12 E. Harrison St.
Farmington, MO 63640
www.CordellLakeDDS.com
(573) 756-4344

CORDELL LAKE, D.D.S.
GENERAL AND GOSMETIC DENTISTRY

PATIENT INFORMATION

First Name: Last Name:

Birth Date: SSN:

Address:

City: State: ZIP

Mobile Phone: Home Phone:

Work Phone: Preferred Phone? () Mobile () Home () Work

Email Address:

APPOINTMENT CONFIRMATIONS

Please send all appointment confirmations to: (O The Patient () Another Person (name & contact info below)

How should confirmations be sent to that person? () Text () Email () Text &Email (O Phone Call

Please note that we require all appointments to be confirmed to remain on our schedule. We reserve the right to charge a
failed/late cancellation fee for any missed or late cancellations within 24 hours of the appointment time.

INSURANCE INFORMATION
(O No Dental Insurance () Interested in Cordell Lake DDS Wellness plan

O Primary Dental Insurance

Name of Insurance Company: State:

Policy Holder Name: Birth Date:

Member ID: Group:

Name of Employer:

Relationship to Insurance holder: (O Self (O Parent (O Child (O Spouse () Other
(O Secondary Dental Insurance

Name of Insurance Company: State:

Policy Holder Name: Birth Date:

Member ID: Group:

Name of Employer:

Relationship to Insurance holder: () Self QO Parent (Q Child ) Spouse () Other

MEDICATIONS

O Has a physician advised you to take antibiotics prior to dental treatment (pre-medication)? If yes, please list

the physician’s name and the reason (if known):

(O Have you ever taken FosaMax, Boniva, Actonel or any other medications containing biphosphonates?

(O Are you taking blood thinners?

Please list all prescription and over-the-counter medications you are taking:




CORDELL LAKE, D.D.S.

GENERAL AND COSMETIC DENTISTRY

12 E. Harrison St.

Farmington, MO 63640
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(573) 756-4344

ALLERGIES (Please check any applicable)

(O Acetaminophen/Tylenol

O Acrylic
(O Aspirin
(O Codeine

QO Erythromycin

O Ibuprofen/Motrin/Advil

O Keflex
(O Other

O Latex
O Local Anesthetic
(O Metals

O Penicillin
O Sulfa

(O Tetracycline

CONDITIONS (Please check any applicable)

(O Abnormal bleeding
(O AIDS or HIV infection
O Alzheimer's/dementia
O Anemia

O Angina

O Anxiety

O Artificial Joints

() Asthma

O Autoimmune disease
(O Blood disease

(O Blood Transfusion

(O Cancer/chemotherapy/

radiation treatment

(O Cardiovascular disease
(O Chronic pain

(O Congestive heart failure
(O Damaged heart valves

QO Diabetes

O Emphysema

(O Epilepsy

(O Fainting spells/seizures
(O Heart attack

O Heart murmur

(O Hepatitis, jaundice or liver

disease
(O High blood pressure

(O Kidney Problems

(O Mitral valve prolapse
(O Neurological disorders
(O Osteoporosis/Paget’s

(O Other congenital heart
defects

(O Pacemaker

O Persistent swollen glands
in neck

(O Rheumatic fever

(O Rheumatic heart disease

() Severe
headaches/migraines

(O Do you use tobacco (smoking, snuff, chew, bidis, vaping)?

(O Has there been any change to your general health in the last year? If yes, explain:

(O Sinus trouble
O Stroke

O Systemic lupus
erythematosus

(O Thyroid Problems
(O TMJ Disorder
O Tuberculosis

(O Tumors or growths
O Ulcers
(O Other

(O Have you had a serious iliness/operation/hospitalization in the past 5 years? If yes, explain:

(O Areyou pregnant? If yes, list number of weeks below:

O Are you nursing?

DENTAL RELATED CONDITIONS

O Do your gums bleed when () Are your teeth sensitive

you brush or floss?

