
 

Medical Alert for Office Use 

Patient Information 

Please Print 

Last: __________________ First: _________________ Middle: _____ Preferred: __________________ 
Street: ________________________________City: ________________ State: ______ Zip: __________ 
Home Phone: _________________ Work Phone: _________________ Cell Phone: _________________ 
Email Address: ___________________________ May we contact you by email? (circle)  Yes   No 
Date of Birth: ______________ Social Security Number: ___________________  Sex: (circle)  M     F 
Employer: __________________________________ Position: ________________________________ 
Emergency Contact: ___________________________________ Phone: ________________________ 

Insurance Information 

Primary Insured  Secondary Insured 

Subscriber Name  Subscriber Name  

Subscriber SSN  Subscriber SSN  

Date of Birth  Date of Birth  

Relationship to Subscriber  Relationship to Subscriber  

Employer Name  Employer Name  

Insurance Company  Insurance Company  

Insurance Group #  Insurance Group #  

Insurance Phone #  Insurance Phone #  

*Please present your insurance card and photo I.D. to our patient services representative to be photocopied* 

 

Insurance Authorization Statement (Sign & Date) 

I hereby authorize payment directly to the office of Dr. Robert Beaty of the group insurance benefits otherwise payable 
to me. I understand that I am responsible for all costs and dental treatment. I hereby authorize the Dr. Beaty’s office to 
administer such medications and perform such diagnostic and therapeutic procedures as may be necessary for proper 
dental care. The information on this page and the medical history is correct to the best of my knowledge. 
 

Guarantor Signature: ____________________________________ Date:  _________________ 

Treatment Authorization 
I authorize and give consent to perform dental services agreed between doctor and patient and/or parent or guardian to 
be necessary or advisable including the use of local anesthesia and other medication as indicated. 

• Payment for all treatment and services rendered are my responsibility.   

• A notice of 2 business days to cancel or reschedule an appointment is required, or a fee may apply. 
 
 
 

 
                                                             PATIENTS SIGNATURE       DATE 

   

If patient is a child or requires a guardian: 
 
 
 

                PARENT/GUARDIAN SIGNATURE      DATE 







 

Financial Policy And Agreement 

Outstanding Patient Service is Our Goal 
 

The goal of Dr. Beaty and team is to make sure that you receive the highest quality dental care and service.  One step is 
to make certain that our financial policies are clear and understood by you. 
 

Insurance – We go the Extra Mile 
 

If you have insurance, we will make a good faith estimate of your benefits.  We will take complete care of completing 
and filing the appropriate claim forms with your insurance company.  We will also track your claim and make sure that it 
is paid in a timely manner.  We will follow up with your insurer when claims are not processed efficiently and attempt to 
expedite payment.  We are also happy to provide your insurance company x-rays or other information they may require. 
 

If your insurer denies coverage, or if we otherwise do not receive payment from your insurance company within 60 days 
from filing your claim, the balance amount will then become due and payable by you.  Remember that your coverage is a 
contract between you and your insurer and/or your employer and your insurer.  Although we will make every effort to 
help you obtain your benefits, we cannot force your insurer to pay.  

 

Your Payment is Due at the Time of Treatment 
 

Fees for treatment are due at the time of treatment after deduction of your good faith estimate of insurance benefits as 
described above. 
 

Payment Options: 
 

Cash       Check      Visa    MasterCard          Care Credit (Third Party Financing with a short application) 
 

Patient Responsibility 
 

I acknowledge my responsibility for payment of the services received from Dr. Beaty in accordance with Dr. Beaty’s 
regular fees and terms.  I understand my responsibility is not modified by whether any third party (insurance) pays for 
all, part of none of the charges. 
 

I understand that this account becomes delinquent if not paid within 60 days after billing and that at that time a Finance 
Charge of 1.5% of the unpaid balance will be charged every month until balance is paid in full. 
 

Assignment and Release 
 

I authorize payment to be made directly to the dentist by my insurance company and I accept financial responsibility for 
all services not covered by my insurance and I authorize release of any medical care information requested by my 
insurance carrier. 
 
Patient Signature:  __________________________________________  Date:  ___________________ 
 
Staff Member’s Initials:  _________________    Date:  ___________________ 

 





 

31003 Pacific Highway S, Federal Way, WA  98003 
P:  253.839.6544       F:  253.839.9060       E:  info@drewbeatydds.com     W:  drewbeatydds.com 

 
 

 

 

 

SCHEDULING POLICY 

 

Thank you for choosing the office of Dr. Robert Beaty to care for your dental health 

needs.  Your success relies heavily on your participation in treatment, at home dental 

care and in attending your appointments. 

We are committed to serving our patients.  To help us do this we ask for 2 working 

days advance notice to cancel or reschedule an appointment.  This enables us to 

contact and schedule patients who are on a wait list. 

We reserve the right to charge a $50 per hour fee for any broken appointments.  If you 

have two or more broken appointments, we also reserve the right to place you on a 

“same day only” scheduling status and cancel all future appointments.   

*We understand that extenuation circumstances may arise, so please discuss this with 

our office staff if you need to make special scheduling arrangements. 

 

I have read the above and agree to its terms. 

 

 

___________________________________   _________________ 
Patient and/or guardian      Date 

 

 

mailto:info@drewbeatydds.com


 
PATIENT RECORDS REQUEST FORM 

 

Name of Patient Whose Record is Requested:__________________________________ 

 

DOB:________________________________Phone:_____________________________ 

 

Address:________________________________________________________________ 

 

Please provide a copy of the record as indicated below: 

 

___ The full health record maintained by this provider/practice 

 

___ The health record for the following time frame:__________________ 

 

___ A specific section of the health record as described below: 

 

 

 

 

___ A summary of the information requested above is adequate to fulfill this request. 

 

___ As permitted by federal and state law, I understand that a fee of ______per page will be 

charged for copying the records, along with a clerical fee of _____.  In addition, a fee of ______ 

will be charged for any duplication of x-rays.  I agree to pay this charge in full at the time I 

receive a copy of this record. 

 

Signature of Patient _______________________________________________________ 

 

Signature of Authorized Personal Representative________________________________ 

 

Relationship to Patient_____________________________________________________ 

 

Date:_______________ 
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