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www.ostensondental.com  

  

Patient Information 

Please take a moment to enter or update your information to help us ensure the quality of your care is excellent. 

Chart #. 

FOR OFFICE USE ONLY 

Patient Name: 
[ 	I 

Last 

Gender: Male Female 

First 

Family Status: 

MI 	 Preferred Name 

Married 	Single 	Child Other Title: 
Mr/Ms/Mrs/etc 

Birth Date: SS #. Prey. Visit: 

Email Address: Best time to call: 

                 

                 

 

Home 

 

Work 	 Ext 

  

Mobile 

   

Fax 

   

Other 

 

                 

                 

                 

                 

                 

Date of last Dental visit 

City State Zip Code 

1 

    

Previous Dental Office (Name, Address and Phone #) 

Name of person, office, or other source referring you to our practice: 
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Phone: 

Address: 



L. Ostenson DDS PS Ga 

Last 

Male Gender: 

First MI 	Preferred Name 

SS #. Driver's License #: 

Home Work Ext Mobile Fax Other 

Mr/Ms/Mrs/etc 

Birth Date: 

Email Address: 

Phone: 

Best time to call: 

Address: 

The following is for: 

Name: 

Title: 

the person responsible for payment 	neither-not applicable 

Female 	Family Status: 	Married 	Single 	Child 	Other 

the patients spouse 

Phone: 

the patient The following is for: 

Employer Name: 

Address: 

the person responsible for payment 

217 S. Morrison Road 

Vancouver WA 98664-1436 

(360)693-3112 

gostenson@comcast.net  

www.ostensondental.com  

Spouse or Responsible Party Information 

City 
	

State 
	

Zip Code 

Employment Information 

City 
	

State 
	

Zip Code 
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Primary Dental Insurance: 

Name of Insured: 
Last 

Insured's Birth Date: 

Insured's Address: 

ID #. 

First 

City 

Insured's Employer Name: 

State Zip Code 

Employer Address: 

MI 

Group #. 

217 S. Morrison Road 

Vancouver WA 98664-1436 

(360)693-3112 

gostenson@comcast.net  

www.ostensondental.com  

Gary L. Ostenson DDS PS 

Primary Insurance Information 

City 
	

State 
	

Zip Code 

Patient's relationship to insured: 	Self 	Spouse 	Child 	Other 

Insurance Plan Name: 

Insurance Address: 

City 
	

State 	 Zip Code 

Page 3 of 5 



Last First 

ID #. 

MI 

Group #. Insured's Birth Date: 

Insured's Address: 

City 

Insured's Employer Name: 

State Zip Code 

Employer Address: 

217 S. Morrison Road 

Vancouver WA 98664-1436 

(360)693-3112 

gostenson@comcast.net  

  

 

Gary L. Ostenson DDS PS 

  

www.ostensondental.com  

  

Secondary Insurance Information 

Secondary Dental Insurance: 

Name of Insured: 

 

 

      

City 
	

State 
	

Zip Code 

Patient's relationship to insured: 	Self 	,) Spouse 	Child 	Other 

Insurance Plan Name: 

Insurance Address: L 

L  
City 
	

State 
	

Zip Code 
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Gary L. Ostenson DOS PS 

Date: 

217 S. Morrison Road 

Vancouver WA 98664-1436 

(360)693-3112 

gostenson@comcast.net  

www.ostensondental.corn 

Consent for Services 

We are committed to providing you with the best possible care. Our fees reflect our professional commitment to excellence. If you have insurance, we 
are happy to help you receive your maximum allowable benefits. In order to achieve these goals we need your assistance and your understanding of 

our payment policy. For the convenience of our patients we offer the following methods of payment and fees: 

• You will need to provide our office with your social security number and dental insurance card (if applicable) unless your total charge is paid in 

cash at time of service. Treatment may be postponed if the above are not furnished by the patient. 

• All accounts are due and payable (including your percentage of the insurance coverage) at time of your visit. • 	Alternate financing (payment 

plans) must be arranged before treatment is rendered. 

• For insurance patients, we will accept payment directly from the insurance company only for that percentage the company will cover and do 

require that the deductible and non-covered fees be paid at each visit. 

NSF checks will be charged $40.00 or value of check if less than $40.00. 

• After a one time warning there will be a flat fee of $25.00 for any appointments not canceled 24 hours prior to appointment. Our time must be used 

as efficiently as possible to keep our expenses at a minimum and our fees within reasonable limits. 

Insurance is gladly billed as a courtesy to our patients, when you provide us with current information. 

We cannot accept responsibility for collecting insurance claims after 90 days. You are responsible for the payment of your account. 

Your insurance benefit is a contract between you, your employer, and the insurance company. We are not a party to the contract. This office files 

your insurance claim as a courtesy to you. 

• You (not the insurance company) are responsible to us for all fees for services rendered to you. 

We will gladly discuss your proposed treatment and answer any questions you might have as to the involvement of your benefit program in 

receiving this care. We appreciate the opportunity to serve you. 

