
CHANHASSENDENTAL
Bradley Lembke, DDS

Todd Weber, DDSWelcome!

Policyholder:_______________________________Birth Date:_________________Employer:________________

Insurance Company: _________________________Group #___________________ID#_____________________

Primary Coverage

Secondary Coverage

Policyholder:_______________________________Birth Date:_________________Employer:________________

Insurance Company: _________________________Group #___________________ID#_____________________

Hippa ->> I hereby authorize Chanhassen Dental to release any and all medical and dental information pertinent to my treatment to the above named insurance carrier(s) for

Cancelation Policy- >> I understand a fee may be charged to my account for not providing at least 24 hours notice prior to canceling or rescheduling an appointment.

Disclosure Consent ->> I give my consent to Chanhassen Dental to discuss with my spouse, family members, or guardian information to facilitate my treatment and/or payment on my
account.

accounts not paid when due. An account may be declared in default if not paid in full within 90 days. Upon default I agree to pay 25% collection surcharge calculated on

___________I have read the above Authorization, or had it explained to me, and I understand its contents

                                                                                                                                                                         Patient Signature: ______________________________________________________  Date: __________________________________

Guardian / Guarantor: Name: _______________________________________________________________
(Please Print)

Guardian / Guarantor Signature: ___________________________________________ Date: _____________________________________

Patient Authorization

Please answer each question as completely as possible. 
Thank You! 

Patient Information :
Name:_________________________________ Birth Date:______________ SS#___________________________

Marital Status: Single ___ Married___Separated___Divorced___Widowed___Minor___

Address:____________________________________ City:________________________ St:_____ Zip:___________

Home Phone (     )_______________ Work Phone (     ) ______________ Cell Phone (     )____________________

E-Mail Address:_________________________________________Occupation:____________________________

Whom may we thank for referring you to our office? _________________________________________________ 

Emergency Contact (Someone NOT living with you): 

_______Insurance Information:_____________ 
____________________Phone (     )_______________

Office
Highlight
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