Tricia A. Ray, D.M.D., PC

(503) 363-1661

dentistry for children and young adults

Parent’s Information

140 ramsgate square s., suite 120, salem, or 97302

[ ] Parent [] Guardian (]
Mame Birthdate _ Soc. Sec. #
Address
City. State Zip Home Phone Cell Phone
Mailing Address (if different)
Employer Work Phone
[] Parent [] Guardian ]
Mame Birthdate _ Soc. Sec. #
Address
City State Zip Home Fhone Cell Phone
Mailing Address (if different)
Employer Work FPhone
Emergent Contact
Mame Relationship to Patient
Address
City State Zip Home Phone Ceall Phone
Children
Name [IMale [JFemale Age_ Birthdate
Mame [JMale [CIFemale Age_ Birthdate
Name [ Male [JFemale Age Birthdate
MName [1Male []Female Age Birthdate
Mame LIMale []Female Age Birthdate
Mame [IMale [JFemale Age Birthdate
Primary Dental Insurance
Insurance Co. Name Phone
Address City State Zip
Subscriber Name Birthdate 1D #
Employer Group #
Secondary Dental Insurance
Insurance Co. Mame Phone
Address City State Zip
Subscriber Name Birthdate o #
Employer Group #
Authorization

| understand | am financially responsible for all charges whether or not paid by insurance, | authorize the insurance
company(s| indicated on this form to pay the dentist all insurance benefits for services rendered. | autherize Dr. Ray to

release all information necessary to secure the payment of benefits.

Signature

Date




Acknowledgement of Receipt of Notice of Privacy Practices

Tricia A. Ray, DMD, PC

* You May Refuse to Sign This Acknowledgment™®
| have received a copy of this office’s Notice of Privacy Practices.

Print Name:

Signature:

Date:

For Office Use Only

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

[ Individual refused to sign
[ Communications barriers prohibited obtaining the acknowledgement
| An emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)

Reproduction of this material by dentists and their staff is permitted. Any other use, duplication or distribution by any other party requires the
prior written approval of the American Dental Assaciation. This material is for general reference purposes only and does not constitute legal
advice. It covers only HIPAA, not other federal or state law, Changes in applicable laws or regulations may require revision. Dentists should

contact qualified legal counsel for legal advice, including advice pertaining to HIPAA compliance, the HITECH Act, and the U.S. Department of
Health and Human Services rules and repulations.

£ 2010, 2013 American Dental Association. All Rights Reserved.




PARENT OR LEGAL GUARDIAN CONSENT FOR DENTAL TREATMENT

Child’s Name Date of Birth

Parent or Legal Guardian Phone Number

Authorized Caregiver’s Information

Caregiver's Name Phone Number

The above named caregiver shall be authorized to consent for all dental treatment, for the above named child,
which may be required during my absence. | agree to pay for all services provided to my child that the caregiver
authorized,

If circurnstances permit and/or if the office of Tricia A. Ray, DMD, PC needs to contact me, please contact me at the
following telephone number:

This consent serves as permission for treatment by Tricia A, Ray, DMD, PC and her assaciates for the above named
child. This authorization shall be effective until:

One (1) year from date signed Parent or Legal Guardian's Initials
OR
Lntil (list Month, Day, Year)

This authorization will remain in effect until the date stated above- unless | revoke this authorization in writing and
submit it to Tricia A. Ray, DMD, PC prior to this date.

Signature Parent or Legal Guardian Date

***Note: Consents are NOT required in emergency situations.
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