
10:24 AMTIME

PATIENT REGISTRATION

DATE 8/15/2017

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

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

Section 2 Section 3

Employment Status: Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Cell Phone Number

Pager Number

Primary Insurance Information

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:



 

Acknowledgement of Receipt Notice of Privacy Practices  

 

Office Use Only 

o Acknowledgement could not be obtained due to: 

o Refusal to sign 

o Communication barriers prohibited information consent 

o An emergency situation prevented our ability to obtain acknowledgement 

o Other: ____________________________________________________ 

 

Office Team Member: ____________________________________ Date: ______________ 

Consent to Share Information 

I, (print name) _____________________________, give permission to share information 

regarding my treatment and/or finances to (check all that apply): 

o Parent Name: ___________________________________ 

o Spouse Name: __________________________________ 

o Guardian Name: _________________________________ 

o Other: _________________________________________ 

 

I also give permission for messages to be left on my home, work, or personal voicemail for 

confirmation of appointments or to communicate insurance or account information.  

 

 

___________________________    __________________ 

Patient Signature      Date 

HIPAA Privacy Notice 

I, (print name) _____________________________, have read and understand the notice of 

privacy practices at Interlakes Family Dental Center and acknowledge that I may request a 

copy of the document at any time.  

 

______________________________   __________________ 

Patient Signature      Date 

 

*You may refuse to sign this acknowledgment*  



 

Please sign below after you read and understand our programs and policies. 

 

 

 

Patient Signature: ________________________________________         Date: _________________ 

Referrals 

For every new patient, you refer to Interlakes Family Dental Center you will receive $25 

account credit to be used in our office. The credit will be applied to your account when the new 

patient has completed this form * with your name written in the “Who may we thank for 

inviting you?” section. * 

Who may we thank for inviting you?  

o Current Patient: _________________________ 

o Through my dental insurance company 

o On the internet 

o Google    

o Yahoo 

o Bing 

o Yelp 

 

o Facebook 

o Healthprofs.com 

o Healthgrades.com 

o Other (please specify): _______________ 

Financial Policy 

Compensation for services is due when treatment is performed. Payment options include: cash, 

check, credit card, or third party financing through Care Credit or Lending Club Payment 

Solutions. We want to help you achieve your goals, so if you would like to discuss payment options 

please speak with Lisa, our Treatment Coordinator.  

Missed Opportunity Policy 

We are dedicated to giving you the best care possible. If you are unable to keep your 

appointment, please give us at least 24 hours notice so someone else may have the opportunity 

to use the time we have reserved for you. If you cancel last minute, or do not come to a 

scheduled appointment due to a non-emergency, we will charge you $50 for a missed 

opportunity with the doctor and/or $30 for a missed opportunity with your dental hygienist. 

Thank you in advance for your cooperation in ensuring a smooth-running schedule.  



60 Whittier Hwy, Suite 1, Moultonborough, NH 03254                 InterlakesDental.com                     P: 603-253-4363              F: 603-253-4148 

 

 

 

 

 

Official Record Release 

 

Please forward all records for the following patients to TOOTHMAIL@INTERLAKESDENTAL.COM 

 

Patient Name:       D.O.B: 

 

 

________________________________________________________                        __________________  

________________________________________________________                        __________________  

________________________________________________________                        __________________  

________________________________________________________                        __________________  

________________________________________________________                        __________________  

________________________________________________________                        __________________  

 

 

Printed name of patient or guardian: ____________________________________________ 

Signature of patient or guardian: ________________________________________________ 

Date: _______/________/___________         

Previous Office Information: _____________________________________________________






