





LAKE DENTAL CLINIC

Patient Information

Patient Name: First M Last Nickname

Mailing Address City State Zip

Home Phone Cell Phone Work Phone

Male __ Female ___ Minor ___ Single __ Married ____ Divorced ____ Separated ___ Widow/Widower

Date of Birth SS# Driver’s License#

Email Address:

Preferred method of contact: __ Home Phone _____ CellPhone ___ Work Phone ___ Email
Responsible Party

Name of person responsible for this account if patient is a minor:

First Name Ml Last Name Relationship to Patient

Mailing Address City State Zip

Home Phone Cell Phone Work Phone

Date of Birth SS# Driver’s License#

Dental Insurance Information

Please provide a copy of your dental insurance card

Primary Dental Plan Name Phone

Address City State Zip
Name of Insured Relationship to Patient Employer

Date of Birth ID #/SSH Group #
Secondary Dental Plan Name Phone

Address City State Zip
Name of Insured Relationship to Patient Employer

Date of Birth ID/SS# Group

PLEASE HAVE ALL CURRENT X-RAYS FROM YOUR PREVIOUS DENTIST EMAILED TO US at
frontdesk@lakedentalclinic.com BEFORE YOUR APPOINTMENT.




1497 North Business Route 5
P.O. Box 820
Camdenton, MO 65052
(573) 346-7278
www.lakedentalclinic.com

Financial Policy, Assignment of Benefits, and General Dental Consent Form
| acknowledge that | have read, understand, and agree to the financial policies of Lake Dental Clinic.

The patient (or patient’s guardian if a minor) is financially responsible for the payment of all treatment and
care provided by Lake Dental Clinic. Payment is due in full at the time of service including deductibles, co-

insurance and/ or treatment not covered by the patient’s insurance.

In case of divorce or separation, the party responsible for the account prior to the divorce or separation
remains responsible for the account. After a divorce or separation, the parent authorizing treatment for a
child will be the parent responsible for those subsequent charges. If the divorce decree requires the other
parent to pay all or part of the treatment cost, it is the authorizing parent’s responsibility to collect from the
other parent.

The patient consents to a returned check fee of $30.00 if the patient’s check is declined.

The patient agrees to pay a collection fee of 30% in the event Lake Dental Clinic retains a collection agency. In
the event Lake Dental Clinic retains an attorney to collect any amount of a patient’s unpaid bill, whether or
not a lawsuit is ever filed, Patient agrees to pay legal expenses, including without limitation, court costs and
reasonable attorney’s fees.

Lake Dental Clinic will file your insurance as a courtesy, if we are out of network with your insurance company.
Our proposed treatment plans are estimates only. The patient is financially responsible for any portion of a
bill of which your insurance company denies coverage or fails to pay the full amount after accounting for
adjustments, denial and other potential considerations.

The patient authorizes Lake Dental Clinic to furnish to dental/health insurance carriers, any or all patient
information including but not limited to any and all medical records, notes, test results and radiographs
related to treatment (including itemization of any charges and payments on the patient’s account) deemed
necessary to process any claim.
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| authorize Lake Dental Clinic to perform treatment including necessary or advisable examination, radiographs,
hygiene, diagnostic aids or local anesthesia.

In general terms, dental treatment may include but is not limited to one or a number of the following:

Administration of local anesthesia, cleaning, application of topical fluoride, scaling and root planning with local
anesthesia, application of sealants, restorations, dental prosthesis (crown, bridge, partials, etc.), endodontic
therapy.

| understand that during treatment, it may be necessary to change and or add procedures because of
conditions found while working on the teeth that were not discovered during examination. Upon my consent,
| will give my permission to the dentist to make any changes and additions as necessary.

Risk of General Dental Procedures, included (but not limited to) are complications resulting from the use of
dental instruments, drugs, medicines, analgesics (pain killers), anesthetics and injections. These complications
include pain, infection, swelling, bleeding, sensitivity, numbness and tingling sensations in the lip, tongue,
chin, gums, cheeks and teeth. Thrombophlebitis (inflammation to vein), reaction to injections, change in
occlusion (biting), muscle cramps and spasms. TMJ discomfort, loss of teeth or restoration in teeth, injury to
other tissues. Referred pain to the ear, neck and head, nausea, allergic reactions, itching, bruises, delayed
healing, sinus complications and further surgery. Medication and drugs may cause drowsiness and lack of
awareness and coordination (which can be influenced by the use of alcohol or other drugs), thus it is advisable
not to operate any vehicle or hazardous device, or work for 24 hours or until recovered from their effects.

Payment is due in full at the time of service including deductibles, co-insurance and/ or treatment not covered

by the patient’s insurance.

By signing below, | consent to the financial policy and general consent for treatment.

Patient/Guardian Signature:

Patient Name Printed:

Date:
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