
MICHAEL T. LAVELLE Ill DDS PC 

IMPORTANT: PLEASE FOLLOW THESE INSTRUCTIONS BEFORE FILLING OUT THE 
FORMS OR YOU WILL LOSE YOUR WORK!

1. Download the forms ( icon in the upper right ) to your desktop and SAVE

2. Close the website.

3. Open the forms on your computer.

4. Fill out the forms and SAVE

5. Email as an attachment to lavelledds@gmail.com.  

** Note: If you do not save the form to your computer first before filling it out, you 
will lose all of your filled out information.

Please call us at (315) 736-7822 if you have any questions. Thank you!



Patient Information 

Please take a moment to enter or update your information to help us ensure the quality of your care is excellent. 
*** Please type "NA" for any required text boxes that are not pertinent to you *** 

Chart#. 
FOR OFFICE USE ONLY 

Patient Name:* �--�D 
Last 

Title: j Gender: *U Male U Female 
Mr/Ms/Mrs/etc 

Birth Date: * SS#. 

Email Address: 

Phone: * 
Home Work Ext 

Address:* 

First Ml Preferred Name 

Family Status:* U Married U Single U Child LJ Other 

Prev. Visit: 

Best time to call: 

Mobile Fax Other 

·�------------------------�*D·�---------�
City 

Whom may we thank for referring you to our practice? 

LJ Dental Office 

LJ Newspaper 

LJ Other (name below): 

LJ Yellow Pages 

LJschool 

LJ Internet 

LJWork 

Name of person, office, or other source referring you to our practice: 

State Zip Code 

You will fill this out in person at the office.



You will fill this out in person at the office.







You will sign this in person at the office.



Notice Of Privacy Practices-Acknowledgement 

We keep a record of the health care services we provide you. You may ask to see and copy that record. You may also 

ask to correct that record. We will not disclose your record to others unless you direct us to do so or unless the law 

authorizes or compels us to do so. You may see your record or get more information about it by contacting any of our 

staff members. 

Our Notice of Privacy Practices describes in more detail how your health information may be used and disclosed, and 

how you can access your information. 

Response Date: '-L ______ __, 

6 









You will sign this in person at the office.



You will sign this in person at the office.
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