WELCOME! Our goal is to help you have the healthiest, brightest smile possible. Please provide the following
information as completely as you can. The better we communicate, the better we can care for your dental needs.

Patient Name Nickname (if any) Date of Birth

Address City State Zip

Home Phone # School/Grade Hobbies/Peta/Interests
Account Information

Father's Full Name

Father's Employer Position Work Phone #

Mother's Full Name

Mother's Employer Position Work Phone #

Person responsible for account

(address, if different from above)

Insurance

Primary Dental Insurance Company Policy #

Name of Policyholder Social Security #
Secondary Dental Insurance Company Policy #

Name of Policyholder Social Security #
[f Welfare, agency and case #

Someone not living with you to contact in case of emergency (name and phone #):

Other family members in this practice;

How did you learn about our dental office?
If from a friend or relative, his‘her name:

1 authorize the administration of such medications and performance of such diagnostic and ic procedures as may be necessary for proper
dental care. If additional information is needed, | authorize this office to contact the appropriate health care provider or agency to obtain such
information. | understand that dental insurance is a contract between the policyholder and the insurance camier, and that | am responsible for
payment of fees for services for my child not covered in part or in Wl'bh]l’!:fllmmmumer I authorize payment of dental insurance benefits
directly to this office. The above information is correct to the best of my knowledge,

Signature of Parent or Guardian Date
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Patient Name File #

The following confidential information is important for the dentist to know in planning your dental care.
Please answer each question as completely as you can. Thank you.

Dental History

Reason for this visit:

Previous dentist (name and location)

When was your last dental visit? What was done then?
How often did you visit the dentist before then? Have you had a complete series of dental films (x-rays) taken?
O Yes CONo When? Where?

What types of dental treatment have you had in the past?

How often do you brush your teeth? How often do you floss your teeth?
Is your drinking water fluoridated? [ Yes [ No Do you snack between meals? [ Yes [ No
What types of food?

Do any of the following apply to you?

Please ¢

OYes ONo Tooth sensitivity:
OHot OCold OSweets [ Chewing/pressure ......

O ¥esr: [INo: TootBacho . iy isnsasnsinsisisnsnssnsassnsansnssnissannsnn
O Yes DIN0  Tooth FemOVEt . ook irsies i b asabsssissatsmsansimsansasmasns

OYes ONo Unpleasant dental expenience

OYes O No Gums blesd OF SOT . iiiemiimestesasbsmssbnnmmsrsbssisio
OYes ONo Looseteeth .o
OYes OONo Mouth odor-or bad MRSt ... i

OYes CINo  FOO0 ATRD BIBR /i iarisriiiains sl barrrors s A

OYes ONo Swelling, lumps or sores in MOUth ......oismrmsmi

OYes ONo Grind or clench beeth . i i esr s b

OYes ONo  Jaw joInt pain or NOISE i s

CYer BN Jaw IoCom o L s s b e b i

OYes ONo  Bite iz offfcrowded teeth ...

OYes ONo Orthodontic treatment. WhenT

OYes OONo Other:

OY¥es CINo  Are you happy with the appearance of your teeth?.......

. {Owver Please) .




Medical History

Physician (name and address)

Please v

[OYes CONo Are you presently under a physician's care? If yes, why?

Have you ever been hospitalized or had a serious illness or accident? Please explain:

O¥es CINo

O¥es CINo  Are you taking any drugs or medication? If yes, please list:

DOYes ONo Are you allergic to any medications?

O Penicillin [ Codeine [ Local anesthatic [ Other:

Oves ONe Do You: 00 Smoke? [1Use chewing tobacco?

Do any of the following apply to you now or in the past?

