CEDAR WEST
FAMILY DENTISTRY

James R. Keller, DDS

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?

11.What is your cell phone #? Do you receive texts? Y / N
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ID:

First Name:

Patient Is:[_| Policy Holder

First Name:
Address:
City, State, Zip:

Home Phone:

Birth Date:

Responsible Party ( if someone other than the patient )

PATIENT REGISTRATION
Chart ID:

Last Name:

[ JResponsible Party Preferred Name:

Middle Initial:

Last Name:

Address 2:

Work Phone:

Soc Sec:

[ JResponsible Party is also a Policy Holder for Patient [ |Primary Insurance Policy Holder

Middle Initial:

Pager:
Ext: Cellular:

Drivers Lic:

[ISecondary Insurance Policy Holder

Address:
City:

Home Phone:

Sex:[_|Male

Birth Date:

E-mail:

Patient Information

Employment[™] gy)j Time

Status:

Student Status:[_| Full Time

Medicaid ID:
Employer ID:
Carrier ID:

Address 2:
State / Zip:
Work Phone:

[ ]Female Marital Status:[_|Married  [_|Single

Age: Soc Sec:

Pager:
Ext: Cellular:
[ IDivorced [ _|Separated [ |Widowed

Drivers Lic:

[ 11 would like to receive correspondences via e-mail.

Section 2

[ IPart Time [ JRetired

["]Part Time
Pref. Dentist:

Pref. Pharmacy:

Pref. Hyg:

Section 3

Emergency Contact
Contact Number

Name of Insured:
Insured Soc. Sec: .

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits:

Primary Insurance Information

Relationship to Insured:[_|Self [Ispouse [ JChild [ _]Other

Insured Birth Date:

Ins. Company:
Address:
Address 2.

City, State, Zip:

Rem. Deduct:

Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip:

Rem. Benefits:

Secondary Insurance Information

Relationship to Insured:[_| Self [Ispouse [ IChild [ JOther

Insured Birth Date:

Ins. Company:
Address:
Address 2:
City, State, Zip:

Rem. Deduct:




Time 2:23 PM Cedar \West Family Dentistry Date 7/30/2020
Eaglesoft Medical History(Copy)(Copy){Copy)
Patient Name: Birth Date: Date Created:

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, ¢

Are you under a physician’s care now? Oves ONo e — et ettt ety -
Have you ever been hospitalized orhad a major cperation? Oves ONo Fyes | - e e =

Have you ever had a serious head or neck injury? Oves ONo If yes | PN o -

Are you taking any medications, pills, ordrugs? Oves ONo iFyes ;-'— == T e — — —
Do you take, or have you taken, Phen-Fen or Redux? C}Yes C‘Ho 1Fyes [ = S

Have you ever taken Fosamax, Boniva, Actonel or any other  (T)yves (TiNo 1f ves —== a — -
medications containing bisphesphonates? ki e s =

Are you on a special diet? Oves ONo

Do you use tobacco? Oves ONo

Does your physician require you to teke a pre-madication Oves ONo

befare dentistry?

Women: Are you...

DPregnant;Trying toget pregnant? E]Nursing’ DTaking oral contraceptives?

Are you allergic to any of the following?

[)Aspirin []Penicillin [[JCodeine [JAcrylic
[metal [JLatex []SulfaDrugs [JLocal Anesthetics
[N TO ALL
Do youuse controlled substances? Oves ONo If yes 1_' : 7 " o _’ 7 : _ * - _
Other? (] #yes [ = g - FE
Haveyouever had any serious iliness notlisted above? Oives (CiNe If yes | . - o ) o o

