


      Cle Elum Dental Clinic    
Financial Policy 

 
Welcome to Cle Elum Dental Clinic! Our entire team is committed to providing you and your family 
with the quality care that you expect and deserve from a professional dental practice.  We 
understand that you may have questions relating to our financial and insurance billing practices 
therefore, we encourage you to ask our staff questions at any time. 
 
        I. IF YOU ARE COVERED BY INSURANCE 

Patients with insurance are expected to make a down payment (copays) at the time of service.  
This amount is based on an estimate of the portion not covered by your insurance.  It is your 
responsibility to know the terms of your insurance coverage, as well as any exclusion, 
limitations, deductibles and copays.   
 
II. IF YOU ARE NOT COVERED BY INSURANCE 
If you do not have insurance, payment for services is expected at the time of treatment.  
 
III. PAYMENT OPTIONS 
Payments may be made with VISA, MasterCard, Discover Card, debit card, cash or personal 
check.  We also offer payment plans through Care Credit, please ask for details.  There will be a 
$35.00 fee on all returned checks unpaid by your bank. Account balances over 30 days past due 
will accrue a monthly $5 fee.  
 
IV. CANCELLATION AND MISSED APPOINTMENTS 
Your appointment is designed specifically for you.  If you need to change or cancel your 
appointment, we require you do so within 48 hours of your scheduled appointment.  
Appointment cancellations made less than 48 hours prior to your scheduled 
appointment and missed appointments are subject to a fee of $50. 
 

Note: Insurance is underwritten as a contract between the patient and the insurance company 
therefore; it is the patient who is responsible for the bill, regardless of an insurance coverage 
determination.  We are happy to bill your primary or secondary insurance company for you as a 
courtesy. Please keep in mind that the responsibility for the payment remains with the patient.  

 
AUTHORIZATION 

With my signature below, I hereby authorize the release of any relevant information necessary to 
process a claim(s) to my insurance company.  I also authorize any insurance benefits otherwise 
payable to me to be paid directly to Cle Elum Dental Clinic for providing services.   

 
 
 

      
 

PLEASE SIGN AND RETURN TO THE RECEPTIONIST 
 
I acknowledge that I am financially responsible for all charges.  If it becomes necessary to use a 
collection agency for any amount owed on this or subsequent visits, the undersigned agrees to pay 
for all legal costs and expenses, including reasonable attorney fees.  I hereby authorize the doctor to 
release information necessary to secure payment. 
 
Signature: ________________________________________   
 
Date:  ____________________________ 
 

 



 
 

Medical History (continued) 
 

Your current physical health is:     Good     Fair      Poor 
 
Are you currently under the care of a physician?      Yes  No 
 
Please Explain:____________________________________________ 
 
Are you taking any prescription / over-the-counter drugs?    Yes No 
 
Please list each one:________________________________________ 
 
Do you smoke or use tobacco in any other form? Yes No 

For Women: Are you taking birth control pills? Yes No 
 
Are you pregnant? Yes No    Week #:____________ 
 
Are you nursing? Yes No 

Have you ever had any of the following disease or medical 
problems? (Please circle option that applies) 

 
Y  N Anemia / Radiation Treatment Y   N Hemophilia / Abnormal Bleeding 
Y  N Artificial Bones / Joints/ Valves Y   N Hepatitis 
Y  N Arthritis Y   N High / Low Blood Pressure 
Y  N Asthma   Y   N HIV+ / AIDS 
Y  N Blood Transfusion Y   N Hospitalized for Any Reason 
Y  N Cancer / Chemotherapy Y   N Kidney Problems 
Y  N Congenital Heart Defect Y   N Mitral Valve Prolapse 
Y  N Diabetes Y   N Psychiatric Problems 
Y  N Difficulty Breathing Y   N Rheumatic / Scarlet Fever 
Y  N Drug / Alcohol Abuse Y   N Severe / Frequent Headaches 
Y  N Emphysema / Glaucoma Y   N Shingles 
Y  N Epilepsy /Seizures / Fainting Spells Y   N Sickle Cell Disease / Traits 
Y  N Fever Blisters / Herpes Y   N Sinus Problems 
Y  N Heart Attack / Stroke Y   N Tuberculosis (TB) 
Y  N Heart Murmur Y   N Ulcers / Colitis 
Y  N  Heart Surgery / Pacemaker Y   N Venereal Disease 
 
Please list any serious medical condition(s) that you have ever had: 
 

 
Are you allergic to any of the following? 

 
Y  N   Aspirin Y  N Erythromycin Y  N Penicillin 
Y  N Codeine Y  N Jewelry / Metals Y  N Tetracycline 
Y  N Dental Anesthetics Y  N Latex Y  N Other 
 
Please list any other drugs / material that you are allergic to :_____________________ 
 
 
 

Dental History 
 

Why have you come to the dentist today? 
 
 
 
 
 

Do you require antibiotics before dental treatment? Yes No 
 
Are you currently in pain? Yes No 
 
Have you ever had a serious / difficult problem associated 
     with any previous dental work? Yes No 
Do you now or have you ever experienced pain / 
 discomfort in your jaw joint  (TMJ / TMD)? Yes No 
 
Your current dental health is:     Good      Fair      Poor 
 
Do you like your smile? Yes No 
 
Do your gums ever bleed? Yes No 
 
How many times a week do you floss?____ a day do you brush?____ 
 
Type of bristles?        Hard        Medium       Soft 
 
Have you ever taken Phen-Fen? Yes No 
(also known as Redux or Pondimin) 
 
If so when? ____________________________________________ 

I understand that the information that I have given today 
is correct to the best of my knowledge.  I also 
understand that this information will be held in the 
strictest confidence and it is my responsibility to inform 
this office of any changes in my medical status.   I 
authorize the dental staff to perform any necessary 
dental services that I may need during diagnosis and 
treatment with my informed consent. 
 
____________________________________________ 
Signature  Date  

Payment is due in full at the time of treatment unless prior 
arrangements have been approved. 

Thank you for filling out this form completely.  It will enable us to 
help you more effectively.  If you have any questions at any time, 
please ask us.  We are happy to help. 

OFFICE USE ONLY   OFFICE USE ONLY   OFFICE USE ONLY   OFFICE USE ONLY   OFFICE USE ONLY   OFFICE USE ONLY   OFFICE USE ONLY 

I verbally reviewed the medical / dental information above with the patient named herein.  Initials_____________ Date:_____________ 
Doctor’s Comments:_____________________________________________________________________________________________ 
        

MEDICAL HISTORY UPDATE 
1. Date:____________ Comments:_____________________________________________________ Signature:_____________________________ 
1. Date:____________ Comments:_____________________________________________________ Signature:_____________________________ 
1. Date:____________ Comments:_____________________________________________________ Signature:_____________________________ 
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