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Today’s Date: _______________ How did you hear about us?_____________

Patient Registration
Patient’s Name: ______________________ DOB: ____________ SS#______________
Home Phone: ________________ Cell Phone: ____________________
Email Address: _________________________________
Preferred Method of contact: __ Text __ Call __ Email
Address: ____________________________________________________
City: ___________________________ Zip: _________________________
Spouse/ Guardian Name: _____________________ DOB: ____________
Spouse/ Guardian Phone #: ______________________
Spouse/ Guardian SS# (if they are the policy holder) ______________________

Emergency Contact: (if different from Spouse/ Guardian above)
Name:_________________________ Relationship: ___________________
Telephone number: ______________________
Primary Physician Name and Office: ____________________________
Primary Physician Phone Number _______________________________

Insurance Information
Name of Insured: ______________________ Birthdate: ___________ SS#:__________
Insurance Company:_________________ Policy ID:______________
Ins Co. Address:_____________________________________ Group#__________
Name/address of employer: ______________________________________
Work Phone: ______________________
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OFFICE GUIDELINES

We realize that every person’s financial situation is different. For this reason, we have worked very hard to provide a variety of
payment options to help you receive the dental care needed to enjoy a healthy and confident smile in a personalized and comfortable
setting.

Consent
I authorize the doctors to obtain x-rays, study models, photographs, or any other diagnostic aids deemed appropriate to make a
thorough diagnosis. I will be given the opportunity to discuss my treatment plan with the doctor and financial arrangement will be
agreed upon before treatment has begun.

If care is being rendered on a minor child, I authorize the doctor to obtain x-rays and to treat my child as needed. I
understand I will be given the opportunity to discuss the treatment with the doctor and that the parent or guardian who
accompanies the child to the office is responsible for payment.

Financial Responsibility
1. In the event of default, I am responsible to pay legal interest on the indebtedness, collection cost, and

related attorneys’ fees
2. There is a $35 charge for all returned checks
3. There is a $50 charge per hour charge for broken/ cancelled appointment not allowing a 48 hour notice

Dental Insurance
We are happy to file forms necessary to see that you receive the full benefits of your coverage, however, we cannot guarantee any
estimated coverage. Unless prior arrangements are made, you will be expected to pay your portion of the services provided to you.
Please keep in mind that we can only estimate your portion. If there is a difference after your insurance company had paid, it is your
responsibility to pay the difference. Because the insurance policy is a contract between you and the insurance company, we
will not enter into a dispute with your insurance company over your claim. We will provide information to support the necessity for
treatment, which may assist you in recovering your benefits. Any balance not paid by the insurance company within 60 days of
submission becomes the patient’s responsibility to pay at that time.

Payment Options
1. Cash or check
2. Credit card: for your convenience, we have made arrangement to accept payment by several major credit cards such as VISA,

MASTER and DISCOVER.
3. If multiple appointments are required for your dental treatment, you may pay 60% of your total balance at the start of

treatment and the balance upon completion.

Signature: ____________________________ Date: ___________________________________
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CONSENT FOR USE AND DISCLOSURE OF
HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT for our staff to discuss treatment or finances with the following person. Example: parent,
spouse, child, etc. If none, write NONE.

Name: _____________________________________ Telephone: ___________________________________

SECTION B: TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to carry out treatment,
payment activities, and healthcare operations.

Notice of Privacy Practices: I understand that I have certain rights to privacy regarding my protected health information. These rights are given to me
under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). HIPAA provides certain rights and protections to you as the patient. We
balance these needs with our goal of providing you with quality professional service and care. Additional information is available from the U.S. Department of
Health and Human Services. www.hhs.gov.

 Patient information will be kept confidential except as is necessary to provide services or to ensure that all administrative matters related to your
care are handled appropriately. This includes the sharing of information with other healthcare providers, laboratories, health insurance payers as is
necessary and appropriate for your care.

 It is the policy of this office to remind patients of their appointments. We may do this by
telephone, email, U.S. mail, or by any means convenient for the practice and/or as requested by you.

 You agree to bring any concerns or complaints regarding privacy to the attention of the office manager or the doctor.

 Your confidential information will not be used for the purposes of marketing or advertising of products, goods or services.

 We agree to provide patients with access to their records in accordance with state and federal laws.

 We may change, add, delete or modify any of these provisions to better serve the needs of both the practice and the patient.

 You have the right to request restrictions in the use of your protected health information and to request change in certain policies used
within the office concerning your PHI. However, we are not obligated to alter internal policies to conform to your request.

We reserve the right to change our privacy practices. If we change our privacy practices, we will issue a revised Notice of Privacy Practices, which will
contain the changes. Those changes may apply to any of your protected health information that we maintain.

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice. Please understand that revocation of this
Consent will not affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to treat you or to
continue treating you if you revoke this Consent.

SIGNATURE

I, ______________________________________________, have had full opportunity to read and consider the contents of this Consent form and
your Notice of Privacy Practices. I understand that, by signing this Consent form, I am giving my consent to your use and disclosure of my protected
health information to carry out treatment, payment activities and heath care operations.

Signature: Date:

If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Name:

http://www.hhs.gov
mailto:frontdesk@northlakelandsmiles.com


Frank Laga DMD
6731 US Hwy 98 N, Lakeland, FL 33809 • (863) 858-3043 • frontdesk@northlakelandsmiles.com •
www.northlakelandsmiles.com

Relationship to Patient:
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Consent for Oral Cancer Screening
Our practice continually look for advances to ensure that we are providing the optimum level of oral health
care to our patients. We are concerned about oral cancer and look for it in every patient, to allow for early
diagnosis and treatment.

An American dies every hour of every day form oral cancer. Late detection of oral cancer is the primary cause
that both incidence and mortality rate of oral cancer continues to increase. As with most cancers, age is the
primary risk factor for oral cancer. Tobacco and alcohol use are the other major predisposing risk factors but
more than 25% of oral cancer victim have no such lifestyle risk factors. Oral cancer risk by patient profile is
as follows:

Increase risk: patient ages 18-39 (sexually active –HPV 16/18)

High risk: patients age 40+; tobacco users >40

Highest risk: patients age 40+ with lifestyle risk factors (tobacco and /or alcohol use) previous history
of cancer.

We have incorporated Identafi into our oral screening standard of care. We find that using Identafi along with
a standard oral cancer examination improves the ability to identify suspicious areas at their earliest stages.
Identafi is similar to proven early detection procedures for other cancer such as mammography, Pap smear,
and PSA. It is a simple and painless examination that gives the best chance to find any oral abnormalities at
the earliest possible stage. Early detection of precancerous tissue and minimize or eliminate the potentially
disfiguring effects of oral cancer, and possible save your life. This exam will be offered to you annually and
the fee is $35.00.

Mark one of the following:

____ Yes. I would like to have the Identafi exam along with the standard oral cancer examination. I accept
the financial responsibility for this examination.

____ No. I would prefer not to have the Identafi exam at this time.

Please print name: _______________________________________________________

Patient Signature___________________________________Date:_________________

Witness: __________________________________________Date:_______________
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