
Address 2:
City: 

Home Phone: 

DENTAL INSURANCE POLICY 1
Your Relationship to Subscriber: Self

PATIENT INFORMATION

We are pleased to welcome you to our office. Please take a few minutes to fill out this form as completely as you can. 
If you have any questions we'll be glad to help you.

PERSONAL
Name: 

(Preferred)First MI

YMarried: N D-PNon-BMGender: F
Last

Birthdate:        SS #:

Wireless Phone:

HmPhone WirelessPh Email TextMesssageWkPhone

WirelessPhWkPhone EmailHmPhone TextMesssage

WkPhoneHmPhone WirelessPh TextMesssageEmail

ParttimeFulltimeNonstudent

Work Phone:

Email: 

Preferred Contact Method:

Preferred Contact Method for Confirmations: 

Preferred Contact Method for Recall: 

Student status if dependent over 19 (for ins): 

How did you hear about us?

(If someone referred you here, please enter their name so we can thank them.)

ADDRESS AND HOME PHONE
Check box if same for entire family:

Address: 

State: Zip: 

Spouse Child
Subscriber ID #:

Phone: 

Group #: Group Name: 

Subscriber Name: 

Insurance Company: 

Employer: 
Please present insurance card to receptionist.

INSURANCE POLICY 2
Your Relationship to Subscriber: Self ChildSpouse

Subscriber Name: Subscriber ID #:

Insurance Company: Phone:

Group #:Group Name:Employer:

EMERGENCY CONTACT
Name/Relationship:     _______________________________________

Phone Number:      _________________________



MEDICAL HISTORY 

Your Name: Date of Birth: 

Physician’s Name: 

Physician’s Phone #: 

1. When was your last complete physical exam?
2. Have you been a patient in a hospital during the past two years? Yes No 
3. Are you allergic to (i.e. itching, rash, swelling) or made sick by penicillin, tetracycline,

codeine, aspirin, ibuprofen (Advil), acetaminophen (Tylenol), or any other medications?
Yes No 

4. Have you ever had any excessive bleeding requiring special treatment? Yes No 
5. Do you bruise easily? Yes No 
6. When you walk up stairs or take a walk, do you ever have to stop because of pain in your

chest, shortness of breath, or because you are very tired?
Yes No 

7. Do your ankles swell during the day? Yes No 
8. Do you use more than 2 pillows to sleep? Yes No 
9. Have you lost or gained more than 10 pounds in the past year? Yes No 
10. Do you ever wake up from sleep short of breath? Yes No 
11. Are you on a special diet? Yes No 
12. Has your medical doctor ever said you have a cancer or a tumor? Yes No 
Women:     Are you pregnant now? Yes No 

Are you practicing birth control? Yes No 
Do you anticipate becoming pregnant? Yes No 

Please mark any of the following conditions if you presently have them or if you have had them in the past: 

o Mitral Valve
Prolapse

o Heart Failure
o Heart Disease or

Attack
o Angina Pectoris

(chest pains)
o High Blood

Pressure
Low Blood Pressure

o Heart Murmur
o Rheumatic Fever
o Congenital Heart

Lesions
o Scarlet Fever
o Artificial Heart

Valve

o Heart Pacemaker
o Heart Surgery
o Artificial Joint
o Anemia
o Stroke
o Kidney Trouble
o Ulcers
o Emphysema
o Persistent Cough
o Tuberculosis (TB)
o Asthma
o Hay Fever
o Sinus Trouble
o Allergies or Hives
o Diabetes

o Thyroid Disease
o X-ray or Cobalt

Treatment
o Chemotherapy
o Arthritis
o Rheumatism
o Cortisone or Steroid

medication
o Glaucoma
o Hepatitis
o Liver Disease
o Yellow Jaundice
o Blood Transfusion
o Drug Addiction
o Hemophilia

o Sexually Transmitted
Disease

o Cold Sores
o Herpes
o Epilepsy or Seizures
o Fainting or Dizzy

Spells
o Nervousness
o Psychiatric Treatment
o Sickle Cell Disease
o Fen-Phen or Redux

(diet medications)
o Tobacco Use

Please initial and continue on the next page.  ___________ 
Patient initials 



MEDICAL HISTORY 

In the space below, please list all medications including over the counter medications, vitamins, and 
herbals. 

Do you have any disease, condition, or problem not listed on this health history form?    YES  NO 

To the best of my knowledge, all of my responses to the questions on this medical history form are true 
and correct.  If I have any change in my health, or if my medications change, I will inform the doctor at 
my next appointment. 