I acknowledge that I am financially responsible for all charges. If it becomes necessary to effect collections of any amount owed on this or subsequent 

visits, the undersigned agrees to pay all legal costs and expenses, including reasonable attorney fees. This will ensure that our responsible patients will 

not be penalized to cover costs incurred by those who do not pay on time. I hereby authorize the doctor to release information necessary to secure 

payment. 

I grant my permission to you or your assignee, to telephone me to discuss this statement or my treatment. 

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

Signature of patient, parent, or guardian (responsible party): 

Signature: 

Relationship to Patient: 

Response Date: 
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Date: 

Date: 

217 S. Morrison Road 

Vancouver WA 98664-1436 

(360)693-3112 

gostenson@comcast.net  

 

Gary L. Ostenson DDS PS 

 

  

www.ostensondental.coni 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

You may refuse to sign this acknowledgement but, in refusing we will not be allowed to process your insurance claims. 

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to cary 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 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 

information. A copy of our Notice is available at your request in our office. We encourage you to request a copy and 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 which will contain the changes. Those changes may apply to any of your protected health 

information that we maintain. 

Right to Revoke: You will have the right to revoke this consent at any time by providing our office with a written notice of your revocation submitted to 

our privacy officer. Please understand that revocation of this consent will not affect affect any action we took in reliance to this consent before we 

received your revocation, and that we may decline to treat you or to continue treating you if you revoke this consent. 

Consent: I, the patient and/or the representative, have had full opportunity to read and consider the contents of this consent form and your Notice of 

Privacy Practices. I understand by signing this consent form, I am giving my consent to use and disclosure of my protected health information to carry 

out treatment, payment activities and health care operations. 

Patient or legally authorized individual signature 

Signature: 

Print Patients Name 

Signature: 

OFFICE USE ONLY 

As a privacy officer, I attempted to obtain the patient's (or representatives) signature on the Acknowledgement but did not 
because: 

It was emergency treatment 	 \) I could not communicate with the patient 

L} The patient refused to sign 	 ) Other (please describe) 

Signature of Privacy Officer 

Signature: 

 

Date: 

 

    

    

  

Response Date: 
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Patient Name: 

217 S. Morrison Road 

Vancouver WA 98664-1436 

(360)693-3112 

gostenson@comcastnet 

  

 

Gary L. Ostenson DDS PS 

  

www.ostensondental.com  

  

Patient Information 

Last 
	

First 
	

MI 
	

Preferred Name 

Please take a moment to enter or update your information to help us ensure the quality of your care is excellent. Please 
check all that apply. 

* j*Pre-Med - Amox L__'*Pre-Med - Clind 	i*Pre-Med - Erythro *Pre-Med - Keflex 

	 *Pre-Med - Other i 	i Allergy - Aspirin Li Allergy - Codeine , Allergy - Erythro 

1 	lAllergy - Hay Fever L 	Allergy - Latex 	 Allergy - Other  Allergy - Penicillin 

Li j Allergy - Sulfa im  Allergy -Clindamycin 	1 Allergy -Epinephrine 	, Allergy-Keflex 

	l Allergy-Tetracycline 	 Alzheimers 	Anemia 	 Arthritis 

Artificial Joints i___ Artificial Valves  Asthma  Blood Disease 

Blood Thinners L 	Cancer , 	Defibrillator Dementia 

Diabetes 	 Dizziness Epilepsy Excessive Bleeding 

___I  Fainting 	 Glaucoma I 	I Head Injuries  Heart Attack 

Li Heart Disease 1 	, Heart Murmur L 	Hepatitis A B C  High Blood Pressure 

...i HIV L1 Jaundice Kidney Problems Liver Disease 

L
i 	, 

j Mental Disorders 

Pacemaker 

Migraines 
i 	, 
Li Panic Attacks 

" 	I Nervous Disorders 

1Pregnancy 

Osteoporosis 

 Radiation Treatment 

Respiratory Problems 	  Rheumatic Fever Rheumatism 	 Seizures 

Sinus Problems Stomach Problems Stroke Thyroid Condition 

Tuberculosis Tumors  Ulcers  Venereal Disease 

If you have an artificial joint or valve please write what year and area. Also, please write year you were diagnosed with 
condition. 
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217 S. Morrison Road 

Vancouver WA 98664-1436 

(360)693-3112 

gostenson@comcast.net  

   

  

Gary L. Ostenson DDS PS 

   

    

www.ostensondental.com  

  

Check all that apply: 

Smoking/Tobacco Habit 
	

Jaw Problems 
	

Non-Fluoridated/Well Water 

Reaction to Dental Anesthetic 
	

Dry Mouth 

Is the tobacco use current or previous? And what year did you stop? 

Are the jaw problems current or previous? 

Do you have any health problems or allergies NOT covered in this form? Please describe. 

Please list all of your medication. Include all prescriptions and over the counter medications (herbal medicines, pain 
relievers,vitamins). NOTE BY EACH MEDICATION WHY YOU TAKE IT. 

Signature of patient, parent, or guardian (responsible party): 

Signature: 	 Date: 

Response Date: 
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