TIME 04:18 PM DATE 6/3/2025
PATIENT REGISTRATION
ID: Chart ID:
FirstName: T Last Name: Middie Initial:
Patient Is:[_ ] Policy Holder [JResponsible Party Preferred Name:
Responsible Party ( if someone other than the patient )
First Name: Last Name: Middle Initial:
Address: i Add}ess 2: Ny
iy, St lew e v nae e e o - S O . ﬁ;ager,:; e
Home Phone: - ”Work Phone: Ext: Cellular: L
Blnh Date: B - Soc Sec: - - ] Drivers LiC: i
DResponsible Party is also a Policy Holder for Patient [:]Primary Insurance Policy Holder E]Secondary Insurance Policy Holder
Patient Information
Address: Address 2
City: o State / Zip: . o Pager:
Home Phone: o o o w\‘)‘&';rl:};}-xérie: T ‘Wiixt: Cellular: -
Gender: DMale | DFemale [JUnknown Marital Status:[_|Married [Isingle [Divorced ["]separated [ IWidowed
Birth Date: Age: Soc Sec: Drivers Lic: »
E-mail: R - [:II would like to receive correspondences via e-ma‘i.l..m - '
- — NNS‘eéfior;‘;’ R _ : Section 3
Employment [ pyj) Time [CJPart Time [(retired History of painpill
Status: Needs Med Clearance
Student Status:[_|Full Time ["]Part Time
Medicaid ID: Pref. Dentist:
Employer ID:“ o o Pref. Phan'nacy:w -
Comior I — bret Hyg :
r— Primary Insurance Information
Name of Insured: Relationship to Insured:|_] Self [Ispouse [Jcnild [TJother
Insured Soc. Sec: " Insured Birth Date:
Bmploger s ansamt, e I e e mm»s Company e e ks
Address: | Address:
Addosy - i
City, State, Zip: I City, State, Zip: , e
Rem. Benefits: S o Ré;r;. Deduct o
Secondary Insurance Information
Name of Insured: Relationship to Insured:[_]Self ["Ispouse [Ichild [Jother
Insured Soc. Sec: T Insured Birth Dz;té:
Employer: - - Ins. Company: o _ e
Addros O Add,—ess;h
Address 2: N Address 2: JE R SR —— W . -
City, State, Zip: T - City, State, Zip:
Rem. Bencﬁts:. Rem. Dedx;;:t: 3




Time 4:18 PM Portiand Dental Center Date 6/3/2025
Eaglesoft Medical History 5/17/23
Patient Name: Birth Date: Date Created:

Although denta! personnel primarily treat the area in and around your mouth, your mouth s a part of your entire body. Health problems that you may have, or medication that you may be
taking, could have an important interrelationship with the dentistry you wil receive. Thank you for answering the following questions.

Oves QMo

Have you ever been hospitalized or had a major operation? {yves (3No ) o ) 5
Have you ever had a serious head or neck injury? C1Yes {3No If yes , S
Are you taking any medications, pifls, or drugs? {3Yes {INo Ifyes ’ - —— }
Do you take, or have you taken, Phen-Fen or Redux? 3 Yes ONo If yes ! Pl
Have you ever tal‘(e‘n Fo_samax, Boniva, Actonel or any other {) Yes I No 1f yes ’ ’
medications containing bisphosphonates? Been e s oo o it st oo oo i
Are you on a special diet? ) Yes {3INo

Do you use tobacco? £3Yes {INo

Do you use controlled substances? {3 Yes (INo If yes ;

Women: Are you

imPregnantﬂ: rymg to get pregnant? { {Nursing? § 1Taking oral contraceptives?

. Are you allergic to any of the following?

|
|
ik
|
!

