PATIENTS INFORMATION

PATIENTS DENTAL HISTORY

PATIENTS MEDICAL HISTORY

FINANCIAL ARRANGEMENTS
We would like to thank you for selecting our dental team to help you improve and maintain your dental
health. We enjoy what we do and are grateful for the opportunity to serve you.
We have adopted the following payment policy:
·
We accept cash, personal check, Visa, Master card, and debit cards.
·
Any patient (with insurance or not) that cancels his appointment with less than 48 hours will be
charged with $75.00. In case of a hygiene or perio appointment, there will be an additional charge of
$100.00 put into your account. There will be no exceptions. This charges, are not covered by any
insurance. This amount will have to be pay before we can continue with any existing dental treatment.
PLEASE NOTE: Any and all charges incurred for dental services provided are the responsibility of the
patient or guarantor of the patient, regardless of any type of third party (i.e. dental insurance). Any
account balance still owing after 60 days from date of service will be assessed a finance charge of 1.5%
monthly (18% annual) regardless of delayed, denied, or partial insurance coverage.
We will be happy to bill your dental insurance as a courtesy provided that you bring your insurance card
with you to your visit. You may also submit insurance claims yourself. We must emphasize that as dental
care providers, our relationship is with you, not your insurance company, with whom we have no legal
relationship. While the filing of insurance claims is a courtesy that we extend to our patients, all charges
are your responsibility from the date the services are rendered.
Please feel free to contact us and we will be happy to discuss any financial concerns you might have.
Dr. David Aronowitz and Staff

_______________________
Patient Signature

_______________
Date

Patients Name: _____________________
I reviewed Bellevue Specialized Dental Cares Statement of Privacy Practices, which provides information about how my health information
may be used and disclosed.

_______________________________
Patient / Guardian signature

____________________
Date

Patient Name: _____________________________

David Aronowitz, DDS, MSD Bellevue Specialized Dental Care

SPECIAL CONSENT AND RELEASE FORM FOR TREATMENT
I understand that the expected results of said treatment cannot always be guaranteed. If I desire I can discuss, to my
satisfaction the following:
1. Dr. Aronowitz performs General Dentistry, Orofacial Pain/TMD and Oral Medicine and IV Sedation. I fully understand I must
inform about my medical condition, including medication and allergies (latex, sodium bisulfate, food, etc) during the exam, and
inform if any changes happened during my dental treatment. I fully understand that any omission of information could rep‐
resent a risk during and after my treatment at BSDC. If you are pregnant, nursing or want to become pregnant please inform us.
2. I understand that adverse drug reaction could happen to anyone including a healthy patient. Local anesthetics are drugs.
3. I provided information about ASTHMA, if any: Type (allergic/non‐allergic), last asthma attack, medications, triggers, etc.,
ANEMIA of any kind and METAGLOBULINEMIA. I will report Dr. Aronowitz upon arrival if I do not feel well, or any important
reason to postpone the treatment.
4. If medical conditions are present I allow Dr. Aronowitz to have a consultation with my primary physician, order blood tests
or other exams when needed. In severe medically compromised cases I consent that Dr. Aronowitz may refer me to a hospital
or hospital dental clinic.
5. I understand that reaction to stress, local anesthetics, medical condition and medications are unique for each patient.
6. Medical emergencies in the dental office are rare but could include: Unconsciousness, respiratory distress, airway
obstruction, hyperventilation, bronchospasm, heart failure, altered consciousness, seizures, MI, CVA, drug related emergencies,
chest pain, cardiac arrest. In case I develop a life threatening condition after a dental procedure while at home I should call 911,
in the situation is not life threatening I should call the office at 425.881.8448.
7. Local anesthetics might be used and although complications or adverse reactions are rare, these include: Needle breakage,
persistent anesthesia or paresthesia, facial nerve paralysis, trismus, soft‐tissue injury, hematoma pain on injection, burning on
injection, infection, edema, sloughing of tissues, post‐anesthetic intraoral lesion, etc. If a feel sick during or after the use of
anesthetics I should inform Dr. Aronowitz as soon as possible.
8. When Oral Sedation (Valium, Halcion, etc), Inhalation Sedation (Nitrous Oxide) and IV Conscious Sedation is to be used, I
must be accompanied by a designated driver. Dr. Aronowitz could deny treatment if designated drive is not present.
9. Vital signs might be taken prior to dental procedure involving local anesthetics and other drugs. If anything is abnormal Dr.
Aronowitz will discuss it with me and the appointment might be rescheduled.
10. Local anesthetics usage varies from patient to patient, type of procedure, area of injection, etc. Multiple attempts to
anesthetize an area might be needed. Duration varies from 30 min to 10 hours.
11. When an infection is present local anesthetics might not be 100% affective. Treatment might need to be rescheduled and
antibiotics and/or other medications will be prescribed.
12. Additional x‐rays and clinic photographs might be necessary for documentation, insurance or treatment purposes, etc.
13. If a procedure cannot be performed at the office you might be given a referral for a specific procedure.
14. After selective procedures I will be provided with an emergency cell phone number. I agree to use it ONLY for emergencies
related to that procedure.
15. Questions concerning financial information will be answered by the office manager, THEY WILL NOT BE ASWERED BY DR.
ARONOWITZ.
16. As a matter of office policy, at least 1 staff member will be present with a patient.
17. I understand that no treatment will be performed =until this consent is understood and signed. I understand that I am free
to withhold or withdraw consent to the proposed treatment at any time.
Patients/Guardian Signature: ___________________________ Date:________________

RELEASE OF RECORDS
The release of Dental /Medical Records is requested for:
Patients Name: ______________________________

Date of Birth: ___________

Signature: __________________________________

Date:__________________

Patient, Parent, or Legal Guardian Signature

Phone: ________________

Facility Releasing Records:
Name: _____________________________________

Phone: ________________

Fax: ___________________

Address: _______________________________________________________________________________________
Records include dental/medical history, x-ray findings. diagnosis, prognosis
and access to all hospital records and photocopies of the same.
Please forward the records promptly by fax email or mail to:
Bellevue Specialized Dental Care
3006 Nortup Way , Suite 102
Bellevue, WA 98004
425.881.8448
Fax: 425.881.0355
email: info@bellevuesdental.com

Authorization was received for the above patient by:
Employee: __________________________________

Date: ________________

Time:_________________

Records released:____________________________________________________________________________________

3006 Northup Way, Suite 102
Bellevue, WA 98004

Directions:
From Seattle:
1. Merge onto I-5 N via the ramp on the left toward Vancouver B.C.
2. Merge onto WA-520 E via EXIT 168B toward Bellevue/Kirkland.
3. Take the exit toward Lake Washington Boulevard Northeast
4. Turn right onto Bellevue Way NE
5. Take the 1st right onto Northup Way
Our office will be on the left.
From WA-520 East.
1. Merge onto WA-520 W via the ramp to Seattle.
2. Take the 108th Ave NE exit.
3. Turn right onto 108th Ave NE.
4. Take the 1st right onto Northup Way.
Our office will be on the left.