Do you have, or have you had, any of the following? n - ) ) .
AIDS/HIV Positive OYes (ONo Cortisone Medidne (ives (OiNo Hemophilia ives (Mo Radiation Treatments Cives (UNo
Alzheimer's Disease (OYes (OMNo |Diabetes (Tves (Mo |Hepatitis & (O Yes (ONo  |RecentweightLoss Orves o
Anaphylaxs (ves (Mo Drug Addiction (Oives (Oito Hepatitis B or C Cives (Mo Renal Dialysis Cives (Mo
Anemia Oves (ONo  |Easily Winded (COves (ONe  |Herpes (Oves (ONo  |Rheumatic Fever Oves Mo
Angina Oves ONo Emphysema Oives ONo High Blood Pressure O ves ONo Rheumatism O ves iNo
Arthritis/Gout OYes (ONo Epilepsy or Seizures O ves Oro High Cholesterol Oves (ONo Scarlet Fever Oves ONo
artificial HeartValve Oives ONeo Excessive Bleeding Cives (ONo Hives orRash COives ONo shingles Oves Ohio
artificial Joint (Oves (OMNo Excessive Thirst (Oves ONo Hypoglycemia Cives ONo Sickle Cell Disease Cives (ONo
Asthma Oves Oho Fainting Spells/DizZiness  (ves (Mo IrregularHeartbeat ives (ONo Sinus Trouble ives OiNo
Blood Disease Cives CiNo Frequent Cough (Oves CiMo Kidney Problems Cives ()Mo Spina Bifida Cives ()Mo
Blood Transfusion Oves ONo Frequent Diarrhea Oves OMNo Leukemia Oives OiNe Stomach/Intestinal Disease ()Yes ( JNo
Breathing Problems Cives (OMo FrequentHeadaches (Cives (Mo Liver Disease Cives (UINo Stroke Cives (Mo
Bruise Easily Oves OhNo Genital Herpes O ves Oro Low Blood Pressure O ves ONo Swelling of Limbs O ves ONo
Cancer Crves (O Ne Glaucoma ives OMo Lung Disease (Oives (OiNo Thyroid Disease (ives (ONo
Chemotherapy (Oves (Mo |Hay Fever (ves (Ono | Mitral valve Prolapse (Cives ONo | Tonsillitis Cives OiNe
Chest Pains (Oives (O MNo | Heart Attack/Failure (Oves (ONo | Osteoporosis (Oves (ONo | Tuberculosis (ves (1Mo
Cold Sores/FeverBlistes  (Oves ()Mo Heart Murmur (OYes (Mo |Pain inJaw Joints (O Yes (ONo  |Tumors or Growths Oyes iNo
Congenital Heart Disorder (O Yes ¢ JNo Heart Pacemaker (OYes (OiNo Farathyroid Disease Oves ONo Ulcers O ves (OiNo
Convulsions (O ves (Mo |Heart Trouble/Disease (ives ()Mo |PsychiatricCare (Oves (ONo  |Venereal Disease (Oves Mo
vellow Jaundice (Oves (Mo |Lupus (Tives (ONo | Autism Ono | Vertigo ves (ONo

Comments:

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

Signature of Patient, Parent or Guardian:

X Date:




HIPAA Information and Consent Form

The Health Insurance Portability and Accountability Act (HIPAA) provides safeguards to protect your privacy.
Implementation of HIPAA requirements officially began on April 14, 2003. Many of the policies have been our
practice for years. This form is a “frniendly” version. A more complete text is posted in the office.

What this is all about: Specifically, there are rules and restrictions on who may see or be notified of your
Protected Health Information (PHI). These restrictions do not include the normal interchange of information
necessary to provide you with office services. HIPAA provides certain rights and protections to you as the
patient. We balance these needs with our goal of providing you with quality professional service and care.
Additional information is available from the U.S. Department of Health and Human Services. www.hhs.gov

We have adopted the following policies:

1. Patient information will be kept confidential except as is necessary to provide services or to ensure that all
administrative matters related to your care are handled appropriately. This specifically includes the sharing of
mformation with other healthcare providers, laboratories, health insurance payers as is necessary and appropriate
for your care. Patient files may be stored in open file racks and will not contain any coding which identifics a
patient’s condition or information which is not already a matter of public record. The normal course of providing
care means that such records may be left, at least temporarily, in administrative areas such as the front office,
examination room, etc. Those records will not be available to persons other than office staff . You agree to the
normal procedures utilized within the office for the handling of charts, patient records, PHI and other documents
or information.

2. It is the policy of this office to remind patients of their appointments. We may do this by telephone, e-mail,
U.S mail, or by any means convenient for the practice and/or as requested by you. We may send you other
communications informing you of changes to office policy and new technology that you might find valuable or
informative.

3. The practice utilizes a number of vendors in the conduct of business. These vendors may have access to PHI
but must agree to abide by the confidentiality rules of HIPAA.,

4. You understand and agree to inspections of the office and review of documents which may include PHI by
government agencies or insurance payers in normal performance of their duties.

5. You agree to bring any concerns or complaints regarding privacy to the attention of the office manger or the
doctor.

6. Your confidential information will not be used for the purposes of marketing or advertising of products, goods
Or SCrvices.

7. We agree to provide patients with access to their records in accordance with state and federal laws.

8. We may change, add, delete or modify any of these provisions to better serve the needs of the both the
practice and the patient.

9. You have the right to request restrictions in the use of your protected health information and to request change
in certain policies used within the office conceming your PHI. However, we are not obligated to alter internal
policies to conform to your request.

1, date do hereby consent and
acknowledge my agreement to the terms set forth in the HIPAA INFORMATION FORM and any
subsequent changes in office policy. | understand that this consent shall remain in force
from this time forward.




JAMES R. KELLER D.D.S.
1537 E 66" STREET
RICHFIELD, MN 55423
612-861-7188

FAX 612-861-1274

PATIENT RECORDS ACCESS REQUEST FORM

DATE

| hereby request a copy of my dental records.

Sent to the following:

Name

Address

City

State Zip Code

Phone

Email for Digital X-Rays:

Signature

Date

Name of Patient(s)

Picked up by:

Patient’s name

Name

Relationship

Signature

Date




