
               Welcome to Apple Valley Dental Care 
                Michael Bakken D.D.S 
                                   
                               
The Benefits of a happy healthy smile are immeasurable! Our goal is to help you reach and maintain 
maximum oral health. 
Please fill out this form completely. The better we communicate the better we can care for you. 
 

 
Today's Date________________________ 
 

                                                                               About Patient 
 
 
Name__________________________________________________________________________  Male____ Female____ 
              First                                                          MI                                              Last 
 
Birthdate_____/____/______  Social Security __________________ Single____Married_____Divorced_____Other_____ 
 
 
Home Address____________________________________________________________________________________ 
                          Street                                                       City                                                St.                      Zip                   
 
Home Ph.#(____________)____________________________________Pager/Cell # ___________________________ 
 
Wk #(______________)_________________________________________________ Ext._________________________ 
 
Employer_______________________________________Occupation_________________________________________ 
 
Other family members in our office._____________________________________________________________________ 
 
Someone not living with you in the case of emergency (name and ph.#)________________________________________ 
Whom may we thank for referring you to our office ? _______________________________________________________ 
 

        Child / Spouse Information 
 
Mother / Spouse Name_________________________________________ Date of Birth___________________________ 
 
Employer___________________________________________________ S.S. #_________________________________ 
 
Father/Spouse Name__________________________________________ Date of Birth___________________________ 
 
Employer___________________________________________________ S.S.#_________________________________ 
 

Please give front desk your insurance card for submitting your treatment today. 
 
I agree that the information I have given is correct to the best of my knowledge. I understand that it is my 
responsibility to inform this office of any changes in my health history / insurance or personal status.  I authorize 
the administration of such diagnostic and therapeutic procedures as may be necessary for proper dental care 
and photographs for identification. We give our patients the highest standard of care, we do not let insurances 
dictate your needs.  I assign the providing Doctor all insurance benefits.  I understand that I am solely 
responsible for payment of services rendered.  Any insurance deductibles and copayments are payable at the 
time of service. 
 I understand that co-pays collected are estimates only and payable at the time of service.  I agree to pay any 
finance / interest charges accrued on any unpaid balances. 
 I agree to pay collection / legal fees for collections if balance is not paid in full. This is a legal document. 

I have received, read and understand your Notice of Privacy Practices. (HIPPA) 
 
Patient/Parent Signature_____________________________________________________Date_________ 
 



 



 
 
 
 


