
Patient Registration Form 

Patient Information 

Firsl Name: __________ "',Lasl Name: ______ M.I.--;;-== Sex: __ Ma le __ Female 
SSN: Drivers Lie: Birth Dale: Age:, ___ _ 
Addr'c,=,~, ----------- C;:Cty~.oS~t,7t,~, "Z~;P='===;====-co ___ ,"cc=c~ _____ ___ 
Marital Status: __ Married __ Single __ Divorced __ Separated Widowed 
Contact infor mation 
Home Phonc: _________ ,Cell Phone: ___________ Work Phone: _______ .cxt., __ _ 

Email Address: _________ _ 

Employer Na me: ___________ ,,==::-:-c Occupation: _______________ ___ 
Address: City. Slate. Zip: ___________ _ 
Emergency Contact 
Namc: _________ Phone#: ___________ ,Relationship: ______ _ 

How did you hear about our office? 

Res onsible Par Information 
Who is Responsible for this acco unt? 

Firs t ~~'jnt~":",,"'..:,,~~~~~;;Last Name~~~============~~~M:.I:.=========-SSN: Dri ver license: Birth Date: 
Address: City. Slale, Zip: 
Relationship to Patient : 
Home Phone: Cell Phone:, ________ Work 
Phone: ext 

By signing this page, you will also give us permission to submit your dental work charges 
to your insurance using the insurance information you have provided us separately through 
you 10 card or over the phone or in person. 

Your estimated co-payment for treatment, which is the amount not covered by your insurance, 

is due at the time service is provided. Your co-payment may be adjusted after the time of 

payment. Please keep in mind you are responsible for your total obligation should your 

insurance benefits result in less coverage than anticipated. 

Our office accepts cash, check, visa, and master card. There will be a $25.00 returned check fee 

for any returned checks. Any account over due after 30 days will have a $10.00 monthly billing 

fee . We strive to accommodate the scheduling needs of our patients, and we will make every 

effort to keep your schedule on time. Failure to provide us with a 48 hour notice or failure to 

show up for a scheduled appointment will resu lt in a cancellation/ no show fee of $35.00. 

Acknowledgement of Receipt of Notice of Privacy Practices 
I hereby acknowledge that I have received a current copy of Four Lakes Dental "NOTICE OF PRIVACY 
PRACTICES," revi sion date 1/20/2015 . As required by the Privacy Regulations, Four Lakes Dental has explained 
the "NOTICE OF PRIVACY PRACTICES" to my satisfaction. As required by the Privacy Regulations, I am aware 
that Four Lakes Dental has included a provision that it reserves the right to change the terms of its notice and 
to make the new notice provisions effective for all protected health information that it maintains. 

Patient Na me Patient Signature Date 

Parent/Guard ian Na me (ir minor) Parent/Guardian Signature Date 

4lakes
Text Box
By signing this page, you will also give us permission to submit your dental work charges
to your insurance using the insurance information you have provided us separately through
you ID card or over the phone or in person.
Your estimated copayment for treatment, which is the amount not covered by your insurance,
is due at the time service is provided. Your copayment may be adjusted after the time of
payment. Please keep in mind you are responsible for your total obligation should your
insurance benefits result in less coverage than anticipated.

4lakes
Text Box
Our office accepts cash, check, visa, and master card. There will be a $25.00 returned check fee
for any returned checks. Any account over due after 30 days will have a $10.00 monthly billing
fee. We strive to accommodate the scheduling needs of our patients, and we will make every
effort to keep your schedule on time. Failure to provide us with a 48 hour notice or failure to
show up for a scheduled appointment will result in a cancellation/ no show fee of $35-$50 depending on the length of the appointment. By signing this page you also acknowledge and accept our office financial policy posted in our office and our website and a hard copy of it will be made available to you per your request



MEDICAL HISTORY 
Are you under a physician's care now? Ye, No If yes, please explain: 

Have you ever been hospitalized or had a major operation? Ye, No If yes, please explain: 
Have you ever had a serious head or neck injury? Ye, No If yes, please explain: 

Are you taking any medication', pllll, or drugs ? Ye, No If yes, please explain: 
Do you lake, or have you taken. Phen-Fen or Redux? Ye, No 
Have you ever taken Fosamax, Boniva, Actonel or any Ye, No other medications containing bisphosphonates? 

