


WHITE – MAIL TO DR. CLAYHOLD  YELLOW – PATIENT  PINK – REFERRING DOCTOR

22605 SE 56th Street, Suite 110 • Issaquah, WA 98029 • Tel: 425.369.1533 • Fax: 425.369.1536

Appointment Information: This time is reserved specifically for you. If by necessity, you must
cancel your appointment, please notify us at least one day in advance.

Date of Referral________________________ DOB________________________ Gender  M / F

Introducing____________________________________________________________________

Daytime Phone_________________________________________________________________

Referred by____________________________________________________________________

Your initial visit, with the exception of certain emergency cases, is for consultation only. This allows
us to fully review your health history and determine the most appropriate treatment for you. If you have any
special medical problems or are taking any medications, please bring this to our attention at your appointment.

Any patient under 18 years of age must be accompanied by a parent or legal guardian at the consultation
appointment.

Estimates of fees are given only after review of x-rays and examination. Please bring all insurance information
to first appointment, including insurance company name, telephone number and subscriber’s social security
number.

Radiograph:  Mailed  Sent with Patient  Please Take

Remarks or Special Instructions:_________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Please inform us of any current or upcoming treatment plans:______________________________

______________________________________________________________________________

Right Left
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