
 

Welcome to Swenson Dental! 
 

 Thank you for choosing us to care for you and your family’s oral health care needs! Our entire 

team is dedicated to providing you with the personalized, gentle care that you deserve. 

 

Swenson Dental clinic has been in operation for over 40 years, Dr. Aaron Swenson, DDS 

followed in in father’s footsteps and purchased Swenson Dental from his father, Dr. Vern 

Swenson, DDS (retired) in 2011. Dr. Aaron and his team continue strive to ensure a legacy and 

to help you meet all your dental needs.  

 

Our mission has always been to serve you, our patient, and provide you with the exclusive 

attention while striving to always foster this relationship. We take pride in our ability to provide 

you with optimal dental care designed for your unique needs and desires. We want to help you 

make informed choices, by fully understanding any problems or treatment plans you may be 

needing. 

 

Our staff is dedicated in making your experience in the office not only comfortable but also 

affordable. Our office staff can work with patients who have dental insurance to navigate any 

questions, and help you reach your maximum benefits in which you are entitled too. It is the 

patient responsibility to provide payment in full at the time of service unless another financial 

agreement has been made. For your convenience we do accept most major credit cards as well 

as Care Credit.  

 

We are excited to meet you, please feel free to reach out to our clinic at any time with any 

questions you may have.   

 

Thank you again for choosing our dental practice!  

 

-Swenson Dental Staff- 

 

 

Appointment Date & Check in Time:______________________________________________ 

 

 



 

 

 

 



 

 

 



 
 

 

LIST OF CURRENT MEDICATIONS 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Medication (Brand and Generic Name) Dose How Often You Take the 

Medication 

Reason for taking 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    



 

 

 

 

 

                                                DR.Aaron M. Swenson DDS     

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION 

TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY. 

Purpose of Consent:  By signing this form, you will consent to our use and disclosure of your protected health 
information to carry out treatment, payment activities, and healthcare operations. 

Notice of Privacy Practices:  You have the right to read our Notice of Privacy Practices before you decide whether to sign 
this Consent.  Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses 
and disclosures we may make of your protected health information, and of other important matters about your protected 
health information.  A copy of our Notice is available upon request. 

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices.  If we change our 
privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes.  Those changes may 
apply to any of your protected health information that we maintain. 

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting 
the Privacy Officer at our office. 

Right to Revoke:  You will have the right to revoke this Consent at any time by giving us written notice of your revocation 
submitted to the Privacy Officer at our office. Please understand that revocation of this Consent will not affect any action 
we took in reliance on this Consent before we received your revocation, and that we may decline to treat you or to 
continue treating you if you revoke this Consent. 

SIGNATURE - I have had full opportunity to read and consider the 
contents of this Consent form and your Notice of Privacy Practices.  
I understand that, by signing this Consent form, I am giving my 
consent to your use and disclosure of my protected health 
information to carry out treatment, payment activities and heath 
care operations. 

Patient Name:    Date:      

Patient or Legal    

Guardian Signature:           ______  

Relation  to Patient:      

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT. 



 

 

 

 

 

 

 

General Consent Form for Dental Procedures 

 

You, the patient, have the right to accept or reject dental treatment recommended by your dentist. Prior to consenting to 

treatment, you should carefully consider the anticipated benefits and commonly known risks of the recommended 

procedure, alternative treatments, or the option of no treatment. Do not consent to treatment until you discuss potential 

benefits, risks, and complications with your dentist, and all of your questions are answered. By consenting to the 

treatment, you are acknowledging your willingness to accept known risks and complications, no matter how slight the 

probability of occurrence. It is very important that you provide your dentist with accurate information before, during, and 

after treatment. It is equally important that you follow your dentist's advice and recommendations regarding medication, 

pre and post-treatment instructions, referrals to other dentists or specialists, and return for scheduled appointments. If you 

fail to follow the advice of your dentist, you may increase the chances of a poor outcome. 

 

Please read all items below and sign at the bottom of the form. 

 

1. Treatment to be provided 

I understand that during my course of treatment that the following care may be provided: 

examinations, preventative services, diagnosis, basic restorative, and crowns. 

 

2. Drugs and Medications 

I understand that antibiotics, analgesics, and other medications can cause allergic reactions causing redness and swelling of 

tissues; pain, itching, vomiting, and/or anaphylactic shock (severe allergic reaction). 

 

3. Changes in Treatment  

I understand that during treatment it may be necessary to change or add procedures because of conditions found while working 

on the teeth that were not discovered during the examination, the most common being root canal therapy following routine 

restorative procedures. I give my permission to the dentist to make any/all changes and additions as necessary. 

 

4. Bill Insurance 

I give permission to the dental office to bill my dental insurance provider for the treatment provided, if applicable. 

 

Signature of Patient: __________________________________________Date:____________________ 

 

Relationship to patient if not self:________________________________________________________ 

 

 

 



 

 

 

 

 

 

 

 

 

  



 



 

  

                                                                                          
 
 
 
 
 
                                                                                            618 S. Peabody St. Ste A 

Port Angeles, WA 98362 
Office: 360-452-4615 

Fax: 36-452-0764 
Email: smiles@swensondentalclinic.com 

 

AUTHORIZATION TO RELEASE HEATHCARE INFORMATION 

 

 Patient’s Name: ____________________________________________________________________________________ 

Other family members: ______________________________________________________________________________ 

Date of Birth: _________________________ 

 

Prior Office: ____________________________________________________________________________ 

Phone: ________________________________________________________________________________ 

Fax: ___________________________________________________________________________________ 

Email: _________________________________________________________________________________ 

 

Last Prophy: _________________________________   Last Perio Maintenance: ________________________________ 

SCRP: ____________________________________  Full Mouth Deb. : _________________________________________ 

Pano/FMX: __________________________ BWX: ___________________________ PAX: _________________________ 

 

  

I understand that my authorization will remain effective from the date of my signature and that the information will be 

handled confidentially in compliance with all applicable Federal Laws. I understand that I may see the information that is to be 

sent. I have read and understand the nature of this release.  

 

Signature of Patient: ________________________________________________________________________________ 

 

Relationship to patient if not self: _____________________________________________________________________ 
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