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Welcome & Thank You for Choosing Valley View Health Center! 
During your visit, you will notice that we ask questions about race, ethnicity, gender identity, and sexual 
orientation. We do this so we can review the treatment that all patients receive and make sure everyone 
receives the highest quality of care. Valley View does provide some de-identified information to 
organizations we receive funding from to evaluate the overall health of the communities we serve. While our 
clinic recognizes a number of sexes/genders, many insurance companies and legal entities do not. Please 
understand that the legal name and gender listed in the patient contact section is for insurance purposes and 
must be used on documents pertinent to insurance and billing. Thank you! 

Patient Contact Information 
Legal Name (Last, First, Middle)    Birthdate:  
Social Security#:  Gender:  
Cell Phone:  Email Address:  Home Phone: 

Person To Contact In Event Of Emergency 
Name:                                             Phone:                                        Relationship: 
Name:                                             Phone:                                        Relationship: 

Individual Responsible For Payment                                                        Same as Patient Contact Information 
Name (Last, First, Middle): Birthdate:  
Relationship to Patient SSN: Phone #:  
Mailing Address:    

Appointment Cancellation Policy 
• If you are more than (10) ten minutes late for your appointment, you may be asked to reschedule.  
• Please provide at least 24 business hour notice to cancel or reschedule an appointment.  
• Appointments cancelled with less than 24 hours’ notice will be noted as a “short term cancellation.”  
• If you have (2) two missed appointments/short term cancellations within (6) six months. You may lose the 

right to schedule appointments for (6) six months. Care will still be available for any patients on Standby 
Status. Standby Status means that a patient must arrive before 8:00 am and wait for an open appointment. 
I understand Valley View Health Center’s Appointment Cancellation Policy      Initial here ___________

Business Office Requests 
• Please present current insurance cards when you check in for your appointment. 
• Payment or co-pay is expected at the time of service unless previous arrangements have been made. 
• Children younger than 18 must be accompanied by a parent/guardian who stays at the clinic for the entire 

appointment. Minors (under 18 years of age) are not allowed to be left in our waiting room without adult 
supervision.  

• Insurance, DSHS and other assistance is an agreement between you and the insurance company or 
organization. YOU are responsible for payments not covered.  

Authorization to Pay Benefits to Valley View Health Center 
I hereby authorize payment directly to Valley View Health Center for services I received. I understand that I am 
financially responsible to Valley View Health Center for services not paid by insurance or other third-party 
payers.          Initial here ___________ 
I agree to pay my co-payment at every visit:     Initial here ___________ 

Authorization to Release Information 
I hereby authorize the release of all information with respect to myself or any of my dependents which may 
have a bearing on the benefits payable under this or any other plan providing benefits of service. A copy of 
this authorization shall be as valid as the original.    Initial here ___________ 

I acknowledge all provided information is accurate and true. 
 

X _________________________________________________________ Date _______________________________________________________ 
SIGNATURE OF PATIENT/GUARDIAN or Witness (If adult patient is unable to sign) 



 
HEALTH HISTORY 

Patient Name:                                                                       DOB:                                                           Date: 

Date of Last Medical Exam: 
Physician:      Office Phone: 
Section 1               Yes    No 

Are you taking any medication(s) including non-prescription medicine?                           ○      ○  
Are you allergic to any medications or do you have any other allergies we need to be aware of?                                 ○      ○   

Are you under medical treatment now?  If yes, for what reason?                                                                                                             ○      ○ 

Have you ever been hospitalized?  If yes, for what reason?                                                                                                                      ○      ○ 
  

Do you use tobacco?                                                                                                                                                                                  ○      ○ 

Do you have or have you ever had a problem with alcohol or drug abuse?                                                                                             ○      ○ 
    If yes, please explain: 
 

Do you have a persistent cough or throat clearing not associated with a known illness (lasting more than 3 weeks)?                          ○      ○ 
WOMEN ONLY 

a) Are you pregnant or think you may be pregnant?                                                                                                                    ○      ○        

b) Are you nursing?                                                                                                                                                                                          ○      ○ 

c) Are you taking birth control pills?                                                                                                                                             ○      ○                                                                                                                                                                                                  
 
Section 2 
Do you have or have you had any of the following?  
Yes       No    Yes       No              Yes       No 

○      ○  Heart Attack   ○      ○  Respiratory Problems (easily winded)          ○      ○  Diabetes 

○      ○  Heart Disease   ○      ○  Hay Fever/Allergies                             ○      ○  Kidney Disease 

○      ○  Heart Murmur   ○      ○  Cancer              ○      ○  Recent Weight Loss/Gain 