___________________  
Date 

__________________________________ 
Signature of patient, parent, or guardian 

Additional Notes: 



DENTAL HISTORY 

Dentist’s comments: 

Your Name:  Date of Birth: 
 What is the purpose of your visit? 
Are you aware of any specific problem? 
How long has it been since your last dental visit? 
What was done at that time? 
How long has it been since your teeth were cleaned? 
Have you made regular dental visits?  Yes  No 
If yes, how often? 
Name of Previous Dentist: 
Have you lost any teeth or had any removed?  Yes     No 
Have you had any teeth replaced?  Yes  No 
If yes, how have they been replaced? (circle all that apply) 
Fixed bridge  Removable bridge  Denture 
Are you happy with the replacement? Yes  No 
Would you like to know about permanent replacements?     Yes  No 
Have you ever had complications 
with previous dental treatment?  Yes  No 
If yes, please comment: 
Do you clench or grind your teeth?  Yes  No 
Does your jaw click or pop?  Yes  No 
Do you frequently experience pain or soreness 
in the muscles of your face or around your ear?  Yes  No 
Do you have frequent headaches, 
neck aches or shoulder aches?  Yes  No 
Does food get caught between your teeth?  Yes  No 
Are any of your teeth sensitive to (circle all that apply): 
 Hot    cold    sweets      pressure 
How often do you brush your teeth? 
Do you use dental floss or toothpicks?  Yes  No 
Are you happy with the appearance of your teeth?    Yes  No 
Do you have any discolored teeth that bother you?  Yes  No 
How do you feel about your teeth in general? 
Have you ever had gum treatment or surgery?  Yes  No 
Have you had any orthodontic care (braces)? Yes  No 
Have you had any unpleasant dental experiences or is 
there anything about dentistry that you strongly dislike?      Yes     No 
Do you have any other questions or concerns  Yes  No 

I certify that the above information is complete and accurate: 

______________ 
Date 

________________________________ 
Signature of patient, parent, or guardian 



LAKESHORE FAMILY DENTISTRY

Office Policies

It is our mission to provide the best dental care possible and to be helpful regarding office
issues. To do so, we need your partnership and a clear understanding of our office policies.
Therefore, we ask that you read and consider the following.

Insurance Policies

Note to patients with insurance: WE ARE IN-NETWORK PROVIDERS FOR DELTA DENTAL
PPO AND PREMIER ONLY for all other dental insurance plans we are considered
out-of-network, which means that your benefit levels and co-payments could be affected, so
please check with your insurance for coverage details.

If you have a dental insurance plan, we are happy to process any insurance claim as a service
to you and accept the assignment of your insurance benefits. However, your deductible and the
estimated co-payment are due and payable when services are rendered.

We shall make an effort to inform you of your payment before your dental treatment. In some
instances, additional charges may arise on the appointment date from additional unexpected
treatment performed.

We will estimate your deductible and the portion not covered by your insurance. Our estimates
may differ somewhat from your insurance company's calculations; therefore the amount due in
our office may be adjusted accordingly. Please remember that any insurance reimbursement
quoted is only an estimate and we cannot predict what the insurance company will do.

Your insurance coverage is a unique contract between you, your employer, and your insurance
company. Not all services are covered by every insurance plan. Please be aware that our staff
does its best to provide you with the correct information regarding your insurance, but we
cannot possibly know all of the details of your policy. Ultimately you are responsible for payment
for the services we provide and any balance remaining after the Insurance Company has paid
the claim.

Most companies pay a percentage of our accepted fees. The percentage may vary by the type
of procedure. Other companies reimburse based on a percentage of an arbitrary "schedule" of
fees, which bears no relationship to the current standard cost in this area.

While we do our best to work within your insurance limits and/ or inform you of services not
covered by your insurance plan, our main goal is to recommend the absolute best treatment
available based on your individual dental needs. We do not base treatment recommendations
on what your insurance company will cover.



We strive to bill correctly, and we are willing to correct any errors. However, the reality is
insurance may still not cover some services, even if they are medically appropriate and billed
correctly.

Returned Checks and Collection Procedures

* All returned checks are subject to a $35.00 non-sufficient funds fee.

* We reserve the right to forward any balance past due by 90 days to a third-party collection
agency for collection purposes.

* A service charge will be added if a balance due is not paid within 60 days. The percentage
rate is 1.5% per month and 18% annually.

For your convenience, we accept cash, checks, Visa, MasterCard, Discover, and American
Express.

Appointment Policies

Your appointment time is reserved exclusively for you. Please be considerate of others and give
us 48 hours notice for cancellation or rescheduling of your appointment. Please call us; do not
send emails. If an appointment is not kept or canceled without the proper notice you will be
charged a fee of $50.00 per hour. If you do not arrive for a scheduled appointment, you will be
charged a $ 75.00 per hour No-Show fee.

If you have any questions about the above information or any uncertainty regarding insurance
coverage, Please do not hesitate to ask our office manager. We are here to help you.

__________________

Date

_______________________________________________

Patient or Guardian’s Signature
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