - without your written consent. You may give written authorization for us to disclose your 
information to anyone you choose. 
 

Collecting Protected Health Information (PHI) 
We will only request personal information needed to provide our standard of quality health care, implement 
payment activities, conduct normal health practice operations, and comply with the law. This may include 
your name, address, phone numbers, SSN, employment data, medical history, health records, etc. While most 
of the information will be collected from you, we may obtain information from third parties if it is deemed 
necessary. Regardless of the source, your personal information will always be protected to the full extent of 
the law. 
 

Disclosure of your Protected Health Information 
As stated above, we may disclose information as required by law. We are obligated to provide information for 
law enforcement and governmental officials under certain circumstances. We will not use your information for 
marketing purposes without your written consent. We may use and/or disclose your health information to 
communicate reminders about your appointments, including voicemail messages and post cards. 
 

Any breach in the protection of your personal health information, including unauthorized acquisition, access, 
use, or disclosure, will be fully investigated, addressed and mitigated as established by the HIPAA Privacy Rule. 
You have a right to and will be provided all information relating to any breach involving your PHI. 
 

Your Rights as our Patient 
You have a right to request copies of your healthcare information; to request copies in a variety of formats; 
and to request a list of instances in which we, or our business associates, have disclosed your protected 
information for uses other that stated above. All such requests must be in writing. We may charge for your 
copies in an amount allowed by law. If you believe your rights have been violated, we urge you to notify us 
immediately. You can also notify the U.S. Dept of Health and Human Services. Please ask if you have any 
questions about your privacy rights or the protection of your health information. 
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Office Financial Agreement 
 
The following policies have been prepared to help you understand the financial portion of your dental 
treatment. It is provided to help eliminate confusion and misunderstandings regarding necessary payment. 
 

1. An estimate of fees and services for any treatment will be provided prior to treatment. 
2. You are responsible for all charges. As a courtesy, we are currently filling out and submitting all 

necessary information and insurance forms. We estimate as closely as possible your cost share of 
treatment rendered. Your portion is due at the time of service unless arrangements have been made 
ahead of time. 

3. Please ask if you have any questions regarding your treatment or charges. 
 
We will be glad to answer any of your questions 
 
I have read and accept the finical policies as explained above. 
 
 
 
Patient Printed Name 
 
 
Parent or Legal Guardian Printed Name (If patient is under 18 years old)  
 
 
Patient, Parent or Legal Guardian Signature      Date 
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Release of Dental Records 
 
 
Patient Printed Name 
 
 
Life Long Dental Health is authorized to provide any insurance company(s), claim administrator(s) or other 
healthcare professional’s information regarding health care advice, treatment or diagnostic supplies. This 
information will be used for purpose of evaluation and administering claims or treatment for ongoing clinical 
services.  
 
__________________________________________________________________________________________ 
Please Send Records To 
 
__________________________________________________________________________________________ 
Phone Number         Email 
 
This authorization is valid for two years. 
 
I know I have right to receive a copy of this authorization upon request and agree that the photographic copy 
of this authorization is as valid as the original. 
 
 
 
Parent or Legal Guardian Printed Name (If patient is under 18 years old)  
 
 
Patient, Parent or Legal Guardian Signature      Date 