○      ○  Stroke     ○      ○  Radiation Therapy                              ○      ○  Epilepsy/Convulsions/Seizures    

○      ○  Angina-i.e., Chest Pains  ○      ○  Chemotherapy             ○      ○  Fainting 

○      ○  Cardiac Pacemaker  ○      ○  Leukemia             ○      ○  Glaucoma 

○      ○  Artificial Heart Valve  ○      ○  Blood Transfusion                             ○      ○  Arthritis 

○      ○  High Blood Pressure  ○      ○  Abnormal Bleeding            ○      ○  Joint Replacements or Implant  

○      ○  AIDS or HIV infection  ○      ○  Anemia                               ○      ○  Stomach Trouble/Ulcers 

○      ○  Sexually Transmitted Disease ○      ○  Hemophilia             ○      ○  Drug Addiction 

○      ○  Asthma                     ○      ○  Hepatitis               A          B          C           ○      ○  Swollen Ankles 

○      ○  Emphysema   ○      ○  Liver Disease               ○      ○  Psychiatric Treatment 

○      ○  Sinus Trouble   ○      ○  Tuberculosis                              ○      ○  Anxiety 

○      ○  Thyroid Problem                    ○      ○  Rheumatic Fever                              ○      ○  Emotional Problems 
 
Comments: 

 



 
Section 3 

DENTAL HISTORY 
 
Date of Last Dental Visit:  
                                                                                                                                                                                                                                            Yes       No   
Do your gums bleed while brushing or flossing?                                                                                                                                  ○       ○ 
Are your teeth sensitive to hot or cold liquids/foods?                                                                                                                        ○       ○ 
Are your teeth sensitive to sweet or sour liquids/foods?                                                                                                                   ○       ○ 
Do you feel pain in any of your teeth?                                                                                                                                                   ○       ○ 
Do you have any sores or lumps in or near your mouth?                                                                                                                   ○       ○ 
Have you had any head, neck or jaw injuries?                                                                                                                                      ○       ○ 
Do you have frequent headaches?                                                                                                                                                          ○       ○ 
Do you clinch or grind your teeth?                                                                                                                                                          ○       ○ 
Do you bite your lips or cheeks frequently?                                                                                                                                          ○       ○ 
Have you ever experienced any of the following? 

□Clicking in Jaw     □Pain (joint, ear, side of face)     □Difficulty in opening or closing mouth     □Difficulty in chewing 

Have you had any orthodontic work?                                                                                                                                                     ○       ○ 
Have you ever had prolonged bleeding following extractions?                                                                                                         ○       ○ 
Have you ever had instruction on the correct method of brushing your teeth?                                                                            ○       ○ 
Have you ever had instructions on the care of your gums?                                                                                                               ○       ○ 
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Patient Financial Responsibility 

We are dedicated to providing the best possible care for you and we want you to completely understand our financial 
expectations. As a courtesy, we will bill your insurance based on the information you provide us. If you do not have health 
insurance, we expect you to pay the full balance for services you receive.  

Payment is required at the time of service, including co-pays, deductibles, service fees, and/or any non-covered services. 
We accept cash, check/debit cards, and most major credit cards. If you are unable to pay at the time of service, payment 
arrangements must be made with no additional administrative fees. 

We will send you a statement for any additional balances owed. All account balances are to be paid 30 days from the 
statement date. If you are unable to pay in full by that date, you should contact our Patient Account Specialist at 
(360) 330-9564 to discuss other resources that may be available to you. We reserve the right to place any account on 
a cash basis. Failure to make payments or contact our Patient Account Specialist may result in collection activity. 
 
Payment on your account may be made by the following methods: 

1. Payment in full by cash, personal check, debit cards, and most major credit cards.  
 

2. Interest free monthly payment plan that allows you to pay your bill. Please contact our Patient Account Specialist 
at (360) 330-9564 to discuss flexible payment arrangements. 
  

3. Financial Assistance may be available to patients who are experiencing financial hardship for all or part of the 
healthcare that they received from any Valley View Health Center facility or service. All patients who feel that they 
may be eligible are encouraged to apply. Financial assistance application forms are available upon request and 
without charge. 

 
4. Charges for covered services provided to uninsured patients may be eligible for an uninsured discount.  

 
5. Charges for non-covered services due to out-of-network or non-credentialed, non-enrolled providers are due in 

full.  
 

6. Cash payment-in-full discount is also available. Please contact our Patient Account Specialist at (360) 330-9564 
to discuss if you are eligible.  

 
By signing this form, I acknowledge and understand that I am responsible for paying for services received at Valley View 
Health Center.  
 
