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Yelm Prairie Dental 

 Patient Name: _________________________________________________ Preferred Name: ______________________ 

Date of Birth: _____________________ Male: ______ Female: ______ Married: ______ Single: _______ Child: ________ 

SSN: ______________________________________ Driver’s License#: _________________________________________ 

Home Address: ________________________________________ City: ________________ State: _____ Zip: __________ 

Mailing Address: _______________________________________ City: ________________ State: _____ Zip: __________ 

Home #: ____________________________ Work #: __________________________ Cell #: _______________________ 

E-mail address: ____________________________________________ Best way to reach you:_____________________ 

Employer: _________________________________________________   Is it ok to contact you at work: Yes____ No____ 

Emergency Contact: ___________________________Relationship:_______________ Phone #:_____________________ 

How did you hear about us? ___________________________________________________________________________ 

If referred by someone, whom may we thank for the referral? _______________________________________________ 

Parent/Guardian Information (if patient is a minor): 

Name: _____________________________________________________ Relationship to patient: ___________________ 

Date of Birth: _____________________ SS #: ________________________ Driver’s license #: ______________________ 

Address: __________________________________________ City: ________________ State: _______ Zip: ___________ 

Home #: ____________________________ Work #: __________________________ Cell #: _______________________ 

Dental Insurance Information (Primary):  

Policyholder’s Name: _____________________________ Date of Birth: ______________ SS #: _____________________ 

Insurance Company: _____________________________________________ Group #: ____________________________ 

Employer: _______________________________________ Policyholder’s ID #: __________________________________ 

Patient Relationship to Policyholder: Self: _____ Spouse: ______ Child: ______ Other: ______ 

Dental Insurance Information (Secondary):  

Policyholder’s Name: _____________________________ Date of Birth: ______________ SS #: _____________________ 

Insurance Company: _____________________________________________ Group #: ____________________________ 

Employer: ________________________________ Policyholder’s ID #: ____________________________ 

Patient Relationship to Policyholder: Self: _____ Spouse: ______ Child: ______ Other: ______ 
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Yelm Prairie Dental Financial, Missed Appt, Cancellation Policy 

Thank you for choosing Yelm Prairie Dental, Dr. Matthew Lesh. Our primary mission is to deliver the best and most comprehensive 
dental care available. An important part of the mission is making the cost of optimal care as easy and manageable for our patients as 
possible by offering several payment options.  

Payment Options: 

You can choose from: 

*Cash, Check, Visa, MasterCard, Discover or American Express 

*We offer a 5% courtesy discount to patients who pay for their treatment via cash/check who do not have insurance/membership. 

*Convenient Monthly Payment Options from CareCredit Healthcare Credit Card 

o Allow you to pay over time with 6- or 12-months interest-free 

o No annual fees or pre-payment penalties 

Please note: 

It is the policy of this dental practice to request payment at the time of service. If you choose to discontinue care before treatment is 
complete, your refund will be determined upon review of your treatment plan. 

For larger, more comprehensive treatment plans, a 50% deposit is required to secure your initial treatment appointment.  Any 
special payment arrangements must be made prior to your appointment day. 

We charge 24% interest annually on all accounts that are older than 30 days including a $5.00 billing fee. If you pay your estimated 
patient portion prior to treatment you will not be charged interest or a billing fee within the first 30 days on a remaining balance. 
Your insurance EOB is considered your first billing. A $5.00 late fee will apply to all accounts over 30 days.  

For those using our text payment options: if payment is not received and requires a bill to be sent out; interest, late fee and billing 
fee will apply with first billing.  

Confirmation of Appointments: If you do not confirm your appointment via text, email, phone call, or in person within 24 hours of 
your appointment it will be cancelled.  

 Memberships must be paid in full on the day of membership signup. They cannot be billed or backdated.  

For patients with dental insurance, we are happy to work with your insurance company to maximize your benefits and directly bill 
them for reimbursement for your treatment. Your patient portion is due at the time of service, and it is your responsibility to ensure 
payment from your insurance carrier. We will attempt to answer any questions we can about your insurance and, when possible, we 
will assist in resolving complications with your insurance company. Please understand that we cannot speak on their behalf. Your 
insurance contract is an agreement between you, your employer, and your insurance carrier. If your insurance company has not paid 
(on your behalf) within 60 days, the full amount is due, unless we are working with you and the insurance company on an issue.  

For those patients without insurance coverage, you will be responsible for payment on the day of treatment. If you are not able to 
pay in full, or if your treatment requires several visits, we have payment option for you. Please discuss payment arrangements with a 
member of our business office staff, payment arrangements must be set up before your appointment.  

A fee is charged for patients who no show or late cancel without 24 business hours’ notice. We understand that things do happen 
and encourage you to call us. Keep in mind no shows and late cancellations are expensive for the dental practice – we reserved that 
appointment time for you and have all the staff here with the operatory ready. If you call ahead and reschedule that allows us to get 
another patient in who is waiting due to a full schedule. If we can fill your appointment time, we do not charge for the late cancel. 

First offence:  $75 fee for every hour of your appointment late cancel; $100 for every hour for a no show. 

Second offence:  $125 fee for every hour of your appointment late cancelled; $175 for every hour for a no show. 

Third offence:  $250 for every hour of your appointment or you could be dismissed from the practice. 

The policy of Yelm Prairie Dental, Dr. Matthew Lesh is to charge $45 for returned checks. 

If you have any questions, please do not hesitate to ask. We are here to help you get the dentistry you want and/or need.   

  

                

Patient, Parent or Guardian Signature   Date    Patient Name (Please Print) 
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HIPAA Compliance Patient Consent Form 
 

Our Notice of Privacy Practices provides information about how we may use or disclose protected health information. 

The notice contains a patient’s rights section describing your rights under the law. You establish that by your signature 
that you have reviewed our notice before signing this consent. 

The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date. 

You have the right to restrict how your protected health information is used and disclosed for treatment, payment or 
healthcare operations. We are not required to agree with this restriction, but if we do, we shall honor this agreement. 
The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the use of the information for 
treatment, payment, or healthcare operations. 

By signing this form, you consent to our use and disclosure of your protected healthcare information and potentially 
anonymous usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such a 
revocation will not be retroactive. 
 

By signing this form, I understand that: 
✓ Protected health information may be disclosed or used for treatment, payment, or healthcare operations. 
✓ The practice reserves the right to change the privacy policy as allowed by law. 
✓ The practice has the right to restrict the use of the information, but the practice does not have to agree to those 

restrictions. 
✓ The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease. 
✓ The practice may condition receipt of treatment upon execution of this consent. 

 
May we phone, email, or send a text to you to confirm appointments?                           YES           NO 
 
May we leave a message on your answering machine at home or on your cell phone?   YES           NO 
 
May we discuss your medical condition with any member of your family?                     YES           NO 
 
If YES, please name the members approved:  1: _________________________________________________ 
       

2: _________________________________________________ 
 
 
This consent was signed by: _______________________________________      Relationship to Patient: ___________ 
                                                       (PRINT NAME PLEASE) 
 
 
Signature: _______________________________________________________        Date: _______________ 
 
Witness: ____________________________________________         Date: _______________ 
 

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT: PLEASE LET US KNOW IF YOU WOULD LIKE ONE.  

 

 

Signature: ________________________________________________________________ Date: ________________ 


