
   

  
Patient Registration Information 

              (CONFIDENTIAL) 
 
NAME:_________________________________________________________________ DATE_____________________ 
    First                                                   MI                                          Last 
 
HOME ADDRESS: _________________________________________________________________________________ 
 
CITY: ____________________________________________________ST:______________ZIP:___________________ 
 
BIRTHDATE: _______________  E-MAIL:______________________________________________________________ 
 
HOME PHONE: ________________________ WORK PHONE:____________________ CELL PH: ________________ 
 
Do you prefer to receive calls at ____work _____home  ____cell phone  _____any 
 
Social Security #________________________________ or Drivers License #__________________________________ 
 
NAME OF PERSON RESPONSIBLE FOR ACCOUNT:____________________________________________________ 
 
 Social Security #_________________________ or Drivers License #__________________________________ 
 
Whom may we thank for referring you? ________________________________________________________________ 
 
Emergency contact person: ________________________________________________________________ 
        Name and relationship 
 Phone #: ________________________________ 
  
     INSURANCE INFORMATION 
 Are you:  ___ Single   ___ Married  ___ Divorced   ___  Widowed  ___ Separated 
 
 PRIMARY DENTAL INSURANCE  SECONDARY DENTAL INSURANCE 
 
Name of Insured: ______________________________   Name of Insured: ____________________________________ 
 
Birthdate: _________ SSN ______________________   Birthdate:__________ SSN ____________________________ 
OR           or 
ID # ________________________________________      ID # ______________________________________________ 
 
EMPLOYER __________________________________   EMPLOYER ________________________________________ 
 
Address: _____________________________________   Address: __________________________________________ 
 
____________________________________________    __________________________________________________ 
 
INSURANCE CO: ________________________ _____    INSURANCE CO: ____________________________________ 
 
Address: _______________________________ _____    Address: ___________________________________________ 
 
___________________________________________     __________________________________________________ 
 
Ins Co Ph #:_________________________________  Ins Co Ph # _________________________________________ 
 
 
             www.lakeviewsmiles.com 



      DENTAL HISTORY 
 
Reasons for today’s visit:__________________________________________________________________________ 
 
Former Dentisi:___________________________________Address:_______________________________________ 
 
Phone#_______________________ Date of last dental care: __________________Date of last x-rays:____________ 
 
Please circle yes / no if you have or have had problems with any of the following: 
 Bad breath   yes / no  Periodontal treatment  yes / no   
 Bleeding or sore gums  yes / no  Sensitivity to hot  yes / no 
 Clicking or popping jaw  yes / no  Sensitivity to cold  yes / no 
 Pain near your ears  yes / no  Sensitivity to sweets  yes / no 
 Food collection between teeth yes / no  Recurring sores in or 
         around the mouth       yes / no 
 Grinding teeth   yes / no  Swelling or lumps in 
 Clenching teeth                           yes / no     mouth            yes / no 
 Loose teeth   yes / no  Do you have a  
           removable dental appliance yes / no 
 Broken fillings   yes / no 
 Tender teeth to chew on  yes / no 
 
How often do you floss?______________________ How often do you brush?______________________________ 
 
Have you ever had braces or orthodontic appliances?  yes / no   When?__________________________________ 
 
 INTEREST IN TOOTH WHITENING OR SMILE IMPROVEMENT PROCEDURES 
 
Are you happy with the appearance of your teeth?   yes / no Are you interested in whitening your teeth?   yes / no 
 
Are you interested in straightening your teeth?   yes / no  If you could change your teeth / smile, what would you   
 
change?__________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
 AUTHORIZATION, RELEASE, AND AGREEMENT TO PAY FOR SERVICES RENDERED 
 
I authorize the dentist to release any information, including the diagnosis and the records of any treatment or examination 
rendered to me during the period of such dental care, to third party and/or other health practitioners. 
 
I authorize and hereby request my insurance company to pay directly to the dentist, insurance benefits otherwise payable 
to me. 
 
I understand that my dental insurance carrier may pay less than the actual bill for services.  I agree to be responsible for 
payment of all services rendered on my behalf. 
 
LATE CHARGES 
 
If I do not pay the entire new balance within 90 days of the monthly billing date, a finance charge of 1.5% (18% APR) on 
the balance then unpaid and owed will be assessed each month.  I realize that failure to keep this account current may 
result in you being unable to provide additional dental services except for dental emergencies or where there is pre-
payment for additional services.  In the case of default on payment of this account, I agree to pay collection costs and 
reasonable attorney fees incurred in attempting to collect on this amount for any future outstanding account balances. 
 
Please sign here:____________________________________________________Date:________________________ 
  Signature of Patient or parent, if minor 
  

 





 
 
 
             FINANCIAL POLICY 
 
 
It is the intent of this office to inform our patients of their financial 
responsibilities to Lakeview Dental Center. 
 
Payment on the day of service is expected.  We ask that you arrive prepared 
to pay at the time of your appointment. 
 
Day of Service: Treatment costs $800 or more will receive a cash savings 
of 3% if paid with credit card and 5% with cash or check. 
 
Pre-pay:  Patients that pre-pay for treatment of $800 or more will 
receive the cash savings of 3% or 5% depending on method of payment. 
 
Financial arrangements should be made in advance of receiving treatment.   
When scheduling your appointment, please make us aware if you are 
interested in additional financing options that may be available to you.  We 
can direct your call to our Business Coordinator who will be able to assist 
you with those arrangements.  We also participate with Care Credit and 
would be happy to discuss those options and assist with the application 
process. 
 
Flex Plans reimburse the Patient for healthcare expenditures.  We prefer that 
our patients pay us day of service and submit their receipts for 
reimbursement.  If you want to use your Flex Plan, we recommend that you 
discuss this in advance to clarify reimbursement policy.  
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