O Are you experiencing

dental pain or discomfort?

(O Do you wear complete

dentures?

to cold, hot, sweets or
pressure?

(O Have you had problems

with previous dental
treatment?

(O Do you wear partial
dentures?

O Do you grind your teeth? (O Do you have any clicking,

(O Have you had a serious
injury to your head, neck or

mouth?

popping or discomfort in
your jaw?

(O Have you had any
periodontal (gum)
treatment?
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SUMMARY OF PRIVACY PRACTICES

How We Use Your Information:
We may use or share your health information to:

e Treatyou (e.g, share with specialists or labs).

« Bill for services and work with your insurance.
Run our practice (e.g., for quality improvement or staff training).
Send appointment reminders via phone, text, or email.
Notify family or caregivers if you agree or in emergencies.
Comply with law for public health, safety, or required reporting.

You have the right to:
e Access and get copies of your records (fees may apply).
Ask us to correct your health information.
Request restrictions on how we use/share your information.
Receive a list of who we’ve shared your information with (in some cases).
Ask for private communication (e.g., at a specific phone or mailing address).

If you give us written permission to use your information for other purposes (e.g., marketing), you may
revoke it at any time.

We may update this notice and will provide you with a new version when required.
For full details or questions about your rights, contact our office or ask for the complete Notice of Privacy
Practices.

YOUR PRIVACY MATTERS TO US

At Cordell Lake, DDS, we are committed to safeguarding your personal health information. This notice
outlines how we manage your information and your rights as a patient:

What You Should Know:

* We are legally required to protect the privacy of your health information.

e This notice explains how we may use and share your information in accordance with the law.

¢ |t outlines your rights regarding your personal health information.

|t describes our right to update and revise these privacy practices.

|t provides instructions for filing a complaint if you believe your privacy rights have been violated.
[t lists when your permission is required before we can share your information.

¢ [t identifies who you can contact with questions about your privacy.

ACKNOWLEDGEMENT OF RECEIPT

l, , confirm that | have received a copy of Cordell Lake, DDS’s Notice of Privacy
Practices.

Signature of Patient/Parent/Patient Representative: Date:

If you are not the patient please describe your relationship/legal authority to act on behalf of the patient:
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NOTICE TO ALL PATIENTS

FAILED APPOINTMENTS AND LATE CANCELLATIONS

Please note that we require all appointments to be confirmed to remain on our schedule and at least 24
hours’ notice if you need to cancel or reschedule an appointment.

If proper notice is not given, a fee may be charged to your account for each missed or late-canceled
appointment. Repeated missed appointments or late cancelations may result in the termination of care from
our practice.

DENTAL INSURANCE

As a courtesy, our office will file dental claims with your insurance company on your behalf. While we do
our best to stay informed about common plans and their limitations, it is your responsibility to know
the specific terms of your policy — including any coverage limits, frequency restrictions, or
exclusions.

Required Exams and X-Rays:
* New hygiene patients must complete a comprehensive exam and full-mouth x-rays.
* Patients seeking treatment for a current issue typically need a limited exam and a diagnostic x-ray.

If you've had exams or x-rays within the last five years, please let us know — prior imaging may
affect your coverage. You are responsible for any costs not covered by your insurance. If you
have recent x-rays from another provider, we're happy to review them to see if they can replace the
need for new ones.

Need an Estimate?

We can usually provide a general cost estimate. If you want a more accurate breakdown, we recommend
requesting a pre-determination from your insurance company. This is not a commitment to treatment,
but it will give you a clearer idea of what your plan will cover. Please note that the pre-determination can
take at least 30 days to hear back from insurance and sometimes longer.

PATIENT ACKNOWLEDGEMENT

l, , have read and understand these policies. | acknowledge that | am
responsible for any charges not covered by my insurance company. | acknowledge that 24 hours’
notice is required for canceling or rescheduling my appointment.

Signature of Responsible Party: Date:




