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LOVELAND LAKES
FAMILY DENTISTRY

Patient Registration

Today's Date:

Name: Marital Status:

Address: Date of Birth:

Home Phone: Cell Phone: Work Phone:

Ermail: 554: Age: Male 0 Female O
Emergency Contact: Phone:

Name of Employer: Phone:

How were you referred to this office? [ Friend or Family Name:

[ Google [ Facebook [Walkin [ Community Event Internet Site:

Referred by Dr.: Other:

Dental Insurance Information

Name of Insurance Policy Holder: Employer:

Date of Birth: SS# or 1D: Group#:
Insurance Company: Phone:

Secondary Dental Insurance: Phone:

Policy Holder: Employer:

Date of Birth: SS# or |D: Group#:

| certify that the above information is complete and accurate as well as the information on the Medical and Dental
History.

Signature of Patient, Parent or Guardian: Date:
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Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health
conditions that you may have or medications that you are taking could have an important interrelationship with dentistry that
you receive,

¥ N
Are you under a physician’s care now? a0 ifyes
Have you ever been hospitalized or had a major operation? O O ifyes
Have you ever had a serious head or neck injury? 00 ifyes
Are you taking any medications, pills, or drugs? OO0 ifyes
Do you or have you taken Phen-Fen or Redux? 00 ifyes
Have you ever taken Fosamax, Boniva, Actonel or any other
medications containing bisphosphonates? Oogd ifyes
Are you on a special diet? OO0 ifyes
Do you use tobacco or controlled substances? 00 ifyes
Women: Are you ...
Pregnant/Trying to get pregnant? [J Nursing? [ Taking oral Contraceptives? I
_____ ¥/MN Y/N i Y/N Y/N
Aidsﬁ'llb‘ Positive [J I Cortisone Medicine O (1 Haemaphilia 0 O Radiation Treatments (I OJ
Alzheimer's Disease OJ OJ Diabetes [ [ Hepatitis A ] OJ Re:ent Weigl-n: Lclss I:I O
Anaph,'la:‘:s oa Drug Addiction O O Hepatitis Bor C I 1 Renai I:Ilahrms I:I O
Anen'ﬂa EI O Easily Winded OJ OJ Hemp_=. oo ﬂheumatlc Fever O [0
o hngina I:I O Emphysema (] O High Blood Pressure oo Rheumatism O O
Arthritis/Gout [ CJ Epilepsy or Seizures (1 O Hl.gh dmlestarul ono Scarlet Fever OO O
Artificial Heart Valve OO O Excessive Bleeding (O O HwEi or n.ash oo Shingles O O
Artificial Joint O O Excessive Thirst 0 O vaaghtaemla og Sickle Cell Disease (0 [J
Asthma O O  Fainting Spells/Dizziness (O O Irregular Heartbeat T [ Sinus Trouble CJ O
Blood Disease (1 O Frequent Cough OO0 [0 Kidney Problems (1 1 Spina Bifida CJ ]
Blood Tnmsfusm EI D Frequent Diarrhea [0 (O Leukaemla D D Stomachﬂmestlnai Disease (1 OJ
Ereaihlng Problems [J (] Frequent Headaches (0 [J Lh.*er D:sease D D Stroke O OJ
Bruise Easily 0 O Genital Herpes [0 0 Low Blood Pressure [ (] Swelllng of Limbs O O
Cancer 0 O Glaucoma O O Lurq Disease (1 [J Th'!lll‘ﬂld Dusaase |:| D
Chemotherapy O O Hay Fever 0 O Mitral Valve Prelapse O O Torﬁllﬂﬂs O EI
Chest Pains O O Heartht‘l:ackfFanlure Oa EI Osteoporests (1 O Tuberculosis O [
Cnlr.l SuresfFe'uer Elisters oa Heart Murmur EE D Pain in Jaw Joints I CJ Tumaors or Growths O O
Enng:emlzl Heart Dﬁurder aog Heart Pacamaker og Parath\droid Diseese oo Ulcers O O
Convulsions O OJ HeartTruuhIe,fnnsaase aa Psw:hlatm: Care 0O Yellow Jaundice [ OJ

Name Birthday




Are you allergic to any of the following?
Aspirin O Penicillin ) Codeine O] Acrylie O
Metal O Sulfa Drugs O Local Anesthetics [ Latex (I

Have you ever had any serious illness not listed above?

