
CEDAR WEST
FAMILY DENTISTRY

James R. Keller, 00S

Welcome to our office !

Please take a minute to tell us about your previous dental

history.

1. What is the name of your previous dental clinic?

2. What was your doctor's name?

3. What is the phone number of your previous clinic?

4. What is the location of your previous clinic?

5. When was your last cleaning visit?

6. Did you visit regularly? Y / N

7. Do you like your smile? Y / N

8. Are you required to take a premedication? Y / N

9. Were you referred by anyone? Y/ N

Who?

10.What is your email address?

Ll.What is your cell phone #? Do you receive texts? Y / N
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PATIENT REGISTRATION

ID: Chan ID:

Firsl Na,rel

Patient ls:EPolicy Holder f]Responsible Pany

- 

Responsible Partv ( ifsomeone olher than the patient )

First Name:

Address:

City. State. Zip:

Middle Inirial

Pager:

Cellular:

D.ivers Lic:

! Secondary Insuratrce Policy Holder

Home Phone:

Birth Datei

Work Phone

Soc Sec

l:)it:

- 

Palient lnformation

Address:

City:

Home Phone:

sex:!Male

Birth Date:

E-maill

Work Phone

Address 2

Sraie /zip:

Mariral Status:EManied E Single

Soc Sec:

Pager:

Ext: Cellular:

! Divorced fl Separated I wtdowed

Drivers Lic;

!Female

Age

EI would like lo receive correspondenc€s via e-mail

Seclion 2 Section 3

EmploymentTlFdt Time
statusl

Student Status: EFull Time

Medicaid lD

Employer lD

Carrier lD

!rart time

llan time

Emergency Contact

Contact Number

Prel Dentist:

Pref. Pharmacy:

Pref. Hy8:

- 

Primary Insurance Information

Name oflnsured:

Insured Soc. Sec:

Employer:

Address:

Address 2l

City, State, Zip:

Rem. Benefits:

Iosured Binh Date

Relationship !o Insured: I SelF f]Spouse IClita IOtt ".

Rem. Deducl

- 

Secondary lnsurance lnformation

Name of Insured:

Insured Soc. Sec:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits:

Insured B irth Date:

Relationship ro Insured:Eself !spour" !chitd !ott"t

lns. Company:

Address:

Address 2i

City, State, Zip:

Rcm. Dcducl

Last Name:

Preferred Name:

LastName:

Address 2:

Middle lnitial

EResponsible Party is also a Policy Holder for Patient IPrimary Insurance Policy Holder

E Retued

Ins. Company:

Address:

Address 2l

City, State. Zip:



Ceda. irres! Family Dentistry
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Dln.r.l
fl No To aLr

Oo you !r!.ontroll.d rubst..c.!?

EP(^i.ill,n

flL.td
flcod...
Esu f. Drues

EAcrrl,c

flLoc.lAn.rth.tE

Ovc" Oro
n
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Oy.r
Oycs

Oves

Oy.s
Ovc:
Ovce

Ovcs

Oves

Ovo
Ores

O vas

O yog

Ov*
O y.s

Ov*
Oyes

Oras

Oy.'
Oy.i
O y.'

ONo

Ono

ONo

ONo

O|b
O|b
Olto
Or,b

Oib
Orb
Oib
ONo

O^b
ONo

Om
ONo

O|b
Orc
ONo

ONo

.."

,.

rio

1..

Ovcs

Oyc'
Oves

Ovrs
O v."

Ov."
Orcs
O vc"

O yes

O ves

Oycs

Ov""
Ovcs

O ves

Or*
O ye!

O rcs

O vcs

aJ y.s

O rcs

C) Y.r

O y.r

O y.r

O y.'

O ycs

O Ycs

Ov*
O vcr

O ycs

O y.'

Oves

O vcs

O vcs

Ovo
Oyes

Ort:
O ves

O Y.r

O vcr

Oruo

Or.lo

Ort
Oro
ONo

Owo

ONo

Orr
Oro
C) no

ONo

Ouo

ONo

ONo

OMo

Om
O,lo
O r.Jo

L) ro

a_) r.ro

Siqd6brre ofPetent. PBrent tr Guardidn

resMebility !o inform tiE dmLl ofice of anv dEnses in ftdlcal ttab]s

X



Thc Hcalth lrrsurancc Ponability and Accountability Act (HIPAA) providcs salcguanls to prolcct your privacy.
Intplcmenation of l-llPAA rcquirerncnts otficially begar on April l{. 200}, lvlany ofthc p,olicies hayc bccn aar
praciicc for ycars. This fomr rs a "liicndly-" vcrsion. A morc complctc text is frstcd in thc ollicc.

