Mitchc” Mardcr, dds 822 NE. Northgatc Way

CLIENT INFORMATION Seatle WA 98125 2063676453

Name Farcnt {if child)

Name you PrcFer to be called Male cha|c _____
Address

street city state ziP
Homc Phonc CC” Phonc WOF‘( P}WOHC

[T -mail address (hcgou would like to be contacted via cmail)

E mployer Position  Howlong?
Work address

Date of birth Social Security #

Insureds name Insured’s Social Security #

SPouse/FartncHs name (cmcrgcncg Purposcs)

5Pousc/f>artncfs ]:_mP|oycr Spouse/Fartncr’s c.cH P|'10nc

O’cl’ucr emergency contact? Pl‘xonc

Whom may we thank for rchrring 5ou?

What tchs of care are you most interested in? (chcck all that apply)

___c{iagnosis/consult ______clcaning ____Pcrioclontal care ____Fi“ings P[accc’ ____5i!vcr/mcrcur5 removal
____an opinion on|5 ____cosmetic c’cntistrg ____crowns ___ rootcanals ___ nutritional counscling __ dentures
_ ____braccs —___pain relief ____imP|ant5 _____rcP|accment of missing teeth ____cavitation/extraction
_____t‘mj’. treatment ____Jaw Pain treatment ____hcadachc relief ____snoring aPP|iancc ~____’ccet}'l b'cacl‘wing

other services or questions?

Financial Agrccmcnt

We have the rcsPonsibili’c5 to exercise the utmost Prochsionalism, skill, andjuc{gmcnt PossiHc in Planning and delivcring your
care. We also strive to l(ccP our costs and your fees down. With these concerns in mind, we request your l’lc|P in rcspccting
financial considerations. We ask that your account be taken care of at each visit unless ot/7cran'angcmcnt5 have been made.

Wc are here to work with you towards an outcome that you desire. | have read and understand this financial agreement.

sigr\cc] dated




