
TIME 03:58 PM

ID: Chart ID:

First Name:

Patient Is: I Policy Holder I Responsible Party

PATIENT REGISTRATION

DATE9/23/2022

Middle Initial:Last Name:

Preferred Name:

Responsible Party ( if someone other than the patient )

First Name:

Address:

City, State, Zip:

Home Phone: Work Phone :

Birth Date: Soc Sec:

I Responsible Party is also a Policy Holder for Patient

Last Name:

Address 2:

f]frimary lnsurance Policy Holder

Middle Initial:

Pager:

Cellular:

Drivers Lic:

I Secondary Insurance Policy Holder

Ext:

Patient Information

Address:

City:

Home Phone:

Sex: IMale

Birth Date:

E-mail:

IFemale

Work Phonc:

Age:

Address 2:

State / Zip:

Marital Status: l] Married fl Singte

Soc Sec:

Pager:

Ext: Cellular:

IDivorced fseparated Iwidowed

Drivers Lic:

I I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment l-l Full Time
Status:

Studart Status: I Full Time

Medicaid ID:

Employer ID:

Carrier ID:

flRart time

f tart time

IRetired Emergency Contact

Emergency Phone

Previous DDS

Pref. Dentist:

Pref. Pharmacy:

Pref. Hyg:

Primarv lnsurance Information

Name of lnsured:

Insured Soc. Sec:

Employer:

Address:

Address 2:

Ciry, State, Zip:

Rem. Benefits:

Insured Birth Date:

Relationshiptolnsured:nSelf fSpouse f,fCtrita Iottret

Ins. Company:

Address:

Address 2:

City, State, Zip:

Rem. f)educt:

Secondary Insurance Information

Name of Insured:

Insured Soc. Sec:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits:

Insured Birth Date:

Relationshiptolnsured:ISelf ISpouse Ictrita IOther

Ins. Company:

Address:

Address 2:

City, State, Zip:

Rem. Deducl:



Irc 3:97P!4

Patiqtlbmr

Are you under a physician's €are now?

Havc you bcen hoepitalized or had a major qpcr.tion in t}tr
Past 2 years?

Hnve you ever had a serious head or ntrk ioiurt?

Are you (wently takrng a blood thinner?

Arc youtakang my othcr m€di€ations.pills. ordrugs?

Have you cvar tlk€n FosBma& Boniye. Actonel or any otier
medications contairing bisghosphond6?

Arc you on a spsial dirt?

Do you se tobxco?

Do you use rontrol,cd substecas?

Hav€ you evcr b€s told to take dn antibioti( prior to routin€
dental trcrtmst?

WffiiAreyil.,.

E Pregf,ant.Trying to get 9regtrrnt?

Ghn LEd€ FffiCy Dentstsy

redcd +tistory (nevisea 5l3t l 19)
Birth Date:

o€b9l23t?s22

Date CreaH:

AOUlgh dntd pe.ffid p.ttrily teat thc dea n and aqnd yry mth, ys truth is a EEt of yu abe body. FEalth foblm that yil roy harc, q lElate ttEt yo ffiy bc
taking, ca-dd have m irpdfit nErdatiffshp with the d$tistry yo wil receive. Thar* yw ft{ s${critq the folowirg qJcstims.
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Ar€ yu dsgk to ily of the doEtg?

nAspirh

f]Mctal

Other?

Do yil have, s hare yru had. my of fE folowE?

I Nursing?

IPsi€illin

ELats

CoAisone Medidm

DiabetEs

Orug Addictis

Easily Winded

Em.physffi

Epilepsy or Seizu6

Exc6siYe Elaeding

AcessireThirst

Fainting Spc'ls/DaztEs

Frequent Cough

Ld*cmia

$rokc

Cmcs

chemot}ls;!py

Ch6t Paiffi

Cold Sore/Fever Blistm

Congsital Heart Disordq

Autism Spe€trum 0isords

Yellow laundice

DTaking oral contrxeptiE?

IAcrylicncodeiE

fl Sulfa Druss

Hemophilia

Hcpatitb A

H@atitis B orC

Hsp6

HighBloodPr6sft

HighChol6terd

Hiv6 orRsh

Hypoglycaia

IrreE ul ar H.artb clt

Kidf,ey Problsrs

somldl/Intstin l Dir€*.

8ruise Esily

Glawoma

A.id Rcfle

Heart AttaddFailre

HeetMuffi

H€art Pemaktr

Heaft Trosbl€y'Disffi

A$toil]mneDisee

E Lo€al AnesthetiG

AIDYHIvPositiw

Alztleimer's Oisee

Anaphylais
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Arthnti5

acificial Heartv.,lve

Artifioalloirt

Asthma

BIoodBisffi

Blood TrffifEir

Frrquent Hcadadl6

$idling of LimbE

ThyroidDis5€

ToNillits

Tuber€dosis

Tumoc orGrov*hs

Ulters

Ventreal Disee
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Radiation Treatmerts

RffstWdghtLoss

ReoalDialysis

Rhffiatic Fevs

Rheffiatism

Scarl€t Fevs

$ringls

Sckle cell Disc6c

Sinus TroublE

Seep Apnca

Breathing Probl€arE

LowBlood Praem

Lsng Disee

Mitral ValYc Prolec.

Osteopffits

Pais in Jtr Joints

Parathyroid Diffi

fuydtatri( C.re

Parkinson's Dis6€

Haveyoueverhadanysenousrllnesgnotlrstedabove? (_)V* ()f,fo Ifyes

Csrent3;

Te d're best of my krwledg€, the qEti(rc m tis hrm hare bm affiaHy .lmeed. I mdsstand lhat fovi*lg iffiect i1fumtbn a be dangsru to my {tr patienfs) hdth. It is my
respq{ibilty to hftrm tE datd offie of ay dxrgs h mdGlsbhs.

ggmhre of Pattrt, Pilmt il Guada:

X Date:_



Glen Lake Family Dentistry, PLLC

HIPAA

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 hea lthca re operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy

Practices before you decide whether to sign this consent.

Rights to Revoke: You will have the right to revoke this consent at any time by

giving us written notice of your revocation. Please understand that we may decline

to treat you or continue treating you if you revoke this consent.

Print

l , understand that by signingthis 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 operation.

SiEna tu re Date

lf you are over the age of 1"8, I will release HIPAA to-

so they can make appointments and call on my behalf if they have any questions

regard ing treatment.



GLEN LAKE FAMILY DENTISTRY

DENTAL RECORDS RELEASE FORM

5509 Eden Prairie Road

M innetonka, MN 55345

Phone: 952-938-6038

Fax: 952-935-9L75

Patient Name DOB

Patient Name: DOB:

Patient Name: DOB

I hereby authorize release of my dental records to:

info@glenla kefamilydentistry.com

Fax

P hon e:

Email:

Signature of Patients/Guard ian

Date

PTEASE EMAIL OR FAX REQUEST TO PREVIOUS DENTIST PRIOR TO YOUR APPOINTMENT

Patient Name:_DOB:_

Name of Previous Office:


