Crosstown Dental

Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.
To help you meet all your dental healthcare needs, please fill out this form

completely in ink. If you have any questions or need assistance, please ask us-
we will be happy to help.

Date

Patient I nfo rmatio 11 (CONFIDENTIAL)

Social Security #

Name Birthdate
Last First Mi
Address City State Zip
Home Phone Work Phone Cell Phone
Patient’s or Parent’s Employer
Spouse or Parent’s Name Employer Work Phone
If Patient is a Student, Name of School/College City State
Whom May We Thank For Referring You?
Emergency Contact - Nearest Relative Not Living With You Phone

Responsible Party

Name of Person Responsible for this Account Relationship to Patient

Address Home Phone
Birthdate Social Security #
Employer Work Phone

Insurance Information

Primary

Name of Policy Holder Relationship to Patient
Birthdate Social Security #

Name of Employer Work Phone

Address of Employer City State Zip
Insurance Company Group # Union or Local #

Ins. Co. Address City State Zip
Secondary

Name of Policy Holder Relationship to Palient
Birthdate Social Security #

Name of Employer Work Phone

Address of Employer City State Zip
Insurance Company Group # Union or Local #

Ins. Co. Address City State Zip

Quer Please



Time 9:36 AM Crossiown Family Dental Date 7/3/2019
Medical History(Copy) #2
Patient Name: - Birth Date: Date Created:

Are you under a physidan’s care now for anything other than (O yes (ONo If yes | I
routine visits?

Have you ever been hespitzlized or had a major operation? Oves ONo Ifyes [ |

Have you ever had a serious head or neck injury? Otes ONo ifyes |

Are you taking any medications, pills, or drugs? OYes Ono If yes | }

Have you ever taken Fosamax, Boniva, Actonel or any other OYes ONo Ifyes |
medications containing bisphosphonates?

Do you require Premedication {Antibiotic) prior to your dental Otes Oho Ifyes [ }

appointment? If yes, whatkind.

Do you use tobacco? OYes Ono

Do you have a night guard? Oves Oio

! Womgn: Afeyoq._.. o il — . . -
[IPregnant/Trying to get pregnant? [CINursing? [Ivaking oral contraceptives?
Are you allergic to any of the following?

] Aspirin’ [Penicilin [codeine O aayic

[IMetal [(iatex [Jsulfa brugs [Local Anesthetics

Do you use controlled substances? Oves Ono Ifyes l !
|

Other Allergies O Ifyes I

* Do you have, or have you had, any of the folowing?

AIDS/HIY Positive Oves ONo | Alzheimer's Disease {OYes ONo  |Diabetes ~ Otes ONo | Anaphylaxis | Oves Ono
Drug Addiction (Otes ONo  |Hepatitis A, Bor C OYes Ono | Angina Oves ONo  |High Blood Pressure Oves Owo
Enilepsy or Seinures OYes (ONo | High Cholesterol OYes ONo | Artifidal Heart Valve Oves ONo  |Shingles Oives Ono
Artificial Joink OYes ONo | Asthma OvYes ONo |Fainting SpellsDizziness ~ ()Yes (ONo | Irregular Heartheat Ores Onio
Kidney Problems Oves ONo  |Stomach/Intestingl Disease ()Yes (ONo |Stoke (OYes (ONo  |Low Blood Pressure Oves OmMo
-Cancer Oves ONo | Thyroid Dissase OYes ONo | Chemotherapy OYes (ONo | Heart Attack/Failure Otes OnNo
Treated for Osteoporesis  (OYes (ONo | Tuberaulosis OYes QMo |Heart Murmur Oves ONo  |Heart Pacemaker Oives (ONe
“Heart Trouble/Disease Oves ONo  |Psychiatric Care OYes Ono  |Rheumatic Fever OYes ONo | Herpes Oves Ono
Radiation Treatments Oves ONo

Have you ever had any serious flness not listed above? Oves Ono If yes | |

Comments:

 To the best of my knowledge, the questions on this form have been accurately answered. Iunderstand 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. 1 autherize and request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise
payable to me. Iunderstand that my dental insurance carrier may pay less than the actual bill for my services. I agree to be respansible for payment of all services rendered on my behalf or my

. dependents,

* Signature of Patient, Parent or Guardian:

X Date:




CROSSTOWN DENTAL

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Aame:

Address:

Telephone: E-mail:
Patient #: Sociat ':Eecurk #

SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By signing this form. you will consent 1o our use and disclosure of your protected heaith infor-
mation te carry out reatment, cayment activities, and heaithcare operations.

Notice of Privacy Practices: You have the right to read our Motice of Privacy Practices before you decide whether
to sign this Consent. Qur Natice provides a description of our treatment, payment activities, and heaithcare oper-
ations, of the uses and disclosures.we may make of your protected health infermation, and of other imposiant mat-
- ters about your protected health information. A capy of aur Notice accompannies this Censent, We ENCOUrage you 1o
read it carefully and completely befere signing this Consent.

We reserve the right to change our privécy practices as described in our Notica of Privacy Practices. If we change
our privacy praclices. we will issue a revised Notice of Privacy Practices. which will contzin the changes. Those
changes may apply to any of your protacted heaith information that we maintain.

Yout may abitain a copy of our Netice of Privacy Practices, including any revisicns of our Notice, at any time by contacting.
Conwaci Person; KATHY SCINTO _
eeotone:_612-866-5014 s 812-866-5082
E-mait NIA

adgess 2010 W, 66TH ST.; RICHFIELD, MN 55423

Right to Revoke: You will have the right to revoke this Consant at any time by giving us wiiten notics of your
revocation submitted ta the Cantact Person listed abava. Please understand that revacation of this Carnsent wiil not
affect any action we tcok in reliance on this Consent before we received yaur revocation, and that we may decline
{reat you of to continue treating you if you revoke this Consent.

SIGNATURE

i . have had {ull opportunity to read and consider the
contants of this Consent form and your Notice of Privacy Practices. | understand that, Dy signing this Consent
form, | am giving my consent to your use and disclosure of my protected healith infermation to carry out treatment,
payment activities and health care operations.

Signature:s___ . Date:

If this Consant is signed by a personai represcniative on behalf of the patient, complete the following:

Bersonal Representative's Mame:,

Relationship o Patient

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
Include completed Consent in the patient’s chart.




@

C ROSSTOWN Frank E. Mork III, pps

FAMILY DENTAL Joseph W. Johnson, pps

Medical Information Release Form

(HIPAA Release Form)

Name:

Date of Birth:

L}

Release of Information

O Iauthorize the release of information including diagnosis, records,
billing, claims information and appointments. This information may be
released to:

Please list individuals by name below:

[J Spouse name:

[0 Children names:

[0 Parents names:

[1 Others (by name):

O Information is not to be released to anyone.

{By checking this box | understand that nobody will be able to help me with scheduling & changing appointments and |
will be placed on my own account to handle all billing myseif)

This Release of Information will remain in effect until terminated by me in writing.

Signature:

Date:

2010 WEST 66TH STREET - RICHFIELD, MN 55423 ) B
PHONE: 612.866.5014 - Fax: 612.866.5082 - info@crosstownfamilydental.com + www.crosstownfamilydental.com




