
Lalor Creekside Dental 

Patient Information Date____________________

First Name:_______________________  Middle_________  Last Name:_________________________
Address:_____________________________________________________________________________
City, State, Zip:_______________________________________________________________________
Home Phone:__________________________   Cell Phone:_________________________________   
Work Phone:__________________________

Date of Birth:________________    Social Security #:_________________________________    
Sex:___M ___F    Marital Status: ___Married ___Single ___Widowed
E-mail:______________________________________________________________________________

Emergency Contact:  _______________________     Relationship to patient_____________________ 
Phone Number:_________________________

How did you hear about our office? ____________________________________________________
If referred, whom may we thank? ________________________________________________________

Responsible Party (if someone other than patient)

First Name:_________________________  Last Name:_______________________________________
Relationship to Patient:_________________________________________________________________
Address:_____________________________________________________________________________
City, State, Zip:_______________________________________________________________________
Home Phone:________________    Work Phone:_______________    Cell Phone:_________________
Date of Birth:________________    Social Security #:____________________________    

Employment Information

Employment Status: ___Full-time  ___Part-time  ___Retired  ___Unemployed
Occupation:_____________________________________________________
Employer:_______________________________________________________
Student Status: ___Full-time  ___Part-time

_________________________________    _____________________________________    ___________
               Signature of Patient                                      Parent or Guardian                                 Date

(Please turn over)



Primary Insurance Information

Name of Insured:_____________________________ Relationship to Patient: __________________
   Insured Social Security #:___________________________Insured Birth Date:_________________
   Employer:________________________________
   Address:_________________________________
                 _________________________________
                 _________________________________

Secondary Insurance Information

Name of Insured:_____________________________ Relationship to Patient: __________________
   Insured Social Security #:___________________________Insured Birth Date:_________________
   Employer:________________________________
   Address:_________________________________
                 _________________________________
                 _________________________________

Consent for Treatment/Financial Responsibility

1. The information on the registration and the health history is correct to the best of my knowledge.
2. I have received a copy of the HIPPA Privacy Policy as required by law.
3. I hereby authorize Lalor Creekside Dental to furnish information about my dental treatment to 

insurance carriers, third party payors, and/or other healthcare professionals, as appropriate under 
the circumstances.

4. I hereby authorize payment directly to Lalor Creekside Dental of the group insurance benefits 
otherwise payable to me.

5. I understand that I am financially responsible for any and all unpaid amounts incurred in treatment 
and agree to pay for them, in full, at the time of service, unless other arrangements are made in 
writing with a practice representative.

6. I also understand that if my account remains unpaid and is forwarded to a collections agency, I will 
be responsible for any reasonable collections costs, including reasonable attorney fees.

7. I understand that a minimum 24 hours notice is required for cancellation of appointments.  A 
broken appointment fee may be charged to my account, and is payable by me if 24 hours notice is 
not given.

8. I authorize the use of my radiographs and/or photographs for use in seminars or publications of 
this dental office.

___________________________________    _________________________________  ____________
Signature                                                           Financially Responsible Party                    Date


