
TIME 04:18 PM

ID: Chart ID:

First Name:

Patientls:fJPolicyHolder IResponsibleparty

PATIENT REGISTRATION
DATE6BNO25

Middle Initial:Last Name:

Prefened Name:

Responsible Party ( ifsomeone other than the patient )

First Name:
Middle Initial:

Home Phone:

Birth Date:

Work Phone:

Soc Sec:

flResponsible Party is also a policy Holder for patient flfrimary Insurance Policy Holder f] Secondary Insurance Policy Holder

Patient Information

Address:

Home Phone:

_--
Gender: [JMale

Birth Date: 
.

E-mail:

Address 2:

State / Zip:

Marital Status: IMarried
Age: Soc Sec:

Pager:

Cellular:

[Divorced f]Separated Iwidowea
Drivers Lic:

Section 3

History of pain pill
Needs Med Clearance

Relationship to Insured:flsetf [Spouse []ChlO Iother

Address 2:

City, State, Zip:

Isingte

Section 2

t,r,"ffi:ltrFun rime

Student Status: | 
-lFull Time

Medicaid ID:

Employer ID:

Canier ID:

Primary Insurance lnformation

Pref Dentist:

Pref. Pharmacy:

Pref. Hyg:

[eartfime

[fartfime

IRetired

Name of Insured:

Insured Soc. Sec:

Employer: 
..

Address:

Address 2:

Ciry, State, Zip:

Rem. Benefits: Rem. Deduct:

Secondary Ilsurance Information

Name of Insured:

lnsured Soc. Sec:

Employer:

Address:

Address 2:

City, Stare, Zip:

Rem. Benefits:

lnsured Birth Date:

Relationship to Insured: flsetf f] Spouse f] Ctrita I ott er

Ins. Company:

Address:

Address 2:

City, State, Zip:

Rem. Deduct:

Last Name:

Pager:

Cellular:

Drivers Lic:

Work Phone:

[-]unt,own

fJI would like to receive correspondences via e-mail.

lnsured Birth Date:



Time {:18 PM Porthnd Dental CenEr

Eagbsoft Uedlcal Hbtory 5lt7l23
Bffi Datr: Dah Geated:

Dalc6l4nzs

PatientNnmc:

Arrroush denbr pe,ron ,a p,m*lv roiitir;;n ay 1r*nr"* *r*,;;rd;;;";;; .; ;9;;. ;.;,d., ;;; *r r"r ,.r n r., ;;;;o; ;.r * *r *tahng, could have an important intenelanoruhip witr $e dentisry you w{lri.AG. Tdrk yd |ilil;.rhg u.,; f"xirirdiluil - '

Ara you under a phy$cian's care now?

Have you ever been hosgtafired o had a majry oxration?

Have you ever had a serious head or ned< lnJury?

Are you taking any medications, pi$r, or drugs?

Do you take, or have you taken, phenfen or Reduxi

Hav.e you ever taken Fosamax, Boniva. Actond or any oha
medicatiorr ontainnB bisphosohonaEs?

Are you on a spe6d dietT

Do you use bbacco?

Oo you ure confo{ed s.6stances?

t

Sves Sllo

{J ves (} No

$ves i)ru0

$Yes qSpo

$vee Sllo

$ vcs () no

$vcs gruo

$ves {}xo

Ifves i * ,

Ifyes i

lfyes, i

rfyes i

Ifyes 
i

11
-r:):

$ves gtlo lfyes

Women: fue yo.r,..

r [Presnant/tryins t" gii;ir;ii

fti;,ffi
ffiraux

Inrr-ringf fifahnO oral (onEa<epuvcs?

Are you allagi< to any of the followingl

:"i :Arpirin

i[]uetat

**tre;ffi;
ffmylic
ILool Anrsfretics[*lfa orugs

Otreri rt
L-J Ifyc, 

i

fi vcs ti; No

vl Yes () t'to

$ves Stto
rlves guo

{) Ye; ii No

{jr ves q} ruo

S ves {i ruo

{i Yes {} t-to

$ves ftno
il, ves {J tro

{"} ves i-} Ho

fives $tto
fives frtto
{}Yes C)uo
(J Ycs (') No

{i Yes {, t'to

t] Yec t-) No

ti Yes (') Ho

(J Yes (] No

:nloslnIv eositive 0 i.; C, N; fc"rtJi. u.lta"i-
iAl:heimers oiseose $ ves $ No IuoUot ,iAnaphylaxis $ ves $ No 

