
      
 
 
 
 

 

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: ___________________________  



Notice of Privacy Practices 
 

Parkside Dental, P.C. 
825 S. 8th Street, Suite 1216 

Minneapolis, MN 55404 

 
Your Information.  Your Rights.  Our Responsibilities. 
This notice describes how medical information about you may be used and disclosed and how you can get access to this information. Please review it carefully. 

 

 

Your Rights 
When it comes to your health information, you have certain rights. This section explains your rights and some of our responsibilities to help you. 
 
Get an electronic or paper copy of your medical record  

• You can ask to see or get an electronic or paper copy of your medical record and other health information we have about you. Ask us how to do this.  
• We will provide a copy or a summary of your health information, usually within 30 days of your request. We may charge a reasonable, cost-based fee. 

Ask us to correct your medical record 
• You can ask us to correct health information about you that you think is incorrect or incomplete. Ask us how to do this. 
• We may say “no” to your request, but we’ll tell you why in writing within 60 days. 

Request confidential communications 
• You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a different address.  
• We will say “yes” to all reasonable requests. 

Ask us to limit what we use or share 
• You can ask us not to use or share certain health information for treatment, payment, or our operations. We are not required to agree to your request, and 

we may say “no” if it would affect your care. 
• If you pay for a service or health care item out-of-pocket in full, you can ask us not to share that information for the purpose of payment or our operations 

with your health insurer. We will say “yes” unless a law requires us to share that information. 
Get a list of those with whom we’ve shared information 

• You can ask for a list (accounting) of the times we’ve shared your health information for six years prior to the date you ask, who we shared it with, and why. 
• We will include all the disclosures except for those about treatment, payment, and health care operations, and certain other disclosures (such as any you 

asked us to make). We’ll provide one accounting a year for free but will charge a reasonable, cost-based fee if you ask for another one within 12 months. 
Get a copy of this privacy notice 

• You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically. We will provide you with a paper copy 
promptly. 

Choose someone to act for you 

• If you have given someone medical power of attorney or if someone is your legal guardian, that person can exercise your rights and make choices about your 

health information. 

• We will make sure the person has this authority and can act for you before we take any action. 

File a complaint if you feel your rights are violated 

• You can complain if you feel we have violated your rights by contacting us using the information on page 2. 
• You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights by sending a letter to 200 Independence Avenue, 

S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting www.hhs.gov/ocr/privacy/hipaa/complaints/. 
• We will not retaliate against you for filing a complaint. 

 

Your Choices 
For certain health information, you can tell us your choices about what we share. If you have a clear preference for how we share your information in the situations 
described below, talk to us. Tell us what you want us to do, and we will follow your instructions. 
 
In these cases, you have both the right and choice to tell us to: 

• Share information with your family, close friends, or others involved in your care 
• Share information in a disaster relief situation 
• Include your information in a hospital directory 

If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share your information if we believe it is in your best 
interest. We may also share your information when needed to lessen a serious and imminent threat to health or safety. 

In these cases we never share your information unless you give us written permission: 
• Marketing purposes 
• Sale of your information 
• Most sharing of psychotherapy notes 

In the case of fundraising: 
• We may contact you for fundraising efforts, but you can tell us not to contact you again. 

 
 



Our Uses and Disclosures 
How do we typically use or share your health information?  We typically use or share your health information in the following ways. 
 
Treat you 

We can use your health information and share it with other professionals who are treating you. 
Example: A doctor treating you for an injury asks another doctor about your overall health condition. 

Run our organization 
We can use and share your health information to run our practice, improve your care, and contact you when necessary. 
Example: We use health information about you to manage your treatment and services.  

Bill for your services 
We can use and share your health information to bill and get payment from health plans or other entities.  
Example: We give information about you to your health insurance plan so it will pay for your services.  

 

How else can we use or share your health information?  
We are allowed or required to share your information in other ways – usually in ways that contribute to the public good, such as public health and research. We 
have to meet many conditions in the law before we can share your information for these purposes. For more information see: 
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html. 
 

Help with public health and safety issues 
We can share health information about you for certain situations such as:  
• Preventing disease 
• Helping with product recalls 
• Reporting adverse reactions to medications 
• Reporting suspected abuse, neglect, or domestic violence 
• Preventing or reducing a serious threat to anyone’s health or safety 

Do research 
We can use or share your information for health research. 

Comply with the law 
We will share information about you if state or federal laws require it, including with the Department of Health and Human Services if it wants to see that we’re 
complying with federal privacy law. 

Respond to organ and tissue donation requests 
We can share health information about you with organ procurement organizations. 

Work with a medical examiner or funeral director 
We can share health information with a coroner, medical examiner, or funeral director when an individual dies. 

Address workers’ compensation, law enforcement, and other government requests 
We can use or share health information about you: 
• For workers’ compensation claims 
• For law enforcement purposes or with a law enforcement official 
• With health oversight agencies for activities authorized by law 
• For special government functions such as military, national security, and presidential protective services 

Respond to lawsuits and legal actions 
We can share health information about you in response to a court or administrative order, or in response to a subpoena. 

 

Our Responsibilities 
• We are required by law to maintain the privacy and security of your protected health information.  
• We will let you know promptly if a breach occurs that may have compromised the privacy or security of your information. 
• We must follow the duties and privacy practices described in this notice and give you a copy of it.  
• We will not use or share your information other than as described here unless you tell us we can in writing. If you tell us we can, you may change your mind 

at any time. Let us know in writing if you change your mind.  
 
For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html. 

 

Changes to the Terms of this Notice 
We can change the terms of this notice, and the changes will apply to all information we have about you. The new notice will be available upon request, in our 
office, and on our web site. 

 

Other Instructions for this Notice 
 
The Effective Date of this Notice is October 15, 2017. 
 
If you have any questions, concerns or complaints, please contact us using the following information.   

Mail: Parkside Dental, P.C. 
 Privacy Official: Dr. Anna Weber 
 825 S. 8th Street, Suite 1216 
 Minneapolis, MN 55404  
 

Telephone:  (612) 332-0559 
Electronic Mail:  appt@parksidedentalpc.com 

http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html
http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html
mailto:appt@parksidedentalpc.com


 

 

 

 

Acknowledgement of Receipt of 

 Notice of Privacy Practices 
 

Parkside Dental, P.C. 

825 S. 8th Street, Suite 1216 

Minneapolis, MN 55404 

 

 

 

I acknowledge I have received and reviewed a copy of Parkside Dental’s Notice of Privacy Practices.  

 

 

_____________________________________________________________________________________ 

Printed Name 

 

_____________________________________________________________________________________ 

Signature 

 

_____________________________________________________________________________________ 

Date 

 

 

 

 

 
 

_____________________________________________________________________________________________________________________

___________________________________________________For Office Use Only_______________________________________________ 

 

We attempted to obtain written acknowledgement of receipt of Notice of Privacy Practices, but acknowledgement could not be obtained because: 

 

□ Individual refused to sign the acknowledgement 

□ Emergency situation prevented us from obtaining acknowledgement 

□ Other (Please Specify) 



 
 

 
 

 
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! 


