
OREGONMOBILE DENTISTRY
Patient Information

Patient Name: ______________________ _______________________ ____ ____________________
LAST FIRST MI PREFERRED NAME

Date of Birth: ________ Sex: Male Female Phone:_____________ Email: _______________________________

Patient Address: ___________________________________ _______________________ ______ ___________
STREET CITY STATE ZIP

Primary Care Physician:__________________________ Phone:________________ Fax:_______________

Pharmacy:_________________________ Pharmacy Phone:________________ Pharmacy Fax:_________________

Facility Name (if applicable): _______________________ Phone: _______________ Fax:______________

Contact Information

Guardian/Power of Attorney/Other: ___________________________________ Relation to patient: ____________
(NAME)

Phone: Home__________________ Cell_______________ Email: _______________________________________

Address: ____________________________________ ______________________ _____ __________
STREET CITY STATE ZIP

Dental Insurance Information

Insurance Company: ________________________________________________ ID#: ______________________

Group number: _______________ Phone Number: ____________________

Subscriber Name (if different than patient name): __________________ Subscriber Birthday: ____________

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.

Signature: __________________________________________ Date:______________
Guardian/Patient/Power of Attorney



OREGON MOBILE DENTISTRY
11820 SW KING JAMES PLACE, SUITE 10J

TIGARD, OR 97224
503-616-5000

503-765-7674 FAX
oregonmobiledentistry@gmail.com

Financial Policy

We share your concern regarding the increasing cost of health care. We believe that you/your family members
expect and deserve the highest quality of care we can provide. We take advantage of every possible avenue
to keep costs down and are committed to providing affordable care without sacrificing quality. In order to
prevent any misunderstandings, we invite you to consult with us if you have any questions regarding our
services and our policies.

Patients are often under the impression that if they have dental insurance, it is the insurance company who
owes the doctor for his services. This is not so. Your insurance contract is between you and the insurance
company. Therefore, you are responsible for the bill for dental services, regardless of insurance coverage
determination. As a courtesy to our patients, we bill the insurance company directly. Many insurance plans
cover less than 100% of actual costs—typically 50% to 80%. To further limit liability, many plans cover even
less by establishing Usual and Customary Rates (UCR’s). Their determination of UCR’s may or may not have
any relation to the rates established by our office. At your request we can receive a pre-authorization of
coverage from your carrier. This usually requires three to four weeks to be processed by the insurance
company.

Payment for service is due upon receipt of statement sent out the beginning of each month. Dental insurance
will be billed for our patients as a courtesy, and a statement will be sent after the insurance has been billed. All
accounts over 90 days are subject to a $5.00 monthly rebilling charge.

By signing this form, you will consent to our use and disclosure of your protected health information to carryout
treatment, payment activities, and healthcare operations.

Signature: _________________________________________________ Date: _________

mailto:oregonmobiledentistry@gmail.com


Medical History

Patient Name: ___________________________________________ Date of Birth: ________________________

Reason for appointment:

____________________________________________________________________________________________________

In addition to the exam and x-rays, what services would you like done during first appointment: (please check boxes)

Cleaning ________ Fillings_______ Extraction_______Other:____________________________________________________

Primary Care Physician: ____________________________________ Phone: _______________ Fax: _______________
(This information is necessary as medical records will be requested from your PCP prior to dental appointment).

Please list medications:________________________________________________________________________________

Please list allergies:___________________________________________________________________________________

For Diabetic patients, what is your A1C level? _____________When was it last taken? ____________________

Have you ever had a joint replacement? Yes____ No____ Date: ___________ Surgeon:______________________
Phone:_____________________

Do you require an antibiotic prior to dental appointment? Yes_____ No_____ Reason: ______________________________

Diagnosed with oral cancer? Yes ____ No____ Date: _____________ Heart valve replacement? Yes ____ No____
Date: ___________

History of bisphosphonates? (Oral or IV)? Yes ____ No____ If yes, since when? _____________________________

Please enter any additional health concerns:
_____________________________________________________________________________________________

Code status: DNR_______ DNI______ Full code______ CPR_______

Please put a X next to any of the following that apply and explain below:

AIDS/HIV______ Anxiety/Nervous Disorder_______ Alzheimer_______ Depression_______ Diabetes_______ Chronic
pain______ COPD_____Respiratory Disease______ Low Blood Pressure_____ High Blood Pressure_____ Congestive Heart
Failure_____ Respiratory Disease_____Blindness_____ Hearing Loss_____ Seizures_____ SuddenWeight Loss_____
Parkinson_____ Headache_____ Oxygen use______Hepatitis______ If yes, what kind________ Date diagnosed_________
Cancer______ If so, what kind_______________ Date diagnosed_______ Autoimmune
Disorder_____Other:__________________________________________________________________________________

I certify that above information about my medical history is accurate. I authorize and give consent for my dentist to
perform dental services agreed upon as well as discuss dental care with my PCP.

X______________________________________________________________________
GUARDIAN/PATIENT/POWER OF ATTORNEY SIGNATURE DATE



11820 SW King James Place Suite#10J Tigard, OR. 97224

oregonmobiledentistry@gmail.com

Phone 503-616-5000

Fax 503-765-7674

The first visit by the Oregon Mobile Dentistry team includes:

● Travel/Staff time

● Equipment

● Comprehensive exam

● X-Rays

● Treatment plan

The cost of the first visit is $600.00 (plus the cost of any additional service provided). For each additional appointment

needed, the fee is reduced to $300.00 (plus the cost of any additional service provided).

As a courtesy to the patient, a dental claim can be sent to a dental insurance company. This does not guarantee payment

from the insurance company. The patient/POA is responsible for paying for dental services provided.

If your treatment plan changes after the doctor completes the exam and reviews the x-rays, the patient may give verbal

consent to do additional treatment. The patient/responsible party is responsible for the difference in the remaining balance.

By signing below, you agree that you understand all costs are the best estimate we can provide based on the information

given to us at the time the appointment was scheduled. All unpaid balances are subject to late charges as well as further

collection action if the balance is not paid in a timely manner.

Signature: ________________________________________________ Date: ______________________



Oregon Mobile Dentistry, PC
Privacy Policy and Information Practices Patient Rights Statement Use and

disclosure of Health Information Consent Form

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

treatment, payment activities and other healthcare operations required by this office. You acknowledge you are aware of

our need to share your protected personal health information and have received your patient rights notification

explaining in detail our office Privacy Policy and Information Sharing Policy.

Right to revoke: You have the right to revoke this consent at any time by giving us written notice. We will honor the

request as of the day we receive your written notice. Please understand it will not affect any action taken before we

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

Changes to Privacy Practices: We reserve the right to change our privacy practices described in our Patients’ Rights

Privacy Policy and Information Practice statement.

Patient Responsibility: We request timely notification of any changes to your personal information we maintain for you,

such as but not limited to, health history information, address, telephone number, active insurance policy, and change in

employer.

I, ___________________________________,

Please Print Name

Have received a copy of Oregon Mobile Dentistry’s Privacy Policy and Information Practices. I have read and understand

the above information. I understand that by signing this form I am giving my consent to use and disclose my protected

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

Signature: _______________________________________ Date: _________________

Consenting Patient Information:

Name: __________________________________________ Date of Birth:_________________



 

 

 

RELEASE AUTHORIZATION FOR PATIENT RECORDS 
TO 

OREGON MOBILE DENTISTRY 
11820 SW KING JAMES PLACE, SUITE 10J 

TIGARD, OR 97224 

TEL (503) 616-5000 FAX (503) 765-7674 

 

 

 

I hereby authorize and request that ____________________________________________________ release the medical records (diagnosis, 

medications & allergies) of the below named patient from Oregon Mobile Dentistry to this email: Oregonmobiledentistry@gmail.com 

Or fax to 503-765-7674. 

By signing this form, you are consenting to the transfer of protected health information to the healthcare provider identified above. 

You have the right to read our Notice of Privacy Practices before you decide to sign this consent. 

Patient Name:__________________________________________________________________ DOB:__________________________________ 

Guardian/POA:__________________________________________________________ Telephone:___________________________________ 

By signing this form, I am giving consent to the transfer of protected health information to/from Oregon Mobile Dentistry. 

Signature: ________________________________________________________ Date:______________________________________  
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