£ k. iPenicilin [ 1Codeine FiAayic :
o [ILatex {7 Sulfa Drugs [ iLocal Anesthetics ‘
Other? 3 Ifyes | :
* Do you have, or have you had, any of_ the following? o E
© | AIDS/HIV Positive > Yes {IJNo |Cortisone Medicne yYes {INo  |Hemaphika {3 Yes (3No [Radiation Treatments O Yes CiNo
Alzheimer's Disease {3Yes ((3No |Diabetes {Yes {INo |Hepatitis A iYes {3No |Recent Weight Loss iYes N0
Anaphylaxis O Yes {INo |Drug Addiction 3Yes {INo |HepatitisBor C €3 Yes (INo [RenalDislysis £)Yes (3No |
Anemia {)Yes (iNo |Easily Winded iYes (JNo |Herpes {Yes (INo |[Rheumatic Fever iYes {INo
Angina 3Yes (ONo  |Emphysema O Yes (Yo | High Blood Pressure {3Yes {3No |Rheumatism CyYes {aNo
Arthritis/Gout {)Yes {3No |Epiepsy or Seizures €hves (3No |High Cholesterol {3Yes {yNo |Scarlet Fever Cives (ONo
Artificial Heart Valve O Yes {INo |Excessive Bleading 3 Yes {INo |HivesorRash €3Yes (INo |Shingles Oves OiNo !
Artifidal Joint {3Yes (¥No |Excessive Thirst CiYes OYNo |Hypoglycemia SYes {INo |Sickle Cell Disease aves (INo
Asthma QYes {INo |Fainting Spelis/Dizziness () Yes 3No  |Irregular Heartbeat ¢3Yes {3No |[Sinus Trouble Oives $iNo ¢
Blood Disease {)Yes CyNo |Frequent Cough CiY¥es (YNo |Kidney Problems é3Yes €YNo |SpinaBifida {iYes £3No
Blood Transfusion {3Yes {INo |FrequentDiarrhea Cyves OINo | Leukemia {3Yes ¥No [StomachfintestinalDisease (ves CiNo
Breathing Problems {IYes (YNo |[Frequent Headaches hYes {INo  |Liver Disease CYYes (3No  [Stroke Oives (o
Bruise Easily {3 Yes {¥No |Genital Herpes {3 Yes {)No |Low Blood Pressure £3Yes £INo |Sweling of Limbs {ives JiNo |
Cancer ) Yes {3nNo |Glaucoma CiYes {INo  |Lung Disease £3Yes JNo |Thyroid Disease ives Tino
Chemotherapy {yves {3No [HayFever © ves {3 No  |Mitral valve Prolapse 3Yes CINo | Tonsifitis {ves (iNo
Chest Pains {Ives {yNo |HeartAttackfFaiure £ Yes {yNo |Osteoporosis hYes £3No | Tuberculosis €3 Yes £ 3No
Celd Sores/Fever Biisters O Yes {INo |HeartMurmur I Yes {INo [Painin Jaw Joints {>Yes (¥No |Tumors or Growths 3Yes {INo
Congenital Heart Disorder  {"yYes {"yNo |HeartPacemaker (i Yes {INo |Parathyroid Disease Cives N0 |Ulcers Cifes {(ONo
Convulsions {IYes {3No [HeartTroubleDisease yYes {3No | Psychiatric Care % Yes {3No | Venereal Disease iYes ()Mo
Yellow Jaundice O Yes {3No
Have you ever had any serious flness not listed above? D Yes {3No Wyes ; :
1f you are Diabetic then is it Type 1or Type 2?
: To the best of my knowledge, the questions on this form have been accurately answered. [ understand that providing incorrect information can be dangerous to my {or patient’s) health. Itis my
i responsibility to inform the dental office of any changes in medical status.
 Signature of Paient, Parent or Guaedan: © '

X S, T 7 Dater




= Patient Consent

-~ Minor Child g

Insurance

4. | authorize the Practice to submit elalms for payment for services rendered or pre-authorizations
necessary to my Insurance company, on my behalf and In my name listed as “signature on file” and
assign to the Practice the Insurance benefits providing assignment Is accepted. | am responsible for

payment regardless of coverage provided.

