
FAMILY DENTAL WEST 
Ryan S. Kezele, D.D.S. 

606 South 48th Avenue • Yakima, WA 98908-3613 
Telephone (509) 965-3235 • Fax (509) 965-9405 

Welcome to our office, so we may become acquainted, please provide the following information on the front and back of this form.

Today's date ________________ _ 

PATIENT NAME Gender 
-------------------

Age ___ Date of Birth ___ ./ ___ ./ __ _ 
Pare n U Guardian (if patient is a minor) ___________________________________ _

Address ___________________ City ____ _ _ ____ State ______ Zip ___ _ 
How long at this address Cell Phone( ___ _________________ _ 
Ho.me phone no.( ___ ) 
Occupation 
Business Address 
Date employed 

Daytime phone(if different) no.( _____________ _ 
Employer ______________________ _ 
Business Phone( ___ ________________ _ 
Social Security Number ______ �-----------
Email Address ______________________ _

RESPONSIBLE PARTY INEORMA TION 

Guarantor and/or Spouse Name ___________________ Age ___ Date of Birth ___ / ___ / __ _ 
Address City State Zip ___ _ 
How long at this address ________ _ _ _ ___ Cell Phone( ____________________ _ 
Home phone no.( ___ ) Daytime phone (if different) no.( _____________ _ 
Occupation Employer __ __________________ _ 
Business Address Business Phone( _ __________________ _ 
Date employed Social Security Number ______ _ _________ _ 
Spouse's Name Business Phone( ___ ________________ _ 

REFFERED BY: D Phone Book D Location D Patient (Name) __________ D Other ________ _ 

Nearest relafr,n (not living with you) _______ ____ Relationship ______ Phone( __ ) _______ _ 
Person to .contac: for emergency Phone( __ ) _______ _ 

DENTAL INSURANCE INFORMATION DO YOU HAVE MEDICAL COUPONS? _________ _ 

Primary Dental Insurance Co. ___________ � _________ Group/Policy # ___________ _ 
Address Phone( __ ) __________ _ 
lnsured's name and employer DOB __ / __ / __ SS# ______ _ 
Secondary Dental Insurance Co. (if applicable)_____________ Group/Policy # __________ _ 
Address ___________________________ Phone( __ ) __________ _ 
lnsured's name and employer DOB __ / ____ SS# _______ _ 

CONSENT 
The undersigned hereby authorizes Doctor to take X-rays, study models, photographs or any other diagnostic aids deemed 
appropriate by Doctor to make a thorough diagnosis of the patient's dental needs. I also authorize Doctor to perform any and all 
forms of treatment, medication and therapy that may be indicated in connection with the above named patient. I also understand the 
use of anesthetic agents embodies a certain risk. I understand that responsibility for payment for dental services provided in this 
office for my dependents or myself is mine, due and payable at the time services are rendered unless financial arrangements have 
been made. I authorize my insurance benefits to be paid directly to the dental office. I also authorize the dental office or insurance 
company to release any information required for this claim. I understand that I am responsible for any fees not paid by insurance and 
that a credit report may be obtained if necessary. I also understand that a $50 - $100 fee will be charged for missed appointments, and 
that this charge is not covered by insurance or any other state program as per WAC 388-535-1265(ff) and WAC 388-535-1100(s). I 
understand that if I need to change an appointment time, a 24-hour notification is necessary to avoid this fee. It is also clear to me 
that no further appointments can be scheduled until this fee has been paid. Additional charges may be incurred in the case of 
multiple missed appointments. 

Signature _____ ________________ Relation to Patient _________ Date ____ __,.. ___ _ 
Patient, Parent or Guardian 
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