- Primary Insurance Information

DATE 10/20/2016

TIME 9:40 AM

PATIENT REGISTRATION

iD: ChEd:

First Nam'e:: Mﬂ e ”#_M gtams 00 o s . _Midie initial-
Patient Is: [_] Policy Holder PreferedName:
[] Responsible Party
Responsible Party (if someone other than the patient) e o e e S
FirstName: i . LestName: e Middle Initial: _
Address: o Address 2: = © - e e
City, State, Zip: _ e B R (IR AR N S S 0 S Pager: o
Home Phone: WorkPhone! - . -~ -~ . o Ext  _ Celllar S
Birth Date: S SoeSeeT Lo oo s DriversLic.
O Responsible Party is also a Policy Holder for Patient O Primary Insurance Policy Holder O secondary Insurance Policy Holder
Patient Information- T AT S R S AP
Address: ~ Address 2. . _ e
City: £ State / Zip: Pager: I
Home Phone: Work Phone: Rl L T Céllulan e e
Sex: ) Male () Female Marital Status: () Married (O single () Divorced () Separated (O widowed
Birth Date: - ApE: - 0 Soc. Sec: an DrversLicc.
E-mail: [ 1 would like to receive correspondences via e-mail.
A Section 2 Section 3 e
Employment Status: () Full Tme () PatTime () Retired ReferredBy: .
' : Previous Dentist: o -
Student Status: () Full Time O Part Time Emergency Contact: e
Medicaid ID: B Pref. Dentist: Emergency Contact #: i
Physician:
Employer ID: N Pref. Pharmacy: o1 Physicians #:
~ CarrierID: ___ Pref. Hyg.:

Relationship to Insured:) Seif (O Spouse () Child () Other

Name of Insured: . i
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company: . RS
Address: . Address: B
Address 2: Address 2: e
City,State.Zip: City, State,Zip: ) R S
Rem. Benefits: .00 Rem. Deduct: .00

- Secondary lﬁéurance Information

Name of Insured: _ Relationship to insured:) Self (O Spouse O chid (O Other

Insured Soc. Sec: Insured Birth Date: 5 2

Employer: ol : ; ins. Company: L
Address: i Address: S N SR
Address 2: i Address 2: 3 : .
City,State,Zip: _ e City,State Zip: _ el T 2 G et
Rem. Benefits: : .00 Rem.Deduct: _ .00

e e e o e e e o e e T e




Medical History Form

Batient Name: ; Emergency Contact
Dzte of Birth: Emergency Contact Phone
Sex: _ Emergency Contact Relationship

Do you have any of the following diseases or problems

Active Tuberculosis

bl R R e R e e R T PRy PR

Persistent cough greater than a 3 week duration

PEPPTERTRAATANATASITEBONS tessaanen SePseTaeTOLETEEN AT TS P L T T T e

Cough that produces blood

-------- e T RN

Been exposed to anyone with tuberculosis

--------------------------------------------------------------------------------------------------

Medical History

Are you now under the care of a physician?

....... R L e e N A R R L

Fhysician Name

Phone (including area code)

Address/City/State/Zip

Areyouin good RBAINT | et et e e st et s en s e e e se s an e ae s s s n st e b bae s anesan

Has there been any change in your general health within the past year’? ___________________________________________________ i -

If yes, what condition is being treated?

Date of last physical exam

Have you had a serious iliness, operation or been hospitalized in the past 5 years?' i S5 PR e e

If yes, what was the illness or problem?

Are you taking or have you recently taken any prescription or over the counter medicine(s)? _ .. ...

If so, please list all, incdluding vitamins, natural or herbal preparations and/or diet supplements

Doyou ww coma IEM? SNSRIV TRCRASE N snemFEniRsTRIERASAS PEIIFARBTRIEANIBABIETITINSISIED BPIERTAFVLVSGIPFTR RSBS00 e BRStERShdbnusnasntinnnavannh
Joint Replacement. Have you had any orthopedic total joint (hip, knee, elbow, finger) replacement? .~
Dzte

If yes, have you had any complications?

Are you taking or scheduled to begin taking either of the medications, alendronate (Fosamax®) or risedronate
(Actonei®) for osteoporosis or Paget's disease?

Since 2001, were you treated or are you presently scheduled to begin treatment with the intravenous
biphosphonates (Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal complications resulting from
Paget’s disease, multiple myeloma or metastatic cancer?

Date Treatment began

Do you use controlled substances (drugs)?

azadbssstisssssnnsnas ssssncas e R LR L TR R L

Do you use tobacco (smoking, snuff, chew, bIdis)? | . . et e e a e
If so, are you interested in stopping? VERY / SOMEWHAT / NOT INTERESTED

Do you drink alcoholic beverages?

D T A R N T R TR R R R T R R R S bt

If yes, how much zicohel did you drink in the Iast 24 hours?

Yes

Yes

‘Yes

-Yes

Yes

g ‘“-‘Yes

. Yes

“Yes

Yes

 Yes

Yes

‘Yes

Yes

Yes

-"Yes

‘Yes

- No

Neo

‘No

No

No

No

No

No

. No

Ng

No

No

No

Ne

No




A A T Y e T e T T T —_

if yes, how much do you typically drink in a week?

WOMEN ONLY. Are you:

Pregnant __....... SO ST, X ST SRS AP - Ves ' No
: Number of weeks ’
© Takingbirth control pill or ROTMONEl TEPIACEMENTT ..ot o o
| NETSIIRT oo bpssstyamsseson s RRRESPSroms s womeer SRR SRS e e SRR SR AR R 22 SRR e Ve mnn ESEE SR Yes No
; Allergies, Are you allergic to or have you had any reaction to
‘ Local anesthetics ... ...ccccemmmmicnnnnene - Yes No ‘Latex (rubber) _............ Y h " Yes " No |
ASPIFIN . .oiieecenirnreeree Srssamansusaxne — Yes No i‘;dine ............ Camu L E T '_ Yes No
Penicillin or other antibiotics ... ... Yes No‘ Hay fevgrlseasonal ....................... renisiant - Yos No
Barbiturates, sedatives, or sleeping Pi"s w Yes & No ANIMalS . icririereirnriasnanearens Yes No
Suifadrugs ......... o R A . Yes No Food | A ressmsnsessesenars  Y@S No
Codeine or other narcotics ... .............. " Yes No Other . ......ccoeienee saEEes eireesanenenii#FEE | Y No
MBS i bR e S — e If Other, please specify:

Congenital Heart Disease (CHD) - Please indicate if you have had or not had any of the following:

Artificial (prosthetic) heartvaive s, Vs No Unrepaired, cyanoticCHD _____................ - