Kevin R. Ventrucci, D.D.S.
Joseph P. Steiner, D.D.S.
Jeffrey K. Wichmann, D.D.S.

7373 147th Street West, Suite 116 ® Apple Valley, MN 55124-7584  (952) 432-8110

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

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

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.
Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and disclosures we may
make of your protected health information, and of other important matters about your protected 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 right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy practices,
we will issue a revised Notice of Privacy practices, which will contain the changes. Those changes may apply to any of your protected
health information we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting this office at
952-432-8110.

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to the
Contact Person listed above. Please understand that revocation of this Consent will not affect any action we took in reliance on this
Consent before we received your revocation, and that we may decline to treat you or to continue treating you if you revoke this Consent.

SIGNATURE

l, , have had full opportunity to read and consider the contents of this Consent
form and your Notice of Privacy Practices. | understand that, by signing this Consent form, | am giving consent to your use and
disclosure of my protected health information to carry out treatment, payment activities and health care operations.

Signature: Date:

If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Name:

Relationship to Patient:

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

REVOCATION OF CONSENT

| revoke my Consent for your use and disclosure of my protected health information for treatment, payment activities, and healthcare
operations.

| understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you received this written
Notice of Revocation. | also understand that you may decline to treat or to continue to treat me after | have revoked my Consent.

Signature: Date:

POS® Reorder # 0421378



PATIENT HEALTH RECORD

KEVIN R. VENTRUCCI, D.D.S.
JOSEPH P. STEINER, D.D.S.
JEFFREY K. WICHMANN, D.D.S.

Name Age Date of Birth
Last First Middle Initial
Address City State Zip
(P.O. Box not acceptable)
Home Ph. ( ) Work Ph. ( ) Cell Ph. ( ) Sex F M

Patient’s Employer

Patient’s Driv. Lic #(required)

Patient’'s Social Security # (required)

Email Address

Patient’s

Child’s Parent(s): Father Mother Physician/Clinic
Spouse’s Name Date of Birth
SS# Employer
Person Responsible for Account How did you hear about our office?
Emergency Contact Person Home Ph. ( ) Work Ph. ( )

. Date of
Prev. Dentist Address Last Visit

PRIMARY DENTAL INSURANCE

Name of Insurance Co

Policy Holder's Name

Policy Holder’s Social Security #

Po
Po

licy Holder’s Date of Birth

licy Holder's Employer

SECONDARY DENTAL INSURANCE

Name of Insurance Co

Policy Holder's Name

Policy Holder’s Social Security #
Policy Holder’s Date of Birth

Policy Holder's Employer

PLEASE NOTE: AS A COURTESY WE FILE YOUR INSURANCE CLAIMS FOR YOU. WE MUST HAVE YOUR CURRENT
INSURANCE INFORMATION ON FILE. ANY PORTION NOT COVERED BY YOUR INSURANCE COMPANY IS YOUR

RESPONSIBILITY. BALANCES NOT PAID WITHIN 90 DAYS ARE FORWARDED TO A COLLECTION COMPANY.

MEDICAL HISTORY

1. Have you been hospitalized or under the care of a medical doctor during the past year?.........ccccevviiieiiiiiienee s YES NO

2. Are you allergic to (i.e., itching, rash, swelling of hands, feet or eyes) or made sick by penicillin,
aspirin, codeine, or any drug or MediCatIONS, OF IAIEX? ......ccuuiiiiiieeiit ettt e st e e et e e sne e e e snbeeeanteeenanes YES NO

3. Do you take a blood thinner, aspirin OF FOSAMAX? .......cciuuii ittt e et e et e e aat e e e enbe e e sneeeanbbeeeaneeeesnnes YES NO

4. Do you smoke or use tobacco products? YES NO If yes, how often

5. Circle any of the following which you have had or have at present:
Anemia Emphysema Pain in Jaw Joints Heart Disease or Attack
Artificial Joint Epilepsy or Seizures Psychiatric Treatment Aneurism

N ) o ) ) Angina Pectoris
Arthritis / Rheumatism Fainting or Dizzy Spells Sinus Trouble Artificial Heart Valve
Asthma / Hay Fever / Allergies Hepatitis A, B, C Stroke Congenital Heart Lesions
Cancer Hemophilia Thyroid Disease Heart Murmur
Chemical D q Hiah Cholesterol T Heart Pacemaker
emical Dependency ig olestero umors Heart Surgery
Chemotherapy / Radiation Therapy HIV/AIDS Ulcers High/Low Blood Pressure
Cold sores—Herpes Kidney Trouble Mitral-Valve Prolapse
Diabetes Liver Disease Rheumatic Fever
Shunts

6. Do you have any disease, condition, or problem NOt ISTEA? .........eii it YES NO

7. Are you taking any medication or pills? Names of medications

8. WOMEN: Are YOU PIrEONANT NOW? .....uiiiitieiteeiutteitee et e steeeaeeeateeaateeaaeesa bt e saeeeaseesb e e easeeabe e oabeeaa e e ea bt e eh e e eabeeshb e e beenab e e beeemneanbeeanteebeennes YES NO

To the best of my knowledge, all of the preceding answers are true and correct. If | ever have any changes in my health, insurance or
medications, | will inform this office of dentistry at my next appointment without fail.

UPDATE EACH VISIT Signature of Patient, Parent

or Guardian Date

DATE

INITIAL