Dental History

How would you rate the condition of your mouth?

Excellent (1 Good O Fair O Poor [0

| routinely see a dentist every:

3 months O 4 months O & months [ 12 months O Not routinely (]

What is your immediate dental concern?

Please check if any of the following apply:
O I had trouble getting numb or reactions to local anesthetic

O | had orthodontic treatment

O 1 would like to change the appearance of my teeth
O | have pain or discomfort in the jaw joint

O | have noticed wear on my teeth

O 1 have noticed crowding or spacing in my teeth

O | clench my teeth during the daytime or at night
O I have worn or currently wear a nightguard

O 1 have a dry mouth with limited saliva

LI My gums bleed when | am brushing or flossing

O 1 have noticed my gums receding

Signature Date
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Einancial Policy

Thank you for choosing Loveland Lakes Family Dentistry. Our primary mission Is to deliver the highest quality and comprehensive
dental care avallable. An important part of our mission is making the cost of optimal care as easy and manageable for our patients
as possible by clarifying financial responsibilities in advance. ﬂnhhﬂmhashﬁmmdwnmm.mud:“m
that you read, agree to, and sign prior to any treatment.

Agregment

!.:mhndLaksramﬂvbmuwfsfnummwmmmmmﬁnmmyﬁwﬂdmummm
We require payment In full at the time of service. rfwummwmnnm,umummﬂmuﬁmdm
for services provided that day. For your convenience, we accept cash, personal checks, Visa, MasterCard, Discover and
CareCredit.

Billing Statement: mm“wmmhmmmmmmmu due and payable when
the statement is issued and Is past due after 30 days from statement date. Balances older than 30 days will accrue interest at the
rate of 1.5% per month or 18.0% per year.

Mizssed appointment fee: Patients who do not show up for an appointment or cancel with less than 24 hour notice will be
charged a $65.00 fee. This fee must be paid before a new appointment is scheduled,

Raturned check charge: Loveland Lakes Family Dentistry charges a $35.00 fee for returned checks with non-sufficient funds.

Past due accounts: If your account becomes past due, we may take necessary steps to collect this debt. If a collection agency or
attomey must be used, you agree to pay all the collection costs, attorney’s fees and court costs assoclated with the collection.

Your insurance policy is a contract between you and your insurance company. We are not a party to that contract. We cannot
compromise on your care, but we can do our best to help you get the benefits you deserve, Our office is obligated to provide
you with the treatment you need, but your insurance carrier is only obligated to pay for what your policy calls for. You are the
mmhmdmwwhthMMmmmm

As a courtesy to our patients, we will be happy to file the insurance claim. However, if we do not receive payment fram your
lrwrunucamwlunhﬁﬁﬁmﬂﬂummwdwmmm:rdmhumdmrm
from your insurance carrier, Ummmv,thﬂnmuenrsrupamhwmmupmauﬂﬁrimmmhmﬁts:ndm
changes. Weunmmmmmmwﬁummmmwmuumm;mwmmm
estimated percentages and deductibles at the time their treatment is rendered.

Minors

The parent(s) or guardians accompanying a minor are responsible for the payment. Minors must be accompanied by a parent
or legal guardian to receive treatment.

Wemmwmmmmmmwmmumm By signing this agreement, you agree to all the
terms and conditions explained above. Please let us know if you have any questions.

Patient, Parent or Guardian Signature Printed Name Date
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LOVELAND LAKES

FAMILY DENTISTRY

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

provided a copy of any updated version, and that | may contact you at any time to request a current
Notice of Privacy Practices.

My signature below acknowledges that | have been provided a copy of the Notice of Privacy Practices:

Signature of Patient or Patient’s Representative Date

Printed Name

Relationship to Patient (if not signed by the patient)



