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STATEMENT OF PRIVACY PRACTICES

We, at Radiant Smiles Family Dentistry, are 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 important to us. 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  Personal 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 Washington. This includes issues relating to your treatment, payment, and our 
dental care operations. Your PHI will never be given to anyone even family members without your consent. You, of 
course, may give written authorization for us to disclose your information to anyone you choose, for any purpose.

Our office and electronic systems are secure from unauthorized access and our employees are trained to make 
certain that the confidentiality of your records is always protected. Our privacy policy and practices apply to all 
former, current and future patients, so you can be confident that your PHI will never be improperly disclosed or 
released.

Collecting Protected Health Information
We will only request personal information needed to  provide our standard of quality dental care, implement payment 
activities, conduct normal dental practice operations, and comply with the law. This may include your name, address, 
telephone 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.

Please list below anyone that you would like to give us permission to release your dental information to and their 
relation to you. Without this consent we will not release your private dental information regardless of their relation 
to you.

Patient Name
Last	 First	 MI	 Preferred Name

Response Date:

12845 NE 85th St.
Kirkland, WA  98033

Phone: 425-828-9721
Fax: 425-828-9730

info@radiantfamilydental.com



REGISTRATION

X

PATIENT INFORMATION (CONFIDENTIAL)

NAME __________________________________________________________________	DATE�________________________
	 FIRST	 MI	 LAST

ADDRESS ________________________________________	 CITY ___________________	STATE _______	 ZIP�___________

E-MAIL _______________________ CELL PHONE _______________________ HOME PHONE�_______________________

SSN _______________________BIRTHDATE __________________________

CHECK APPROPRIATE BOX:         MINOR         SINGLE         MARRIED          DIVORCED         WIDOWED         SEPARATED

IF COLLEGE STUDENT, F.T. / P.T., NAME OF SCHOOL _____________________________	CITY___________ STATE�_______

PATIENT’S OR PARENT’S/GUARDIAN’S EMPLOYER ________________________________	WORK PHONE�_______________

BUSINESS ADDRESS ________________________________	CITY___________________	STATE _______	 ZIP�___________

SPOUSE OR PARENT’S/GUARDIAN’S NAME ______________	EMPLOYER _____________	WORK PHONE�_______________

WHOM MAY WE THANK FOR REFERRING YOU?� _____________________________________________________________

PERSON TO CONTACT IN CASE OF AN EMERGENCY _____________________________	PHONE�_____________________

RESPONSIBLE PARTY
IF SAME AS ABOVE, WRITE “SAME”
					     RELATIONSHIP
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT __________________________	TO PATIENT�___________________

ADDRESS ____________________________________________________CELL/HOME PHONE�_______________________

DRIVER’S LICENSE # ___________________	BIRTHDATE _________________	 SSN�________________________________

EMPLOYER ______________________________________________________	 WORK PHONE�_______________________

IS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE?	 YES		  NO

INSURANCE INFORMATION
						      RELATIONSHIP
NAME OF INSURED ______________________________________________________	 TO PATIENT�___________________

BIRTHDATE _____________________________________ SSN � ________________________________________________

NAME OF EMPLOYER ______________________	UNION OR LOCAL #_____________	 WORK PHONE� ________________

EMPLOYER ADDRESS ________________________________	CITY________________	 STATE ________	 ZIP�___________

INSURANCE CO. ___________________	 TEL. # _____________	GRP # ___________	 POLICY / I.D. #�________________

INS. CO. ADDRESS __________________________________	CITY________________	 STATE ________	 ZIP�___________

						      RELATIONSHIP
NAME OF INSURED ______________________________________________________	 TO PATIENT�___________________

BIRTHDATE _____________________________________ SSN � ________________________________________________

NAME OF EMPLOYER ______________________	UNION OR LOCAL #_____________	 WORK PHONE� ________________

EMPLOYER ADDRESS ________________________________	CITY________________	 STATE ________	 ZIP�___________

INSURANCE CO. ___________________	 TEL. # _____________	GRP # ___________	 POLICY / I.D. #�________________

INS. CO. ADDRESS __________________________________	CITY________________	 STATE ________	 ZIP�___________

DO YOU HAVE ANY ADDITIONAL INSURANCE?	 YES	 NO	 IF YES, COMPLETE THE FOLLOWING:

SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR

REGISTRATION
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