PATIENT REGISTRATION

Thank you for choosing our office to assist you with your dental needs.

Please fill out the information below and don’t forget to provide your
signature at the end.

Patient’s Name: First M.I. Last

Date of Birth Sex Preferred Name SSH#

If minor, name of Legal Guardian

Home Phone Mobile Work

Email Address

Mailing Address City ST
Zip Employer
Driver’s License # Preferred Pharmacy

Marital Status: 0 Married o0 Divorced o0 Widowed 0 Single
Contact Preference oOText oPhone oEmail *Check all that apply

INSURANCE INFORMATION O not covered by dental insurance

Member ID#

Dental Insurance CO. Group #

Claims Address

Covered by other insurance? 0O yes ono Policy Holder

Relationship to Policy Holder

Policy holder Insurance Co. Group #

Policy Holder date of birth SS# or Member ID#

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
*You may refuse to sign this acknowledgement
| have received/been offered a copy of this office's Notice of Privacy Practices.

Signature Date




CLINICAL PROCEDURES CONSENT

Patient Name: Date of Birth:

| hereby consent to the dental and surgical care and treatment, as may be deemed necessary or advisable
in the judgement of my dentist or other provider. This may include, but is not limited to diagnostic testing,
surgical treatment, procedures, or services rendered during my visit at L’Anse Family Dental LLC.

To ensure that you understand all aspects of your visit, you are encouraged to ask any questions or clarify
any procedures prior to them being performed. Our dental providers will answer any questions and
discuss any procedures, concerns, and goals with you regarding the following:

e Benefits of the proposed treatment.

e The way the treatment or procedure is to be performed.

e Alternative treatment options.

e Probable consequences of not receiving the treatment.

e The right to withdraw informed consent at any time, in writing.
e Risk and side effects involved with the procedure.

e Potential for additional incurred charges.

| acknowledge that some treatment will require multiple visits with one or more methods that may change
throughout the course of the treatment and each office visit and procedure will be billed accordingly.
(Initials)

If a complication after treatment would arise, there may be a charge for the management that will be

submitted to your insurance company. | recognize that dental work is not an exact science and

acknowledge that | am responsible for payment in full for the charges incurred for the procedures

regardless of the coverage provided by my insurance carrier. If | am concerned about the cost associated

with treatment, it is my responsibility to request a treatment estimate prior to starting treatment.
(Initials)

| have read the consent form in its entirety. | understand the risks associated with the procedures that
may occur during my visits at L’Anse Family Dental. | do not impose any limitations on L’Anse Family
Dental and its staff. | understand that | should discuss any questions or concerns with my dental provider
to any treatment and therefore, with my signature, agree to have any necessary treatment performed.

Patient signature/Date Witness signature/Date

The undersigned hereby provides consent as the parent or guardian of the above referenced minor patient.

Parent or guardian signature/Date Relationship to Patient



APPOINTMENT POLICY

L’Anse Family Dental requires at least 24 hours’ notice of cancellation prior to the scheduled
appointment time. If you fail to give 24 hours’ notice of cancellation OR do not show for your
scheduled appointment, it will count as a MISSED APPOINTMENT.

Two (2) MISSED APPOINTMENT occurrences will result in dismissal from our practice.

Additionally, we request that you arrive for your appointment on time. If you are late, your
appointment may need to be rescheduled.

(Patient's Name) (Date)
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