I 
orug nOdicton

. ,tnemia {) res $ r,ro leastv wnded
aneina g ves {'} No l*rn*o,"

i lr$rius$out g rcs i) ruo larr.*, , ,d.o.,
i Arlificial Heart Vdve q,) vee (; no 

I 
excesSvc ahcdtng

ilrtifioal:oirt $res Suo lexccssivefi*stiAstrma Svee Swo lrahEngspeus/Dirriness
i Blood Disease {) ves {} Ho 

I 
Frequent Coush

: Blood Transfusion S Ves $ No 
I 
rreouent Diarrhea

iBreailingProblems {}Ves $no lFrequenttteadaches
: Bruise Easly $ res $ ruo lC.,.,,tol rc.pu.
, crn.., fl ves {_} xo lOo,r.oro
: Chemotherapy {} Vcs i} No 

I 
naf fcva

lChestPains {}Ves $no lHeartAtta(faiure
: Cold SoreslFever EtlisErs $ ycs {"} No Ixeart tturmur

iCongerritalHeartDisorder {Jfes $ruo lnearteacemakeriC*uulsion, $ fes $ llo IneartTrouUelDierasc

l:'::':y:_ ___9 ": g-"* 
L _

$ vee fi No I 
nigfr Elood Presswc

(t ves $ tito lrrgh Cholesterd

$vm Sno
(] ves $ wo l nypoglvcemia

Qvee i)ruo llrregulorHeartbeat

fi ves $lro ltcdneyRroblems

Q ves () lto lltl*emia
S ves g tto

$Ves fi tto ILowBloodPressurc

{'l ves (} ruo I t ung oseasc

o ves (-) No I Mibal valve nrolapse

{}Yes $m loseoporosis

$ Yes (i no 
J 
Pain in Jaw Joints

fi Ves O ttto lParadrpc*J Osease

{'} Yes (} No lPsydriatic Care

lR;d,";;;r*;h#- 
-

Recent Wcight Loss

Rend Dielysis

RheumaticFevcr

Rheumatsm

Scarlet Fevet

SHngiles

Sdle Ceil Disease

Slnus Trouble

S*15affd.

Stornadrlnbrtinal Disease

Sboke

Swelling of Limbs

Thyroid Oisease

Tonsillilis

Tubercdosis

Tumors or Growtrs

l.[cers

Venereal Disease

Oi;' O*" li;',er,*'-
$ves sruo lnepautisl

Qvcs Qno lrepetiuseorC
('lves 0tto lx.rpu,

$ vee $ No I rugfr alood eresst

(t ves S tito lrrgh Cholesterd

qlveo f)no lmucsornash
(] ves $ wo l Hypoglycemia

Q vee i) ruo I Irregulor Heartbe

fi ves $no lrcdneyRroblems

fi ves i) lro lu,*emia

$ves flruo ltlreroisease

$ves fi tto ltowBloodRressu

i'r ves (] ruo lung o*oro
D Yes (-) No I Mibal valvr Prolar

i) Yes () tvo loseopoross

[] Yes (] no I ean in:aw:crints

i) Yes () No I ruadrvrad oisea

.') Yes (-) No lPsydriaric Care

I"t.__*_

* 
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()ves $ruo
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{}Yes {}No
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$Yes $No
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{} Yee q} no

$res gno
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#yes {}No

tlave you ever had any *rious illness rrct listed above? $Yeo $No
-.-.....',',-,,'

Dabetes

If you are Diabetic $en i6itTyp. I or Typc Z?

responsibility to irfonn sre dental offi<e of any changes h medical st6b.t5. ' 
I v! vq' rerr vu' 'v "' r \u F 

,

Dut":,
.1



Clinlcol
I' I outhorize the Proclice lo perform oll recommended freotment, including but not limited to:

o. All recommended treoimeni;
b. Rodiogrophs, study models, photos, ond other diognoslic oids or moteriols (collectively,

"Diognostic Moteriol") os needed lo moke o ihorough diognosis;
c. The use of onesthelics, nitrous oxide, sedotives, ond olher medicotion, os needed, ond om fully

owore thot using onesthetic ogenis involves certoin risks, including but nol limited to redness ond
swelling of tissues, poln, itching, vomlllng, dizziness, miscorrioge, cordioc orresl, drowslness, ond/or
lock o{ coordinqtion.

Flnonclol
2. I om rosponsible for poymenl for oll services rendered. I understond thot poyment is due when

services ore rendered. I om owore thot o 1.5% MPR or 18% APR ouiomoficolly tobuloted inlo my occount
if my bolonce is 50 doys old or older. Should my occounl become delinqueni, I will be responslble for oll
oddltionol colleclion costs, including reosonoble otiorney fees.

