PETE K. NATHE, D.D.S.

RESTORATIVE, TMJ AND SLEEFP DENTISTRY

Welcome to Yakima Smiles!

We are fonored that you have selected Yakima Smiles as yaur dental fome and will de enenything
possilile to be uanthy of the trust yau have placed in us.

We are committed to providing you with the highest quality dental caxe in the mast gentle, efficient

and enthusiastic manner possible. We pride curseluves in oun hundreds of five stan reviewss! Our
primany geal is the vetention of youn healthy, natural teeth. We offer dentistry for Rids of all
ages, sleep apnea treatment, sedatinn dentistuy, 6 Month Smiles Onthadantics and Face Focused
Onthodentic Intewerdion. We hawe avenhead TVs, nitvaus axide, wann blankets and the fricndliest
team in Yakima (and beyond!).

During. yaun finst visit, a camprefensive exam will be completed and Dv. Pete Nathe will provide
you with treatment necommendatians and options. Jfherne are many levels of dental health and we
nespect your night to. choose what is teot for you. We affer in house flexibile financing to make

We appreciate the value of your time, and except for emerngency situations, you can expect us ta be
on time for you. We appreciate the same countesy. We expect at least 48 haurns aduance netice for
appeintment cancellations to allow ws to fill the epening in cun schedule with ancther patient.

Please fill out the new patient founs and subimit ox print and bring with you to yowr appointment.
Utennately, aovive 15 minutes eady to fill eut fovms at our office.

Please call eur office with any questions ox visit cur website at wuw.yakimasmiles .com.

We are excited to meet you and are ready to assist you in achieving youn dental frealth goals.

Du. Pete Nathe and the team at Yakima Smiles

1172 NORTH S0TH AVENUE ¢ YAKIMA, WA 98908

TELLEPHONE: (509) 965-7909 ¢ Fax: (509) 965-3079
MEMBER OF THE AMERICAN ACADEMY MEMBER OF DENTAL ORGRANIZATION

OF COSMETIC DENTISTRY WWW.YAKIMASMILES.COM FOR CONSCOIOUS SEDATION
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Acknowledgment of Receipt of Statement of Privacy Practices

I acknowledge that I received a copy of the statement of privacy practices for the offices of Yakima Smiles.
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 operation. The statement of privacy practices also describes my rights and the responsibilities and
duties of this office with respect to my health information. The statement of privacy practices is also posted
in the facility.

Yakima Smiles reserves the right to change the privacy practices that are described in a 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. 1 may 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 herby specifically
authorize disclosure of my protected healthcare information to the persons indicated below:

Any of my immediate family

Spouse only
Other (please specify)
Name of patient or personal representative Signature of patient or personal representative
Date Description of personal representative’s authority
Office use below this line
Record of Acknowledgement not obtained
Provided prior to treatment? Yes No

Date provided:

Reason for denial: Needed more time to review statement of privacy practices
Wanted to consult with another person before signing
Unable to sign
Reason not given



	City State Zip: 
	Email: 
	Primary Dental Guarantor: 
	Home Phone_2: 
	Work Phone_2: 
	Cell Phone_2: 
	Secondary Dental Guarantor: 
	Home Phone_3: 
	Work Phone_3: 
	Cell Phone_3: 
	Physician Name: 
	Physician Phone: 
	Pharmacy: 
	Pharmacy Phone: 
	Medications: 
	If yes please describe below: 
	Notes: 
	Date: 
	Ph Home: 
	Work: 
	Cell: 
	Relation to Patient: 
	Birthdate: 
	Soc Sec: 
	Address if different than patient: 
	Home Phone_4: 
	Zip: 
	undefined_5: 
	State: 
	undefined_6: 
	Cell_2: 
	Email_2: 
	Relation to Patient_2: 
	Birthdate_2: 
	Soc Sec_2: 
	I I 1 t: 
	Insurance Co: 
	Group: 
	I 1_2: 
	Relation to Patient_3: 
	Birthdate_3: 
	Soc Sec_3: 
	Employed by: 
	Insurance Co_2: 
	Group_2: 
	Name: 
	Home Phone_5: 
	Name_2: 
	Home Phone_6: 
	Responsible Party: 
	Date_2: 
	Date_3: 
	Description of personal representatives authority: 
	Patients Name: 
	Address: 
	Todays Date: 
	Date of Last Visit Date of Med History: 
	Date of Med history: 
	home phone: 
	work phone: 
	Cell Phone: 
	Birth Date: 
	Social Security No: 
	Marital Status: 
	weeks: 
	Other Allergies: 
	Sig1: 
	Text11: 
	roup14: Off
	roup15: Off
	roup16: Off
	roup17: Off
	roup18: Off
	roup19: Off
	roup20: Off
	roup21: Off
	roup22: Off
	roup23: Off
	roup24: Off
	roup25: Off
	roup26: Off
	roup27: Off
	roup28: Off
	roup29: Off
	roup30: Off
	roup31: Off
	roup32: Off
	roup33: Off
	roup34: Off
	roup35: Off
	roup36: Off
	roup37: Off
	roup38: Off
	roup39: Off
	roup40: Off
	roup41: Off
	roup42: Off
	roup43: Off
	roup44: Off
	roup45: Off
	roup46: Off
	roup47: Off
	roup48: Off
	roup49: Off
	roup50: Off
	roup51: Off
	roup52: Off
	roup53: Off
	roup54: Off
	roup55: Off
	roup56: Off
	roup57: Off
	roup58: Off
	roup59: Off
	roup60: Off
	roup61: Off
	roup62: Off
	roup63: Off
	roup64: Off
	roup65: Off
	roup66: Off
	roup67: Off
	sex: 
	roup68: Off
	roup69: Off
	roup70: Off
	roup71: Off
	roup72: Off
	roup73: Off
	roup74: Off
	roup75: Off
	roup76: Off
	bpforms_first_name: 
	bpforms_last_name: 
	Person Responsible for Account: 
	Text12: 
	Text13: 
	Text13init: 
	Text12first: 
	sublast: 
	roup77: Off
	height: 
	weight: 
	Check Box17: Off
	Check Box19: Off
	Check Box20: Off
	Name of patient or personal representative: 
	Signature of patient or personal representative: 


