


 

Consent Form 

LAKESIDE MEDICINE           Fax:       208-255-2066 
1005 HWY 2, West                                      Office:  208-290-3302 
Sandpoint, ID 83864 
 

CONSENT TO TREAT 

 
I am voluntarily seeking medical care and treatment from Lakeside Medicine and give permission to the 
medical staff of Lakeside Medicine to examine me, make diagnoses and provide treatment to me in 
accordance with the information, explanations and recommendations they provide me. 
 
Patient Signature:_______________________________________________    Date:_______________ 
 
Legal Guardian/Relationship to Patient____________________________________________________ 
 
 

CONSENT TO BILL 

 
Payment is due at the time of service unless payment arrangements have been approved in advance by 
the practice manager.  We accept credit cards, checks, cash and money orders.  We are happy to process 
your insurance claim, and it is your responsibility to provide us with full and accurate information at the 
time of service. 
 
I authorize Lakeside Medicine to bill my health insurance company for medical services provided. 
 
I understand that my health insurance company may not cover all charges deemed medically necessary 
by Lakeside Medicine. 
 
I understand that I am responsible for any part of the charges that are not covered by my insurance and I 
will be billed directly for those services. 
 
Private Pay accounts are expected to pay at the time of service.  Pre-arrangements may be made with the 
practice manager prior to the appointment.  Patients may be dismissed from the practice for failure to 
follow the financial agreement. 
 
I authorize Lakeside Medicine to release my records to my health insurance company in accordance with 
privacy policy. 
 
I am aware that Lakeside Medicine follows HIPPA privacy rules regarding my health information.  I have 
been offered a copy of the policy to review. 
 
Missed appointments without notice will be charged a $35.00 office fee. 
 
 
Patient Signature:__________________________________    Print Name_________________________ 
 
Legal Guardian/Relationship to Patient________________________________    Date_______________ 
 









LAKESIDE MEDICINE & AESTHETICS, LLC 
1005 Highway 2 West 

Sandpoint, Idaho 83864 
Phone: 208-290-3302         Fax: 208-255-2066 

 
Health History Intake Form 

 
Patient name: _______________________________   Date:__________ 
 
Date of Birth: ________________________________  Age: ___________ 
 
 
Previous Primary Care Provider: ________________________________ 
 
Address: _____________________________________________________ 
 
Phone:_______________________________________________________ 
 
Other Physicians involved in your care: _________________________ 
 
_____________________________________________________________ 
 
Reason for visit today: ________________________________________ 
 
Allergies: (Medication/Food, indicate reaction):          None: ______ 
 
_____________________________________________________________ 
 
_____________________________________________________________ 
 
Medication List: (Please list name/dose/frequency if known) 
 
___________________________      ______________________________ 
 
___________________________       ______________________________ 
 
___________________________       _____________________________ 
 
___________________________       ______________________________ 
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