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REGISTRATION FORM

(Please Print)
Today’s date:
PATIENT INFORMATION
Patient’s last name: First: Middle: Q Mr. Q Miss Marital status (circle one)
O Mrs. O Ms. Single / Mar / Div / Sep / Wid
Is this your legal name? If not, what is your legal name? (Former name): Birth date: Age: Sex:
O Yes U No / / aMm arF
Street address: Social Security no.: Home phone no.:
C )
P.0. box: City: State: ZIP Code:
Occupation: Employer: Employer phone no.:
( )
Chose clinic because/Referred to clinic by (please check one box): O Dr. O Insurance Plan
O Family Q Other 4 Close to home/work O Google Q 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.:
/] (G
Is this person a patient here? O Yes dNo
Occupation: Employer: Employer address: Employer phone no.:
(D)
Is this patient covered by insurance? U Yes U No
Name of primary insurance:
Subscriber’s name: Subscriber’s S.S. no.: Birth date: Group no.: Policy no.:
/o
Patient’s relationship to subscriber: O Self O Spouse Q Child U Other
Name of secondary insurance (if applicable): Subscriber’s name: Group no.: Policy no.:
Patient’s relationship to subscriber: U Self U Spouse U Child U 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.:
C ) C )

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



Business/Cell Phone: Include area code
( )
State: Zip:

Weight: Date of Birth: Sex: M F

SS# or Patient ID: Emergency Contact: { ip: Home Phone: Include area code Cell Phone: include area code
( ) ( )

If you are completing this form for another person, what is your relationship to that person?

Your Nome Relationship
| Do you have any of the following diseases or problems: (Check DK if you Don't Know the answer to the the question)
Active Tuberculosis. ..

Persistent cough greater than a 3 week duration..
| Cough that produces blood

| Been exposed to anyone with tuberculosis...
; lfyoumweryustoanyaftheliwmm Mmmmulbfwmhﬂnmupﬂwﬁt

Do you have earaches or neck pains?.... 2
Do you have any clicking, popping ordlscomfort in thejaw? fos e o
Do you brux or grind your teeth? ...
Do you have sores or ulcers in your mouth?..............

Do you wear dentures or partials? .................

Do you participate in active recreational activities? ...
Have you ever had a serious injury to your head or mouth? ...
Date of your last dental exam:

| If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY What was done at that time?

| Do your gums bleed when you brush or floss? ... ...
| Are your teeth sensitive to cold, hot, sweets or pressure? ...
s your mouth dry?.... .
| Have you had any penodontal (gurn) treatments? ..
1 Have you ever had orthodontic (braces) treatment?..........
Have you had any problems associated with previous dental treatment?
Is your home water supply fluoridated? . ...

ooooooo 2
Doooooo 8

ooooooDoo
oooooooog 8

]

| Are you currently experiencing dental pain or discomfort? ... Date of last dental x-rays:

What is the reason for your dental visit today?

| How do you feel about your smile?

3 Yes No DK Yes No DK
- | Are you now under the care of aphysician? ... .. 0O O O  Haveyou had a serious illness, operation or been hospitalized

B Physician Name: Phone: include area code iNthe PaSt 5 YEAIS?. ... ..ot O0o0
( ) If yes, what was the illness or problem?

| Address/City/State/Zip:

N'eymtakmgnrhaveyoureanﬂytakenanyprescnptm
or over the counter medicine(s)?.............

Are you in good health? ... If s0, please list all, lndudmgvntamms naturalorherbalpreparatnons
Has there been any change in your general health within the past year’ and/or dietary su
If yes, what condition is being treated?

Date of last physical exam:




(Check DK if you Don’t Know the answer to the question)
Do you wear contact lenses?............

Do you use controlled substances (drugs)? ...

Joint Replacement. Have you had an urthopedm total joint
(hip, knee, elbow, finger) replacement? .. .

Date:

If yes, have you had any comphcatlons7

Do you use tobacco (smoking, snuff, chew, bidis)? ...
If so, how interested are you in stopping?
Circle one: VERY / SOMEWHAT / NOT INTERESTED

Are you taking or scheduled to begin taking an antiresorptive agent
(like Fosamax®, Actonel”, Atelvia, Boniva®, Reclast, Prolia) for
osteoporosis or Paget’s disease? ...

If yes, how much do you typically drink i n a week?

Since 2001, were you treated or are you presenliy scheduled to begm
treatment with an antiresorptive agent (like Aredia®, Zometa®, XGEVA)
| for bone pain, hypercalcemia or skeletal complications resulting from

Paget’s disease, multiple myeloma or metastatic cancer? ...

Date Treatment began:

Allergies. Are you allergic to or have you had a reaction to:
To all yes responses, specify type of reaction.

Local anesthetics

Yes No DK
0OoQgao

Aspirin

OO0

Penicillin or other antibiotics

Barbiturates, sedatives, or sleeping pills

Sulfa drugs

0ooao
Oo0oag

Ooo

Codeine or other narcotics

oaa

Do you drink alcoholic beverages? ... PP 1L L B A TN
If yes, how much alcohol did you drink in the last 24 hours?

Metals

Latex (rubber)

lodine

Hay fever/seasonal
Animals

Food

Other

| Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
Yes No DK

Artificial (prosthetic) heart Valve................ooiiiiii e
Previous infective endocarditis. ...
Damaged valves in transplanted heart ... ...

Congenital heart disease (CHD)

Unrepaired, cyaiotic CHB . .oxmsnsmmaia s it
Repaired (completely) inlast 6 months ...
Repaired CHD with residual defects ... ...

O
O
O

O
O
O

O
(]
O

a
O
O

a
O
0O

O

O |
O |

Except for the conditions listed above, antibiotic prophylaxis is no longer recommended

for any other form of CHD.

z
o

| Cardiovascular disease Mitral valve prolapse
i: Fo Ty
S| Arteriosclerosis. ...
Congestive heart failure...
Damaged heart valves ..........
Heart attack ...

Heart murmur ...
If yes, date:

Pacemaker.. ..o s
Rheumatic fever..............
Rheumatic heart disease.........
Abnormal bleeding.... ...
ANBIMIA ..o
Blood transfusion...............

Low blood pressure... ...
High blood pressure

oooooooood
oooooooagao
oooooooonof

Other congenital
heart defects.

O
a
a

Hemophilia ...
AIDS or HIV infection........

Autoimmune disease
Rheumatoid arthritis............... Hepatitis, jaundice or

Systemic lupus
erythematosus...............

Asthma

oo

Neurological disorders
If yes, specify:

Bronchitis

GIAREOMA ..o iivimsissivs ifidsonisess

liverdisease................

Epilepsy ...
Fainting spells or seizures.......

oooo of

o g

Ooooao

Emphysema...........ccooovvivcnnene

Sinus trouble Sleep disorder

Ooooao
Ooooooao
OoooOoooag

Tuberculosis.................

CanEBTICHeH otherapy / Mental health disorders

DO YoU SHOMe?, . .u.aeiinds

ooo|loooo o2

O'oa

Specify:

Recurrent Infections
Type of infection:
Kidney problems

Radiation Treatment. ..
Chest pain upon exertion.......
Chronicpain.........
Diabetes Typeloril......
Eating disorder .........
Malnutrition ..

Osteoporosis

Persistent swollen glands
inneck...

Ooooooono
Oooo0ooopooao
OooDooboao

Gastrointestinal disease ... ...

G.E. Reflux/persistent

heartburn ... migraines...

O

Ulcers

O

Thyroid problems ................
SHOKE ....congmmsviv oo

0Oooao
Oo0ooano

Excessive urination

Night sweats........ouunmama

Severe headaches/

Severe or rapid we|ght loss ...
Sexually transmitted disease ..

a
(]

aonoano
Oooao

oooogo o

oooo o

Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ... ... ...

a
a

Name of physician or dentist making recommendation:

Phone: include area code
( )

Do you have any disease, condition, or problem not listed above that you think | should know about? ... AT B B N S SRS BRSSO s SR A RS g B8 g

Please explain:

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health history and that my
dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction.
| will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that | may have made in the
completion of this form.

Signature of Patient/Legal Guardian:

Signature of Dentist:

Comments:

“FOR COMPLETION BY DENTIST




e,
. .

Parkside Dental

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:

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

e Payin full at time of service with VISA, MasterCard or Discover.

e For patients with insurance, your estimated portion is due at time of service (cash, check, VISA, MasterCard
or Discover).

e 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 est/imate, 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.

[ authorize my insurance company to make payments directly to the dental office for benefits otherwise payable to
me. | 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. [ understand in certain circumstances, my credit report maybe requested. [ 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.

[ understand and agree that I am responsible for the balance on my account for any professional services rendered,
without regard to whether [ 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:
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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.
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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:

D Contact me by text message at the following number:

D 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!