Molnloinlng Appoinlmonta
3. I om owore fhot when oppointmenls ore broken or concelled ot lhe lost mlnute, voluoble clinicol

time is voided, time thot could hove been speni serving onoiher potient, especiolly o potien, in poin. I

om owore thot to hold down operoting cosls, 24-hour notice o{ concellotion is required.

lngurqnce
4. I outhorize lhe Proctice to submit cloims for poymeni for services rendered or pre-outhorizotions

necessory io my insuronce compony, on my beholf ond in my nome listed os "signoture on file" ond
ossign lo lhe Proctice the insuronce benefits providing ossignment is occepfed. I om responsible for
poyment regordless of coveroge provided.

HIPAA Acknowledgmenl
5. I outhorize the Proctice to releose to sio{f, hospilols, heolth core service plons, insuronce

componies, self-insurers or lheir representolives, speciolly dentists involved in my core, ony ond oll
informotion. records, ond other diognostic moteriol obout my medicol htstory, servic€s rendered, or
recommended lreotmenl.

6. I ocknowledge recelpl of the Notice of Privocy Proclices.

P<rliont Consonl - Adulf & Acknowledgomenl of Recolpl oI Privocy Proclicog
Poge I ol 2

Portland Dental Center, PLLC (61s) 32s-9837

WAdult & Acknowledgement of Receipt of Privocy Proctices



7. I ouihorize shoring my protected heolth informotion wiih the following individuols who moy be
involved in my core ond I understond I om responsible to noiify lhe Proctice o{ ony chonges:
o. Nome: ____Relotionship: _____
b, Nome: _____Relotionship: _____
c. Nome; ____Relotionship: _____
d. Nome: ___Relotionship:

8. I outhorize ihe following meons of communicoiion;
Home Number: ________ _ to include o messoge
Mobile Number: 

-------- 
to include o texl messogo ond voice messoge

Emoil:

Other:

Poiient (over l8) Signoture:

Dote:

Pollenl Consonl - Adult & Acknowledgomenl of Recolpt oI Prlvocy Prqctlcos
Pogo 2 ol 2

Portland Dental Center, PLLC (51s) 325-9837

Consent
Adult & Acknowled gemen



Randall D. Rose, D.D.S.
Geruenal Derurrsr

D^B<)I/|D . EAAID . HONORED FELtClrr' AAID . FAG'D
(;ENEaat a COSM(E D€NIgpv FGr@w AMTDE N AqoEMy d lMptaM DlNr$ry l.V SaMrbN

SuForqr r fu>ss*rrc tMpuNr D.Nnsrw D,pr*^r. AMrRrqil b..o o| OML tMp(^Npws / tMpuNr O.Mrrrfr

Appointment Gompliance Policv
Our goal is to provide quality dental care in a timely manner, ln order to do so we have had to implement
an appointmenUcancellation policy. The policy enables us to utilize available appointments for oui patients
in need of medical care.

1. Confirmation Policy

All patients are to confirm their appointments within 48 hours of their appointment
time. lf you do not confirm, you will be removed from the schedule in order to provide accessible
care for other patients.

Cancellation/No Show Policy for Doctor Appointment

We understand that there are times when you must miss an appointment due to
emergencies or obligations for work or family. We will take into consideration in the event of an
actual emergency, and no prior notice could be given. However, when you do not call to cancel
an appointment, you may be preventing another patient from getting much needed treatment.
Conversely, the situation may arise where another patient fails to cancel and we are unable to
schedule you for a visit, due to seemingly "full" appointment book.

A "no show" is someone who misses an appointment without canceling it within a Z4-hour
working day in advance. No-shows inconvenience those individuals who need access to dental
care in a timely manner. After the third consecutive no-show you may be released from the
practice.

To cancel an appointment, please call or text our office between the hours of 8:00 am-5:00 pm

at: (615) 325-9837.

1. Tardy for appointments

We understand that delays can happen, however, we must try to keep the other patients
and doctors on time. lf you are running late, please notify the office right away.

lf a patient is 15 minutes past their scheduled time, we may have to reschedule your
appointment.

By Signing below you agree and understand the terms of this policy.

Patient Name:

Signature of Patient or Legal Guardian:

IT(fRILNND Df NIAI CFNTFR

OPoM^rrc lNrErN^rEN^L CoNoe!& or OR^. tMp!^Nbr@i.t


