
PATIENT REGISTRATION

ID: Chart ID

First Name:

Patient Is: I Policy Holder I Responsible Party

Last Name:

Preferred Name:

Middle Initial:

Responsible Party ( ifsomeone other than the patient )

First Name: _
Address:

Last Name: Middle Initial

Address 2

City, State, Zip:

Home Phone:

Bfth Date:

Work Phone:

Soc Sec:

Ext:

Pager:

Cellular:

Drivers Lic:

f] Secondary Insurance Policy Holder[Responsible Party is also a Policy Holder for Patient nprirnury Iasurance Policy Holder

Patient I-nformation

Address:

City:

Home Phone:

Address 2:

State / Zip:

Work Phone:

Pager:

Cellular:

Sex[Male

Birth Date: 
.

E-mail:

!Female Marital Status:[Married ff singte f]Divorced f]Separated [widowed

Soc Sec: Drivers Lic:

Section 2

I I would like to receive correspondences via e-mail.

IRetired

Section 3

Employment;-1Fu[ Time
status:

Srudent Status: n Fu[ Time

Medicaid ID:

Employer ID:

Carrier ID:

lnartfime

f rart rime

Referred By
Previous Dentist

Emergency Contact

Emergency Contact #Pref. Dentist:

Pref. Pharmacy:

Pref. Hyg:

Primary Insurance lnformation

Name of Insured:

lnsured Soc. Sec:

Employer:

Address:

Address 2:

City, State, Zip:

lnsured Birth Date:

Relationship to Insured: I Self f] Spouse flctrla flOtt e.

lns. Company:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Secondary Insurance lnformation

Name of Insured:

lnsured Soc. Sec:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits:

Insured Birth Date:

Relationship to Insured:I Self f, Spouse I CtritA f, Ott et

lns. Company:

Address:

Address 2:

City, State, Zip:

Rem. Deduct:
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IST

Office Policies

Broken Apoointments

Your appointment is reserved specifically for you! We do not double book. Our office requires a reschedule or cancellation notice
of 48 BUSINESS HOURS (ex, Monday appointments must be cancelled by Thursday, Tuesday appointments must be cancelled by
Friday, etc.). lf an appropriate 48-business hour notice is llOT given, or you N0 SHOW for your appointment a minimum $50 fee per

scheduled hour will be charged to your account (ex. $50 for a 30-60 min. appointment, $100 lor 120 min. appointment, etc.).

lnsurance and Financial Pavments

As a courtesy to you, we are happy to file claims on your behalf. Please understand that our relationship is with you and not
with your dental insurance carrier, Your insurance coverage depends on the quality of the plan purchased by your employer. All insurance
plans are different. lnsurance companies do not give us exact reimbursement amounts only esfimafed amounts.

- 

Any balances that are unpaid by your dental insurance carrier within 90 (ninety) days of your appointment will be solely your
financial responsibility. Please feel free to contact your insurance carrier directly to discuss your claim payment status. lf you have

secondary dental insurance, we will collect the copay from your primary dental insurance canier. Any payment amounts from your

secondary insurance carrier will be credited to your account, You can either choose to have it applied toward future dental treatments or
be refunded to you. Payments for all dental and/or hygiene services, including your estimated insurance co-pays, are to be collected
before besinnino anv dental treatmentbl

Electronic Communication

-Now 

that you are our valued patient, you have been automatically enrolled in our state of the art appointment confirmation and

communication system. This system ensures that you receive texts and e-mails regarding important information from our office without
intenupting your busy day. lf you prefer a telephone call from us instead of being automatically enrolled in our electronic communication

system, please indicate below:

tr I accept being automatically enrolled in the electronic communication system.

tr I decline being automatically enrolled in the electronic communication system.

HIPAA Notlce of Privacv

tr I acknowledge that I have received a copy of the HIPAA Notice of Privacy from Lakeside Daytona Dentist. You may discuss
my dental treatment with the following person(s).

tr Please do not discuss my treatment with anyone.

I read, accept, and understand the above Lakeside Daytona Dentisf Office Policies.l further authorize Lakeside Daytona Dentist
to release any information concerning my dental treatment to my insurance canier(s).

Patient Name:

Patient Signature: Date:

Witness Signature: Date:


