
      
 
 
 
 

 

REGISTRATION FORM 
(Please Print) 

Today’s date:  

PATIENT INFORMATION 

Patient’s last name: First: Middle:  Mr. 
 Mrs. 

 Miss 
 Ms. 

Marital status (circle one) 

 Single  /  Mar  /  Div  /  Sep  /  Wid 

Is this your legal name? If not, what is your legal name? (Former name): Birth date: Age: Sex: 

 Yes  No          /          /   M  F 

Street address: Social Security no.: Home phone no.: 

  (          ) 

P.O. box: City: State: ZIP Code: 

    

Occupation: Employer: Employer phone no.: 

  (           ) 

Chose clinic because/Referred to clinic by (please check one box):  Dr.   Insurance Plan  

 Family  Other                                Close to home/work  Google  Friend:   

Other family members seen here:  

 

INSURANCE INFORMATION 

(Please give your insurance card to the receptionist.) 

Person responsible for bill: Birth date: Address (if different): Home phone no.: 

        /         /  (          ) 

Is this person a patient here?  Yes  No   

Occupation: Employer: Employer address: Employer phone no.: 

   (          ) 

Is this patient covered by insurance?  Yes  No  

Name of primary insurance:       

      

Subscriber’s name: Subscriber’s S.S. no.: Birth date: Group no.: Policy no.:  

         /       /    

Patient’s relationship to subscriber:  Self  Spouse  Child  Other  

Name of secondary insurance (if applicable): Subscriber’s name: Group no.: Policy no.: 

    

Patient’s relationship to subscriber:  Self  Spouse  Child  Other  

 

IN CASE OF EMERGENCY 

Name of local friend or relative (not living at same address): Relationship to patient: Home phone no.: Work phone no.: 

  (          ) (          ) 

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am 
financially responsible for any balance. I also authorize Parkside Dental or insurance company to release any information required to process my claims. 

     

 Patient/Guardian signature  Date  

 







 

 

 

 

Financial Policy for Our Patients  

Our office wants all of our patients to be able to comfortably afford dental care. We proudly offer the 

following financial policy so that our patients can have the opportunity to decide which payment option 

best suits their needs.  

 

Payment is due in full at time of service. 

 

Payment Options: In order to make dentistry as affordable as possible, we offer you these payment options:  

 Pay in full with cash or check at the start of treatment and receive a 5% prompt payment reward.  

 Pay in full at time of service with VISA, MasterCard or Discover.  

 For patients with insurance, your estimated portion is due at time of service (cash, check, VISA, MasterCard 

or Discover).  

 Extended-term financing is available through Care Credit, Chase and Lending Club which are health credit 
accounts that can be applied for through our office with an outside financing company. The application is 

called in from our office, and we usually know within an hour if your application is approved. This is a one 

(1) year interest free credit card with payments being made directly to the financing company.  

 

We include a monthly billing charge or finance charge of 0.5% on all balances of 60 days and older.  

 

Dental Insurance: It is our pleasure to assist you in preparing and submitting your claims, and helping you to 

maximize your insurance benefits. At the time of service, we will only ask you for the estimated portion of the 

dental care that is your responsibility. Please understand that this is only an estimate, and is based on the 

information available to us.  

The financial obligation for dental treatment is between you and our office, regardless of insurance coverage. 

Because your dental benefits are governed by a contract between you/your employer and your insurance 

company, if we have not received payment from your insurance carrier 30 days after the claim is filed, the 

remaining balance will be due and payable by you.  

The treatment we recommend is determined by what is best for your dental health. Our recommendations are 

based on your dental needs, not your insurance coverage. Your insurance company may or may not cover all 

recommended procedures. We request that you understand your benefit plan and be familiar with the dental 

benefits covered by your insurance in advance of your appointment so that together we can make the best 

treatment decisions. If you have any questions about your coverage, we encourage you to call your insurance 

company’s Customer Service Center to learn more about your coverage.  

 



Please remember that dental insurance is not designed to cover 100% of the cost of all treatment. For example, you 

may choose treatment that your dental insurance excludes from coverage (i.e., a “non-covered service”). In those 

cases, you will be responsible for the full amount of those services. Our staff is happy to provide you with estimates 

for the treatment options you have chosen, and answer any special concerns or questions that you may have.  

