
PATIENT REGISTRATION  

First Name: __________________________Last Name: _______________________Middle Initial: ______  

Preferred Name: _________________________________  

Patient is  :   □ Responsible Party      □ Policy Holder  

Responsible Party: ( if someone other than the patient )  

First Name: __________________________Last Name: _______________________Middle Initial: ______  

Address: __________________________________ Address 2: ___________________________________  

City, State, Zip: _________________________________________________________________________  

Home Phone: __________________ Work Phone: ___________________Cell Phone: ________________  

Birth date: _______________Social Security #: _____________________ Drivers Lic#: _______________  

○ Responsible Party is Policy Holder for Patient  ○ Primary Policy Holder  ○ Secondary Policy Holder 

Patient Information:  

 Address: __________________________________Address 2: ___________________________________  

City, State, Zip: _________________________________________________________________________  

Home Phone: __________________  Work Phone: ___________________Cell Phone: _________________  

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

Birth date: _______________Social Security #: _____________________ Drivers Lic#: ________________  

E-mail: ___________________________________________  □ I would like to receive email correspondences 

Primary Insurance Information:  

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

Insured Social Security #: __________________________ Insured Birth date: _______________________  

Employer: _________________________________ Insurance Company: ____________________________  

Address: __________________________________ Address: _____________________________________   

Address 2: _________________________________Address 2: ____________________________________   

City, State, Zip: _____________________________City, State, Zip: ________________________________ 

Secondary Insurance Information:     

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

Insured Social Security #: __________________________ Insured Birth date: ________________________  

Employer: _________________________________ Insurance Company: _____________________________  

Address: __________________________________ Address: _______________________________________   

Address 2: _________________________________Address 2: _____________________________________   

City, State, Zip: _____________________________City, State, Zip: _________________________________  

  



 



LINK DENTAL CARE  

Financial Policy  

  

  

Thank you for choosing us as your dental care provider! The following 2 pages summarize our 

office financial and appointment policies, which we require you to read and sign prior to 

becoming a patient.  
  

  

Regarding Payment  

We accept the following forms of payment: Cash, Check (for established patients), Care Credit, Visa, 

MasterCard, Discover and American Express. Payment for treatment is due at the time the services are 

rendered. Checks that are returned to our office from your financial institution are subject to a $35 

returned-check fee.  

  

  

Regarding Insurance  

If you have dental insurance, we ask that you realize we do not work for an insurance company. Rather, 

we work 100% for our patients. We feel insurance can be a great benefit for many patients and want 

you to know we will do everything in our capacity to ensure you get every benefit allotted in your 

insurance contract. The treatment we recommend and the fees we charge will always be based on your 

individual needs, not your insurance coverage. At the end of the day, our standard of care, honesty and 

integrity will be what defines our practice.  

  

Your complete insurance information must be presented before services are rendered. Insurance claims 

cannot be backdated and most benefits must be verified before your insurance company can be billed. 

All insurance co-pays and deductibles must be paid at the time of service.  

  

Authorization for Signature on File  
I hereby authorize payment directly to Link Dental Care for all insurance benefits otherwise payable to 

me for dental services rendered. I understand I am financially responsible for all charges, whether 

or not paid by insurance, for any and all dental services rendered on my behalf or my 

dependents. I authorize Link Dental Care to release all information necessary to secure the payment of 

benefits and to use my signature below for all insurance submissions.  
  

  

  

  

  

I have read and understand the above-mentioned policy.  

  
  

__________________________________________                                  ________________________  

Patient Signature (Parent or Guardian, if minor)                 Date  



  

LINK DENTAL CARE 

Cancellation Policy 

 

Recommended Visits 

Your long-term overall health is very important to us and we know it is to you as well. Therefore, we 

stress that you keep your reserved appointment(s) to help eliminate dental disease and any unnecessary 

pain. 

We understand that illnesses, emergencies, flat tires or bad weather will occur…and sometimes life just 

happens. Our team will always do our best to serve your needs. However, we request that any 

appointment changes are made as follows: 

Office Procedure and Fees (Read Carefully!): 
 

• Changing a reserved appointment with at least a 24-hour notice is of no charge or penalty. 

 Appointment changes are possible only during normal business hours, Monday-Friday. 

 

• Failure to give a proper 24-hour notice will result in a broken appointment and incur a $50 charge. 

 
 

Definition of a “Broken Appointment”: 
 

A broken appointment is when you: 
 

• Change or reschedule an appointment with less than a 24-hour notice (see above). 

• Arrive after 15 minutes into your reserved appointment time. 

• Do not show up for a reserved appointment. 

Confirmation: 
 We utilize several methods to confirm you appointments. In the rare instance both our automated 

systems and front office cannot get in contact with you 24 hours before your appointment, we shall 

have the right to release your reserved time to another patient. 

 

We appreciate your understanding and consideration regarding our appointment procedure and if you have 

any questions or concerns, never hesitate to ask us. 

 

I have read and understand the above-mentioned policy. 

 
 

__________________________________________                                  ________________________ 

Patient Signature (Parent or Guardian, if minor)               Date 



  
PATIENT CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION  

  

  

Patient:____________________________________________________________________  
  

Name:_____________________________________________________________________  
  

Address:___________________________________________________________________  
  

Telephone:_________________________________E-mail:___________________________  
  

HIPAA requires that we obtain your consent to use and disclose your protected health 

information for the purposes of carrying out treatment, obtaining payments and carrying on 

healthcare operations for your care. By signing this consent form, you will have acknowledged 

that you have read our Notice of Privacy Practices. This notice is available at 

https://www.linkdentalcare.com/hipaa-notice-of-privacy-practices/. You have the right to 

revoke this consent by submitting your revocation to us in writing. Any action we took prior to 

your revocation will not be affected. We may choose to discontinue your treatment if you 

revoke your consent for us to use and disclose your health information for the reasons stated 

above.  
  

I, ______________________________________________, (print your name here) have 

read the Notice of Privacy Practices and consent to your use and disclosure of my protected 

health information to carry out treatment, payment activities and heath care operations.  
  

Signature:___________________________Date:___________________________________    
  

Personal Representative’s Name:_______________________________________________  
  

Relationship to Patient:________________________________________________________  
  

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.  
  

  

  

  

  

  

  

  

  

 REVOCATION OF CONSENT (Not Mandatory)  

I revoke my Consent for your use and disclosure of my protected health information for 

treatment, payment activities, and healthcare operations.  

I understand that any action you took prior to my revocation will not be affected. As a result of 

my revocation, you may elect to discontinue treating me.  
  

Signature:___________________________Date:___________________________________  

https://www.linkdentalcare.com/hipaa-notice-of-privacy-practices/
https://www.linkdentalcare.com/hipaa-notice-of-privacy-practices/