Are you on a special diel? Ye, No 
00 you use tobacco? Ye, No 

00 you use controlled substances? Ye, No 

r~omen: Are you 
PregnanVTrying to get pregnant? Ye, No Taking oral conlrnceplives? Ye, No Nursing? Ye, No 

Are you allergic to any of the following? 

Aspirin Penicillin Codeine l ocal Anesthetics ACf)'lic Metal Latex Sulfa drugs 

Other If yes, please explain: 

Do you have, or have you had, any of the following? 
AIDS/HIV P03itNe y" No Cortisone Medicine Y .. No Hemophilia YH No Radiation Trea\mef113 
Alzheime(s Disease Y" No Diabetes y" No Hepatitis A y" No Recent Weight Loss 
Anapnyta~is Yo, No Drug AddietK>n Yo. No Hepatitis B or C Yo. No Renal Dialysis 
Anemia Yo, No Easily Winded Yo, No Herpes y" No Rheumalic Fever 
Angina Yo. No Emphysema Yo, No High Blood Pressure Y" No Rheumatism 
Ar1hritl .... Gout Y" No Epilepey or Seitures Yo. No High Cholesterol y" No Scarlet FeVlf 
Artmcial Heart Valve y" No Excessive Bleeding y" No Hives or Rash y" No Shingles 
Artificial Joint Yo. No Excessive Thirst Y" No Hypoglycemia Y" No SidtIe Cell Disease 
Asthma Yo. No Fainting SpellslDizzineu Y" No Irregular Heartbeat Y" No Sinus Trouble 
Blood Disease Y" No Frequent Cough YH No Kidney Problems y" No Spina Biflda 
Blood Transfusion YH No Frequent Oiarrhea Y .. No Leukemia YH No Stomachllntestlnal DIsease 
Breathing Problem Y" No Frequent Headaches YH No Liver Disease Yo, No Stroke 
Bruise Easily Yo, No Genital HerpM Yo, No Low Blood Pressure Yo, No Swelling of Limbs 
c.~, Y" No Glaucoma Yo. No Lung DIsease Yo, No Thyroid DIsease 

c_" y" No Hay Fever YH No Mitral Valve Prolapse Y" No Tonsillitis 

Chest Pains YH No HeartAttacWFa~ure YH No Osteoporosis YH No Tuberculotis 

Cold SoreslFever Blisters Y" No HeM Murmur Yo. No Pain In Jaw Joints Y" No Tumors or Growths 

Congenital Heart Disorder YH No Heart Pacemaker Y .. No Parathyroid Disease YH No U"". 
Veneleal DIsease 

ConVIJlsiorls YH No Heart TroublelOisease YH No Psychiatric Care Y .. No Yellow Jaundice 

Have you ever had any serious itlness not listed above? Ye, No 

Dental Treatment Consent Form 
I underst and that I am having the following treatments done 

y" 
YH 
Y" 
vo, 
Yo. 
Yo 
YH 
YH 

Y" 
Yo 
YH 
YH 
YH 
YH 
YH 
YH 

Y" 
YH 
YH 
YH 

Exam (initials ) X-ray (initials ) Cleaning (initials, ___ ) Fillings (initials, __ _ 

No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 

Drugs and Medications: I understand th at antibiot ics and ana lgesics and other medicat ions 
can cause allergic reactions ca using redness and swelling of tissues, pa in, itching, vomiting, 
and/or anaphylactic shock (severe allergic reaction). (initials ) 
Change in Treatment Plan: underst and that during t reatment it may be necessary t o change 
or add procedures because of conditions found while working on the t eeth t hat were not 
discovered during examination, the most common being root cana l th erapy fo llowing routine 
restorat ive procedures. I give my permission to the Dentist to make any/all changes and 
additions as necessary. (initials ) 

To the best of my knowledge, the questions on this form have been accurately answered, I understand that providing incorrect information can be 
dangerous to my (or patient's) health, It is my responsibility to inform the denial offICe of any changes in medical status. 

SIGNATURE OF PATIENT, PARENT, or GUARDIAN __________________ DATE _______ _ 
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