
PATIENT REGISTRATION

** I understand that copay is due at the time services are rendered**    

initial_________________

FIRST NAME____________________________________LAST NAME___________________________________MI_________________________________

PREFERRED NAME____________________________________________________REFERRED BY_________________________________________________

Birth Date_____________________________________ Email___________________________________________________________________________

Physical Address_________________________________________________________________________________________________________________

City, State, ZIP___________________________________________________________________________________________________________________

Home phone _____________________________Work Phone _________________________________Cell Phone__________________________________

Mailing address__________________________________________________________________________________________________________________

Employer Name & Phone__________________________________________________________________________________________________________

Responsible Party if other than patient:

Name_________________________________________________________Relationship to patient_____________________________________________

Address_______________________________________________________________________________________________________________________

Phone__________________________________________________________Birth Date______________________________________________________

Preferred Pharmacy Name/Location__________________________________________________________________________________________

Emergency Contact___________________________________________________________Phone_____________________________________________

Responsible Party if someone other than patient

Name__________________________________________________________________________________________________________________________

Address________________________________________________________________________________________________________________________

Phone Home____________________________________________________________________________________________________________________

Primary Ins Co ___________________________________________________Secondary Ins Co_________________________________________________

Policy Holder___________________________________________________   Policy Holder_____________________________________________________

Relationship to Policy Holder______________________________________   Relationship to Policy Holder_______________________________________

Policy holder SSN_______________________________________________     Policy Holder SSN_________________________________________________

Policy Holder Birth Date__________________________________________   Policy Holder Birth Date____________________________________________

ID #__________________________________________________________    ID #____________________________________________________________

Group #_______________________________________________________       Group #________________________________________________________





I understand Kristyn L Barker, DDS LLC creates and maintains health and dental records as part of my complete dental 
care. These records contain my:

• Health History
• Radiographs
• Examination Records
• Diagnosis/Diagnoses
• Treatment recommendations and plans
• Records of previous treatment completed
• Outside correspondence received from additional providers
• Account/billing information

I have received or declined the NOTICE OF PRIVACY PRACTICES from Kristyn L Barker, DDS LLC.  This notice explains the 
way in which my health/dental records are used and /or disclosed.  The notice also describes my right in relation to my 
health/dental records.

I allow _____________________________________________ access to my dental records/account.
                      (Family or Friend’s Name)

This notice expires    __________________________    OR    when I give further notice______________
                                            (date of expiration)

Signature of Patient/Parent/Guardian Printed name

Today’s Date            Patient Date of Birth

Phone number         E-mail



FINANCIAL  AGREEMENT

Thank you for choosing Dr. Braker as your dental provider! Please take a moment to read the following, initial each 
section, then sign and date the bottom of this form.

If applicable, insurance balances are ultimately the patient’s obligation.  We will file most primary insurances at no cost 
to you as a courtesy.  However, insurance balances that are not paid within 60 days my be billed to you.  Please keep 
statements and follow-up with your insurance carrier to ensure prompt payment.  Some of your treatment may not be 
covered by your insurance carrier.  The cost for such charges will be your responsibility.

There will be a minimum fee of $50.00 for any checks returned as Non-Sufficient Funds (NSF).

Patient balances that go unpaid for 90 or more days may be referred to a collection company or attorney.  In the event 
this occurs, you will be liable for the collection cost of a minimum of $25.00.  Further, in the event any unpaid account 
balance is referred to an attorney for collection, you may also be responsible for all costs and reasonable attorney’s fees 
incurred in connection therewith.

I understand and agree to be responsible for payment of all services rendered on my behalf or my dependent’s behalf.

I understand that I will be liable for the collection cost of a minimum of $25. Further, in the event any unpaid account 
balance is referred to an attorney for collection, I agree also to be responsible for all costs and reasonable attorney’s 
fees incurred in the connection therewith.

Patient name 
(printed)___________________________________________________________________________________________

Signature of Patient or Guardian:_______________________________________________________________________

Date______________________________________________________________________________________________



CANCELLATION   POLICY

At Dr. Barker’s office, we appreciate our patients and value your 
time. When you schedule an appointment, we reserve the 
required amount of time just for you.  There is a $25.00 
cancellation/rescheduling fee when you miss your scheduled 
appointment without giving the office 24 hours notice.  You can 
notify us by phone, text or email. Thank you!

Patient 
Signature___________________________________

Printed name________________________________

Date_______________________________________
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