\Yhat this is all about: Spcitically, thcrc are rulcs and restriclions on \r'ho ma! ssc or bc notilicd ofyour
Protccted l{ealth lntbrmation (Plll) Thcsc rcstricrions do not includc thc nomral intcrchangc ofinlonnarion
ncccs,sary lo providc you w'ilh ollicc scn'iccs. HIPAA providcs ccrtain rights and prolcctions to you Lr thc
patient, We balance these n!'cds with our goal of providing you witb qualit,v pnrfcssional sen'ice and care.
Additional infirnnation is availablc fronr the U.S. l)cpartmcnt ol'Hcalth and Hunran Scrviccs. r,r.wr*'.hhs.gov

Wc havc adopted thc follou'ing policrcs:

l, Patient information will bc kcpt confidcntial cxcept ns is nctcssarv to prol'idc scrviccs or 10 cnsurc $nt all
adninistrative rnaners related to your care arc handlcd appropriatcly. This specilically includcs thc shanng of
inlbrmation with othcr healthcare providers, lahoratorir,-s, heahh insurancc payers as is necessary and appropriatc
for your care. Patient files m.sy be stort{ in open file racks and will not contain anv coding which idcntifics a
patienl's cordilion or information u'hich is nol already a maner ofpublic record. The normal course ofproviding
cr t means thet such rt'cords may be lcfl, at lcast tcrng]rarily, in administrative ureas suclr as the tionr ollice,
examination room, etc. Those records uill uol bc available to persons other than oftice stall. You agree to the
normal proccdurcs ulilizcd within thc ot'licc lbr thc handling ofcharts, paticnt rccords, PHI and other dncumenrs
or infomration.

2. It is the policy ofthis office to rcmind paticnts oftheir appoiormenrs. \\'e may do rhis by relephone. e-moil,
U.S mail, or by any mcans convcnicnt tbr thc practicc unr-tror as rtrlucstcd by you. \lfc may scnd you othcr
conmunications intbrming you ofchangcs to office policy and new lechnology that you might find vatuable or
informativc.

3. 'l'hc pructicr utilizcs r numbcr of rcndors in thc conduct of busincss. 'fhcsc l cndon may havc acctss to PHI
but musl ogree io abide by thc confidenriality nrtes of HIPAA,

4. \'ou understand and agrec to inspcctions ofthc officc and revicw of documents which may include PHI by
g{)vcmmcnt agcncics or irl.rurancc paycrs in nonnal pcrlbrmancc ol'thcir dutics.

5. You agrcc lo bring sny conccrns or cornplaints rcgtrding privacy to thc attcntion ol'thc ollicc mangcr or thc
doctor.

6. Your confidential infonnation will not bc uscd for the purposes of marketing or advertising of products, goods
or scrviccs-

7. Wc agrcc to pruvidc paticnts with rcccss to thcir rccrrrds in uccordancc with slatc and ttdcrat laws-

E. \\re may changc, add, deletc or modify any ofthcric pnlvisions to bcltcr scne thc nccds ol'thc both lhc
practicc and de paticnl.

9. You har e the right lo requcst rcstrictions in thc usc of your protcctcd hcallh information und to requr"'st change

in ccrlain policics uscd within thc otlicc conccnring your PHI. Horvcver, wc arc not obligalcd to lhcr intcrnal
policies to conform lo yflrr rcquesl.

I, date do hereby consont and
acknowlodge my agroament to tha terms s€t forlh in the HIPAA INFO

subsequent chang€s in office policy. I understand that this consent
RiiATION FORM and any
shall r€main in force

from this time fonrard.

HIPAA Information and Consent Form



PATIENT RECORDS ACCESS REQUEST FORIVI

I hereby request a copy of my dental records.

Sent to the following:

Name

City State _ Zip Code
Phone

Signature Date

Name of Patient(s)

OR

Picked up by:

Patient's name
Name
Relationship
Signature
Date

JAMES R. KELLER D.D.S.
1537 E 66TH STREET
RICHFIELD, MN 55423
612-861-7188
F 4J.612-861-1274

DATE

Address

Email for Digital X-Rays:


