TIME 03:58 PM

ID: Chart 1D:
First Name:

Patient Is:| | Policy Holder || Responsible Party

First Name:
Address:

City, State, Zip:

[ |Responsible Party is also a Policy Holder for Patient

Responsible Party ( if someone other than the patient )

PATIENT REGISTRATI

Last Name:

Preferred Name:

DATE 9/23/2022

Middle Initial:

Last Name:
Address 2:

Home Phone: Work Phone:

Birth Date: Soc Sec:

[ ]Primary Insurance Policy Holder

Ext:

Middle Initial:

Pager:
Cellular:

Drivers Lic:

[ |Secondary Insurance Policy Holder

Patient Information
Address:

City:

Sex:| |Male [ |Female
Birth Date:

E-mail:

Address 2:
State / Zip:

Home Phone: Work Phone:

Marital Status:| |Married | _|Single

Age: Soc Sec:

Ext:

Pager:
Cellular:

[ IDivorced [ |Separated [ |Widowed

Drivers Lic:

[ |1 would like to receive correspondences via e-mail,

Section 2

Employment [ py|| Time [_|Part Time
Status:

Student Status: [_|Full Time [ ]Part Time

Carrier 1D:

Medicaid ID: Pref. Dentist:
Employer ID: Pref. Pharmacy:
Pref. Hyg:

[ IRetired

Section 3

Emergency Contact
Emergency Phone
Previous DDS

Primary Insurance Information
Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Relationship to Insured: [ | Self

Insured Birth Date:

Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

[ISpouse [ |Child [ |Other

—— Secondary Insurance Information
Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Relationship to Insured: [ | Self

Insured Birth Date:

Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

[ ]Spouse [ |Child [ |Other




Time 3:57 PM

Patient Name:

Glen Lake Family Dentistry
Medical History (Revised 5/30/19)

Birth Date:

Date Created:

Date 9/23/2022

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be
taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions.

Are you under a physician’s care now?

Have you been hospitalized or had 2 major aperation in the

past 2 years?

Have you ever had a serious head or neck injury?

Are you currently taking a blood thinner?

Are you taking any other medications, pills, or drugs?

Have you ever taken Fosamax, Boniva, Actonel or any other

medications containing bisphosphonates?

Are you on a specal diet?

Do youuse tobacco?

Do you use controlled substances?

Have you ever been tald to take an antibiotic prior to routine

dental treatment?

Women: Are you...

[JPregnant/Trying to get pregnant?

Are you allergic to any of the following?

[[]Aspirin
DMetaI

Other?

Do you have, or have you had, any of the following?

AIDS/HIV Positive
Alzheimer’s Disease
Anaphylaxs

Anxiety

Anemia

Arthritis

Artificial HeartValve
Artificial Joint
Asthma

Blood Disease
Blood Transfusion
Frequent Headaches
Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis
Tumars or Growths
Ulcers

Venereal Disease

Have you ever had any senous iliness notlisted above?

Comments:

O Yes
O Yes
O Yes
() Yes
)tes
() Yes
O)Yes
Oves
() Yes
() Yes
) Yes
(O ves
O Yes
OYes
) Yes
O Yes
O Yes
) Yes
(O Yes

ONo
ONo
Ono
Ono
Ono
OnNo
Oho
ONo
Ono
Oho
Oho
O No
ONo
ONo
O o
ONo
ONo
ONo
ONo

Oves ONo

O Yes O Mo

Oves Ono

O Yes O No

Oyes Ono

Ovyes ONo

Oves ONo

Oves Ono

O Yes O Mo

Oves Ono

[[JNursing?

[[]Penicillin
[[JLatex

)
Cortisone Medidne O Yes
Diabetss Oves
Drug Addiction O Yes
Easily Winded O ves
Emphysema () Yes
Epilepsy or Seizures O Yes
Excessive Bleeding O Yes
Excessive Thirst O Yes
Fainting Spells/Dizziness O Yes
Frequent Cough O ves
Leukemia Oves
Stroke CivYes
Cancer ) Yes
Chemotherapy Oves
Chest Pains O Yes
Cold Sores/FeverBlistars () Yes
Congenital Heart Disorder () Yes
Autism Spectrum Disorder () Yes
Yellow Jaundice Ol Yes

OYes ONo

Fyes | : "
If yes [ }
ifyes | gt e
Fyes [.._,,.,_.. |
If yes | |
Hves |55 0 ) = = |
if yes | |
If yes [_ e T oA |
res[ . |
If yes | 5 3 = e
O Taking oral contraceptives?
[]Codeine [JAeryiic
[]SulfaDrugs [JLocal Anesthetics
If yes [ S |
(Oine | Hemophilia (O ¥es (ONo |Radiation Treatments Oves ONo
(N |Hepatitis A Oves ONo  |Recent WeightLoss Oves OnNo
(JINo  |Hepatitis Bor C (Oves (ONo  |Renal Dialysis Oves OnNo
(ONo  |Herpes (Oves (ONo  |Rheumatic Fever Oves Ono
(Ono  |HighBlood Pressure (Oves (OMNo |Rheumatism Cives OiNo
(Omno | High Cholesterol (O ves (OMNo |Scarlet Fever OvYes Omno
(Ono  |Hives orRash (Cives (JNo |Shingles Oives (ONo
OiNo Hypoglycemia Oves Ono Sickle Cell Disease Oives OiNo
(o |IrregularHeartbeat (O)ves (ONo  |Sinus Trouble Oves ONo
(ONo | Kidney Problems Oves ONo |Sleep Apnea Oves Ono
(Omo | Stomach/Intestinal Disease ()Yes (No |Breathing Problems Oves OnNo
(Mo | Bruise Easily (OYes (ONo  |LowBlood Pressure Oves ONo
OnNo  |Glaucoma (O ves (ONo |LungDisease O ves (ONo
(ONo | Acid Reflux (Cives (Mo |Mitral Valve Prolapse O ves ONo
(OnNo  |Heart Attack/Failure Cives (ONo | Osteoporosis Oves ONo
(OMNo  |Heart Murmur (Cves (OMNo  |Pain inJaw Joints Oves OMNo
(OMNe  |Heart Pacemaker (ives (ONo  |Parathyroid Disease Ovyes ONo
(Ono  |Heart Trouble/Disease (O ves (ONo  |Psychiatric Care Oves OnNo
(ONo  |Autoimmune Disease (Otes (UNo |Parkinson's Disease Oves Ono
trves | |

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or patient's) health. Itis my
responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X



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 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.

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

I , understand that by signing this consent
form, | am giving my consent to your use and disclosure of my protected health
information to carry out treatment, payment activities, and health care operation.

Signature Date

If you are over the age of 18, | will release HIPAA to

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



GLEN LAKE FAMILY DENTISTRY
DENTAL RECORDS RELEASE FORM
5509 Eden Prairie Road
Minnetonka, MN 55345
Phone: 952-938-6038
Fax: 952-935-9175

Patient Name: DOB:
Patient Name: DOB:
Patient Name: DOB:
Patient Name: DOB:

| hereby authorize release of my dental records to:
info@glenlakefamilydentistry.com

Name of Previous Office:

Fax:

Phone:

Email:

Signature of Patients/Guardian:

Date:

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