Please v

Cl¥es ONo Heart (disease, atack, surgery) [C¥es OONo  Anemia O¥es ONo Glascoma

O¥es ONo Chest pain C¥es CJNo  AIDS/HIV positive OYes ONo Frequent/severe headaches
OY¥es CONo Congenital heart defect CO¥es ONo  Artificial joint/prosthesis OYes ONo Chemical dependency
OYes ONo Heart murmur O ¥es TINo Lungdisease (TB, emphysema) [ Yes D No Nervous/amxious
OYes ONo Rheumatic fever Cl¥es CNo  Asthmahay fever O¥es ONo Mental health care
Cl¥es ONo Mitral valve prolapse OYes CINo Sinus trouble OYes CONo Tumor/cancer

OYes ONo Artificial heart valve OYes CINo Epilepsy/seizures CO¥es OONe Radiation therapy
OYes CINo Heart pacemaker OYes ONo  Hepatitis O¥es ONe Chemotherapy

OYes ONe Circulatory problem O¥es ONo Cold sores/fever blisters OYes ONo  Thyroid problem
OYes CONo Abnormal blood pressure Oves OnNo  Allergieshives Cl¥es OONo Kidney problem

O Yes CONo Diabetes O¥es ONo Latex sensitivity OYes ONo Liver problem

OYes ONo Abnormal bieeding O¥es CINo  Venereal disease O¥es Mo Tonsilitis

O ¥es ONo Blood disorder O¥es ONo Arthring/rheumatism OYes ONo Ulcers

O¥es ONo Bruise casily O¥es ONo Back problem O¥es ONo Other;

OYes ONo Stroke OYes ONo Fainting spells

OYes ONo Do you have any disease, condition or problem not listed? Please explain:

[ ¥es [INo Has it ever been recommended that you be premedicated for any of the above conditions?

If yes, reason:

The above information Is correct to the best of my knowledge.

Dantstry Q08 1353

Signature of Parent or Guardian Date

D.D.S. Signature Date

UPDATES Staff use) [0 Na Change [ Refer Progress Notes O Nao Chunge [ Refer Progress Notes
:‘ﬂ:’m“"‘:iﬁ";ﬂ.‘m mﬁam oty Signed: O Daute Signed: O Date
OONoChange  [JRefer Progress Notes | (ONoChange (] Refer Progress Notes | [INo Change [ Refer Progress Notes
Signed: O Date Signed: O Date Signed: O Date

[0 Mo Change [ Refer Progress Notes 0 No Change O Refer Progress Notes [0 No Change O Refer Progress Notes
Signed: O Date Signed: O Date Signed: [ Date
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Prairie Dental Group

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

Print Patient's Nama:

TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

Purpose of Consent: By signing this, you will consent to our use and disciosure of your protected health information to carmy out treatment,
payment activitlies and healthcare operations

Metice of Privacy Practices: You have the right to read our Notica of Privacy Practices bafore you decide whether fo sign this Consenl.  Our
Motice provides a descriplion of our freatment, payment activitles, and healthcare operations, of the uses and disclosures we may make af your
protected heallh information, and of other imperiant matters about your protecied health information. A copy of our Notice accompanies this
Consent. We encourage you to read it carefully and completely before signing this Consent,

We reserve the ight to change our privacy praclices as described in our Notice of Privacy Practices. | we change aur privacy practices, we will

issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may apply to any of your prolecied health information
thal we maintain

¥ou may obtaln a copy of our Matice of Privacy Praclices, including any reviskons of our Notice, al any time by contacting:

Contact Person: Caryl

Telephone: (952) 903-5000 Fax: (052)044-0642
E-mail: caryl@prairisdental com Address: GE08 Flying Cloud Dr., Eden Prairie, MW 55344

Right to Revoke. You will have the righl to revoke this Consent at any time by giving us written notice of your revocation submilted to the
Conact Person listed above. Please understand thal revocation of this Consent will nal affect any aclion we took in reliance on this Consent
before we received your revocation, and that we may dedine 1o treat you or to continue treating you if you revoke this Consenl.

CONSENT FOR USE AND DISCLOSURE: | have had full cpportunity to read and consider the contents of this Consent form and your
Motice of Privacy Practices. | undersiand that, by signing this Consent farm, | am glving my consenl o your use and disclosure of my
protected health information 1o carry out reatment, payment activities and heath care operations,

I this Consent is signad by @ personal representative on behalf of the patiant, compiete the following:

Personal Represenlative’s Name:

Ralationship o Patiant:

Signature: Date;
Signalure: : Date:
Signature: Date:
Signature: Date:
Signature Date:
Signature: ___ Date:
Signature Date:

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