HIPAA Acknowledgment

S. I authorize the Practice to release to staff, hospltals, health care service plans, Insurance
companles, self-Insurers or thelr representatives, specialty dentists involved In my child's care, any and
all information, records, and other diagnostic material about my child's medical history, services
rendered, or recommended treatment.

6.1 acknowledge recelpt of the Notice of Privacy Practices.
7.1 authorize sharlng my child's protected health Information with the following individuals who may

be involved in my child's care and I understand | am responsible to notify the Practice of any changes:
a, Name;

Relationship:
b. Name:
Relationship;
¢. Name:

Relationship:

8.1 authorize the following means of communication

Home Number: to Include a message

Moblle Number: to Include a text message and voice message
Emall;

Other:

Parent/Legal Guardian's Signature:
Date:

Patient Consent - Minor Child
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 Minor Child

The parent or legal guardian must complete this form for a minor, provide consent for dental treatment,
ond accompany the child during each dental visit, Treatment will not be provided for unottended
minors unless it Is an emergency. If you wish to designate another adult to be a declsion-maker in your
child's dental care, please complete the Limited Power of Attornoy. If you autherize sharing protected
health Information, complete the HIPAA Acknowledgment saction below.

Your Child(ren)'s Names: '
Patlent's Name : oos: ___/ /[ __

Patient's Nome boe: ___/__/___
Patlent’s Name boB: ___ /o
Patient's Name 0oB: ___/___/ .
Clinical

1.As the parent/legal guardian of the child(ren) listed above, | authorize the Practice to perform ali
recommended treatment on the patient, Including but not limited to;

a. All recommended treatment;

b. Rodiographs, study modsls, photos, and other dlagnostic alds or matericls (collectively,
“Dlagnestic Material”) as needed to make o thorough diagnosls;

¢. The use of anesthetics, nitrous oxlde, sedatives, and other medication, as needed, and am fully
aware that using anesthetic agents Involves certain rlsks, including but not limited to redness and
swelling of tissues, pain, itching, vomiting, dizziness, miscarrlage, cardiac arrest, drowsiness, and/or
lock of coordination.

Financlal

2.1.am responsible for payment for all services rendered for my child. | understand that payment is
due when services are rendered. | am aware that a 1.5% MPR or 18% APR automatically tabulated into
my account If my balance Is 30 days old or older. Should my account become delinquent, | will be
responsible for all additional collection costs, Including reasonable attorney fees.

Maintaining Appolntments
5. | am aware that when appointments are broken or cancelled at the last minute, valuable cliniea!

time is volded, time that could have been spent serving another patlent; especially a patient in pain. |
am aware that to hold down operating costs, 24-hour notice of cancellation is required.

Patlent Consent - Minor Child
Page 10of2
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PORTLAND DENTALI CFNTER

Randall D. Rose, D.D.S.

GeNERAL DeNTIST
DABOI/ID « FAAID « HONORED FELLOW AAID » FAGD

GENERAL & COSMETIC DENTISTRY FELLOW AMERICAN ACADEMY OF IMPLANT DENTISTAY 1.M SepAnon
SURGICAL & PROSTHENC IMPLANT DENTISTRY DiPLOMATE AMERICAN BOARD OF ORAL IMPLANTOWOGY / IMPLANT DeNTiSIRY
DiPLOMATIC INTERNATIONAL CONGRESS OF ORAL IMPLANIOLOGIBT

Appointment Compliance Policy

Our goal is to provide quality dental care in a timely manner. In order to do so we have had to implement
an appointment/cancellation policy. The policy enables us to utilize available appointments for our patients
in need of medical care.

1. Confirmation Policy

All patients are to confirm their appointments within 48 hours of their appointment
time. If 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 24-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. If you are running late, please notify the office right away.

If 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:




