
Greg Nash, D.D.S.                                                                                                                                  Evergreen Place 
Dentistry for Children and Adults                                                                               13118 121st Way NE. Suite 101 
(425) 821-2232                                                                                                                                Kirkland, WA 98034  
 
                                                    PATIENT REGISTRATION  (CONFIDENTIAL) 
PATIENT    
 
Name _______________________________________ Birthdate_____________Home Phone___________________ 
 
Address_____________________________________________City________________State____Zip____________  
 
Employer__________________________Work Phone_________________Ext._____Cell Phone________________  
 
Parent’s Name (if patient is a minor) or Spouse_____________________________Is Patient a college student______ 
  
Whom may we thank for referring you to our office____________________________________________________ 
 
In Case of Emergency, notify____________________________________Phone_____________________________ 
  
 RESPONSIBLE PARTY   
 
Name of Person Responsible for this account __________________________Relationship to Patient_____________ 
 
SSN_________________________Birthdate____________________Drivers License#________________________ 
 
Address __________________________________City ___________________State ________Zip ______________ 
 
Home Phone ______________________Work Phone ___________________Ext.____Cell Phone_______________          
 
Employer ________________________________________________________May we call you at work?_________ 
 
PRIMARY INSURANCE                                                      SECONDARY INSURANCE 
 
Name of policy holder___________________________      Name of  policy holder___________________________ 
Birthdate___________________SSN_______________      Birthdate_________________SSN_________________ 
Relationship to Patient___________________________      Relationship to Patient___________________________ 
Marital Status__________________________________      Marital Status__________________________________ 
Employer_____________________________________       Employer_____________________________________ 
Union____________________Local#______________        Union______________________Local#____________  
Insurance Co._________________________________         Insurance Co.__________________________________ 
Address______________________________________       Address_______________________________________                           
State_____Zip________Phone____________________       State ____Zip_________Phone____________________ 
Group#_________Id/Policy#_____________________       Group#_____________Id/Policy#__________________ 
 
ASSIGNMENT & RELEASE:  I understand that payment is due at time of service. I hereby authorize my insurance 
company to directly reimburse Dr. Greg Nash. I am financially responsible for any balance due. If I am unable to pay 
my account in full at the time of service I will make payment arrangements with the business manager.  I authorize 
Dr. Greg Nash to release any information required for this claim. 
                                                                                       Signature______________________________Date_________ 
CANCELLATION POLICY: We understand some cancellations are unavoidable, however they do affect other 
patients and Dr. Nash’s practice. To avoid a $50.00 late cancellation fee, we need at least two working days to 
change or cancel an appointment.  
                                                                                     Signature______________________________Date_________ 
                                 Please complete both sides                              



ACKNOWLEDGEMENT
OF

PRIVACY PRACTICES

Greg S.Nash D.D.S.
131 18 121 Way NE

Kirkland, WA 98034
(42s) 82r-2232

My signature confirms that I have been informed of my rights to privacy regarding my protected health

information, under the Health Insurance Portabilify & Accountability Act of 1996 (HIPAA). I

understand that this information can and will be used to: *

tr Provide and coordinate my treatment among a nurnber of health care providers who may be

involved in that treatment directly and indirectly

o Obtain payment from third-party payers for my health care services

a Conduct normal health care operations such as quality assessment and improvement activities

I have been informed of my dental provider's Notice of Privacy Practices containing a more complete

description of the uses and disclosures of my protected health information. I have been given the right to

review and receive a copy of such Notice of Privacy Practices. I understand that my dental provider has

the right to change the Notice of Privacy Practices and that I may contact this office at the address above

to obtain a current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is used or

disclosed to carry out treatment, payment or health care operations and I understand that you are not

required to agree to my requested restrictions, but if you do agree then you are bound to abide by such

restrictions.

Patient Name: Date:

Signature:

Relationship to Patient:

Dependent family members also covered by this acknowledgement:

For Office Use Only:

We were unable to obtain the patient's written acknowledgement of our Notice of Privacy Practices due to the following reason:

fl The patient refused to sign

tr Communicationbarriers

tr Emergency situation

D Other
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