I authorize my insurance company to make payments directly to the dental office for benefits otherwise payable to 

me. I authorize release of my records to third party payers, other healthcare professionals or operations or other 

entities as deemed necessary by this office. I authorize the use of this signature for all insurance submissions. I 
authorize this office to charge my credit card or bank account for any unpaid balances, including but not limited to 

balances after insurance payment. I understand in certain circumstances, my credit report maybe requested. I have 

reviewed the information on this form, and it is accurate to the best of my knowledge. I understand check 

payments may be converted to automatic bank drafts. I have received a copy of the Notices of Privacy Practices 

form.  

 

Broken Appointments: A specific amount of time is reserved especially for you and we strongly encourage all 

patients to keep their appointments. If you must change your appointment, we require at least 24 hours notice. If 

you do not provide us with at least 24 hours notice, we reserve the right to charge you a $50.00 cancellation fee.  

I understand and agree that I am responsible for the balance on my account for any professional services rendered, 

without regard to whether I have insurance.  

 

I have read and understand all of the information contained on this form.  

 

We welcome you to our family and look forward to helping you get the healthy, beautiful smile you’ve always wanted. 

If there is anything we can do to make your visits here more pleasant, please don’t hesitate to ask one of our staff 

members.  

 

 

Patient Name (Please Print):____________________________________________________ DOB: ___________________________ 

Patient/Guardian Signature: ____________________________________________________ Date: ___________________________  



 

 

 

 

 

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION 

SECTION A: PATIENT GIVING CONSENT  

Name: ______________________________________________________________________________DOB: _______________________________________________ 

Address: _________________________________________________________________________________________________________________________________ 

Phone #: _____________________________________________________________ E-mail: ___________________________________________________________ 

Social Security #: __________________________________________ 

SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY  

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to carry out 

treatment, payment activities, and healthcare operations.  

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this Consent. Our 

Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and disclosures we may make of 

your protected health information, and of other important matters about your protected health information. A copy of our Notice 

accompanies this Consent. We encourage you to read it carefully and completely before signing this Consent.  

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy practices, we 

will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may apply to any of your protected health 

information that we maintain.  

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:  

Contact Person:  MICHAEL WEBER                      Telephone:   612-332-0559                         Fax: 612-332-2554    

Email: appt@parksidedentalpc.com                    Address:   825  S.  8th  St  #1216,    Minneapolis, MN 55404     

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to the 

Contact Person listed above. Please understand that revocation of this Consent will not affect any action we took in reliance on this Consent 

before we received your revocation, and that we may decline to treat you or to continue treating you if you revoke this Consent.  

 

SIGNATURE  

I, ____________________________________________________, have had full opportunity to read and consider the contents of this Consent form and your 

Notice of Privacy Practices. I understand that, by signing this Consent form, I am giving my consent to your use and disclosure of my 

protected health information to carry out treatment, payment activities and health care operations.  

Signature:____________________________________________________________________________________________ Date: __________________________  

 

If this Consent is signed by a personal representative on behalf of the patient, complete the following:  

Personal Representative’s Name: ______________________________________________________________________________________________  

Relationship to Patient: _________________________________________________________________________________________________________  

 

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT. 

Include completed Consent in the patient’s chart. 



 
 

 
 

 
COMMUNICATION CONSENT 

 
 

Parkside Dental, P.C. sends healthcare information such as appointment reminders and 
information about treatment, payment, account, insurance, and other communications.  
 
Please tell us how you would like us to communicate with you.  
 
 
Patient Name: _____________________________________________________ DOB: _____________________________  

Address: _______________________________________________________________________________________________  

    _______________________________________________________________________________________________ 

 
 

For Telephone, Text Message, and Electronic Mail Communications: 
 
 
I consent to the following:  

The dental practice or its service provider may contact me to provide health care 

information such as appointment reminders and information about treatment, payment, 

account, insurance, and other communications using artificial or prerecorded voice or 

telephone equipment that may be capable of automatic dialing.  

 
 
 

The dental practice may:  
 
   Contact me by telephone at the following number: ________________________________________________  

   Contact me by text message at the following number: _____________________________________________  

   Contact me by e-mail at the following address: _____________________________________________________  
 

 
 

Signature: ______________________________________________________________ Date: __________________________  
 

Please call the office right away if you get a new phone number or change your address! 