_________________________    _________________________ 
Patient Name (Print)      Date  
 
__________________________ 
Patient, Parent, or Guardian Signature 

http://www.gundersenhealth.org/faa
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Acknowledgment of Receipt of Statement of Privacy Practices 

 
I acknowledge that I have received a copy of the Statement of Privacy Practices for the offices of Valley View 
Health Center. The Statement of Privacy Practices describes the types of uses and disclosures of my protected 
health information that might occur in my treatment, payment for services, or in the performance of office health 
care operations. The Statement of Privacy Practices also describes my rights and the responsibilities and duties 
of this office with respect to my protected health information. The Statement of Privacy Practices is also posted in 
the facility.  

Valley View Health Center reserves the right to change the privacy practices currently described in the Statement 
of Privacy Practices. If privacy practices change, I will be offered a copy of the revised Statement of Privacy 
Practices at the time of my first visit after the revisions become effective. I may also obtain a revised Statement of 
Privacy Practices by requesting that one be mailed or otherwise transmitted to me. 

Additional Disclosure Authorization 

In addition to the allowable disclosures described in the Statement of Privacy Practices, I hereby 
specifically authorize disclosure of my Protected Healthcare Information to the person(s) identified 
below. (I understand that the default answer is "NO", without indicating "YES" in answer to the each 
individual question. Personal protected information (PHI) cannot be shared with anyone unless otherwise 
allowed by HIPAA rules.)  
Spouse (Name): YES NO 

Any Member of my family (i.e. Children, Children's Spouses, Parents, Grandchildren)  
(Name & Relationship): 

YES NO 

Immunization records with the school (Name of School): YES NO 

Other(please specify): YES NO 

Name of patient (please print): Date of Birth: 

Patient’s Signature: Date: 

Patient’s Personal Representative’s (please print):  

Personal Representative’s Signature: Date: 

Representative’s Telephone Number:  

 
 
 

OFFICE USE ONLY BELOW THIS LINE 
 

ACKNOWLEDGMENT NOT OBTAINED 
Provided Prior to 

Treatment YES NO Date Statement Provided:___________________________ 

Reason for not 
obtaining patient 

signature 

 Needed more time to review Statement of Privacy Practices 
 Wanted to consult another person before signing 
 Physically unable to sign 
 No reason offered 
 Other:____________________________________________________________ 
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Family Size & Income 
 

Patient Name: ___________________________________________ Date of Birth:_________________ 
Social Security:__________________________________________ Today’s Date:_________________ 
  
Valley View Health Center receives funding based on the information provided on this form. Even if you are not 
applying for the discount, please complete the Family Size & Income information to help us meet our grant 
reporting requirements. Thank You!  
 
Please list spouse, significant other, and dependents even if you are not applying for the discount.   
Name Relationship to you Type of 

income  
Monthly gross income  

   Self     
        
        
        
        
        
     Total income:   
Note: Please include income documentation for each individual listed that has an income. Copies of tax returns, last 
two pay stubs, or other information verifying income are required before a discount is approved. 
Samples of type of income: 
• Employment 
• Disability 
• Unemployment 
• Child Support 
• Self-Employment 
• Savings 

• Social Security 
• VA Benefits 
• Spousal Support 
• Public Assistance/food stamps 
• Training Stipends 
• Housing Allowance 

• Scholarships/Grants 
• Military Family Allotments 
• Other 
• Support from an Absent Family 

Member 

 ⁯  
If your income is $0, how are you meeting your food, clothing shelter and transportation needs? 
__________________________________________________________________________________________ 

 
Discount 

It is the policy of Valley View Health Center to provide services regardless of an individual’s ability to pay. A 
discount is offered based on family size and annual income. Please complete and initial all information and return 
to the front desk to determine if you or members of your family are eligible for a discount.  
• I understand that I am responsible for payments after qualifying for the discount.    Initial here________ 
• I understand that some services may not be covered under this discount.        Initial here________ 
• I understand that accounts more than 90 days past due may be sent to collections. Initial here_______ 
• I understand that I need to bring in Proof of Income (POI) within 30 days.       Initial here________ 
 
I certify that the Family Size & Income information provided is correct. I give Valley View Health Center 
permission to verify this information. This form must be completed every 12 months or if your financial 
situation changes. 
 
Name/Guardian: _____________  Signature: ____________________  Relationship to patient: _____________ 
 
 

Office Use Only 
Staff Name:_________________________________     
Income Verification Provided: 
 Prior year tax return   Two (2) most recent pay stubs   Supporting letter with Manager’s initials______ 
 Other: ________________ 
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