
TIME O4:18 PM

ID:

First Name:

PATIENT REGISTMTION
DATE6BNO25

Middle Initial:

Patient Is:[PoUcy Holder fJResponsible party

* 
I-*i Nu,,.,

Prefened Name:

Responsible Party ( ifsomeone other than the patient )

First Name:

Address:

City, State, Zip:

Home Phone: 
._

Birth Date:

Work Phone:

Soc Sec: Drivers Lic:

Middle Initial:

Pager:

flResponsible Party is also a policy Holder for patient fJPrimary Insurance Policy Holder f] Secondary lnsurance Policy Hotder

Patient Information

Address:

City:

Home Phone:

Gender: l_lMale

Birth Date:

l_.lFemale

Address 2:

State lZip: Pager;

Cellular:Work Phone:

[untoown Marital Status:[Married Isingte [Divorced [separated [wiio*.a
Age: Soc Sec: Drivers Lic:

f,I would like to receive correspondences via e-mail.

Section 3
t,0,"J,ffi::nFuu rime

Student Starus: l:]Full Time

Medicaid ID:

Employer ID:- 
-*

Carrier ID:

fifartfime

[fartfime

IRetired History of pain pill
Needs Med Clearance

Primary Insurance Information

Relationshiptolnsured:[Self [Spouse [CfritO f,Othe,

Employer:

Address:

Address 2:

City, Srate, Zip:

Rem. Benefits: Rem. Deduct:

lns. Company:

Address:

Address 2:

City, State, Zip:

Secondary Lrsurance lnformation

Name of Insured:

Insured Soc. Sec:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits:

Insured Birth Date:

Relationship to Insured: n Self I spouse f]ctna f]oth",

lns. Company:

Address:

Address 2:

Ciry, State, Zip:

Rem. Deduct:

Last Name:

Insured Birth Date:



Tlme {llE PM

Patient Namel

Have you ever been hoqritalzcd or had a major opcralion?

Have you ew had a srrious htad or nedcinJury?

Are you takiog any medications, piflg or drugs?

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

Have you ever taken Fosamax, Boniva, Acbnd or any oBrer
medicitioE ontairE tjphosohoraEs?

Are you on a sgecid clietT

Do you use tobaccol

Do you ure <ontrolled sJbst ncEs?
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i IPregnant/trying to getpregnlnt?
I
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I Radiation Treatnents

Recent Wcight Loss

Rcnd Dielysis

RhcumatkFcver

Rhetnnatism

Scarlet Fever

${nglee

$dle Ceil Disease

Slnus Trouble

Spina Biflda

Sbmach/Intestinol Osease

Sfoke

Swelllng of Limbs

Thyro-nl Dseasr

Tonsillitis

TubcrculoSs

Tumors or Grow$rs

Ulccrs

Venereal Disease
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Heprtiur B or C

Herpes

High Blood Pressr.rc

ffgh Cholceterd

Hlvcs or Rarh

Hypoglycemia

Iffcqular Heartbeat

l(dney Problems

Ieukemiia

Liver Dis€.3?

Low Blood Pressurc

Lung Discas!

MtdValvr Prolapse

Osteoporosis
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Jnsuronce

4' I oulhorlza the Proctlce lo submlt clolms for poymenl for servlces rendered or pre-outhortzolons
noco33ory lo my lneuronce comPony, on my beholf ond ln my nome llsted os "slgnoture on flle,, ondosslgn lo lhe Prqcllce lhe lnsuronce benefitc provldlng ossrgnmenl ls occepted. I om responslble for
poymenl rogordless of coveroge proildod.

HIPM Acknowledgment
5' I outhorEe the Proollce to releose to eloff, hospllols, heolth core servlce plons, lnsuronce

componlea, self-lnsurers or lhelr represenlollver, specloltT denflsts lnvolved ln my chtld'a core, ony ondoll lnformotlon, records, qnd other dlognostlo moreaoi obout my chtld! modtcol hlstory, servtces
rendered, or recornmended troqlmenl.

d, I oclnowledge recelpl of the Nolloe of prtvocy procflces.

, 7' I outhorlzo shorlng my ohlld's proleoted hsohh rnformoilon wlth the followtng tndNtduols who moy
be lnvolved ln my chlld'r core ond I understond I om responslble lo nollfy lhe prootLe of ony chonges:

o. Nome:

Relollonshlp:

b. Nomo:

c, Nome:

Relotlonshtp: __

Relottonshtp:

8. louthorlze the followlng meons of communlcollon:
Home Nurnber:

Moblle Number:
to hclude o messoge

lo lnolude o lext measoge ond volce messoge
Emoll:

Olher:

Porent,/Legol Ouordlon's Slgnolure:
Dole:

Pollent Conrenl - Mlnor Chlld
Poge 2 ol 2

Portland Dental Center, PLLC (61s) 325€837

Potient Consent

n
tJr0rnl\lt



Ihe. porenl or legol guordlon musl complete lhb form for o mrnor, provlde consenl for dentol treotmenr,
ond occompony the ohtld durtng eoch denlsl vlsll, Treolmonl wlll not be provided lor unoltended
mlnors unless lt le on emergenoy. tf you wlch lo deslgnole onother oduh lo bo o deoblcn-meker ln your
child's dentol core, pleose complele the ltmttcd Power o{ Afiorncy. ll you ourhorrze rhorlr.E proreored
hoshh lnformslton, oomplote the HIpAA Acknowledgment seclton below.

Your Chlld(ren),r Nomee:
Pollenl's Nome----- 

---------DoB: --- /--/--
Pollenl's Nome

Potlenl'c Nome

Pollenl'e Nome,

Cllnlool

DOB: / /
.DOB: *__ /_- /

__- / ___/ __-

l'As lhe porent/legol guordlon of the chtld(ren) ltsted obove, I oulhorlze lhe prqcilce to perlorm oll
recommended treolmenl on lhe poflenl, lncludlng bul nol ltmtted to;

o. All recommendod treolmonl;
b. Rodlogrophs, sludy models, photoc, qnd other dlognosllc olds or moterlolr (collecilvely,

'Dlognoellc Motertol") oc needed lo moie o thorough dtognoetoi
c. The use of onealheflca, nllrous oxlde, sedqilv"r, ond olher medlcqflon, os needed, qnd qm fully

owore lhol uslng onesthellc ogents lnvolvee cerloln rlsls, lncludlng bul nol tlmlted lo redneas ond
swelllng of flaoues, poln, ltchlng, vomltlng, dlzzlness, mlscordoge, cordloc orresi, drowslness, ond/or
lock ol coordlnollon.

tlnqnclot
2' I sm responsible for poymenl for oll servlces rendered for my chlld. I underslond thot poymenl ls

due when servlces ore rendered. I om owore lhqt o 1.5% MPR or l8% APR outomollcolly tqbuloied tnto
my occounl lf my bolonco lc 50 doys old or older. Should my occount become dellnquent, I wlll be
respon$ble for oll qddtttonol collecilon cosrs, rncludrng ,rororobl" ortorney feee.

Molntolnlng Appotnlmenlr
5. I om owore ihot when oppolntmenlc ore brolien or conoelled ot the loet mlnule, voluoble clinlool

llme ls volded, tlme lhol could hove been epenl servlng onofher poitent; erpeololly o pottent In potn, I

om oworo thsl lo hold down operotlng coele, 24-hour noilce of conoellotlon ls regulred.

Pollenl Concenl - Mlnor Chlld
Pogo I ol 2

Portland Dental Center, PLLC (6ls)32s€837

Potient C0n$ent1



Randall D. Rose. D.D.S.I
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Appointment Compliance 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 fiom 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 faili to cincel 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 a24-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:
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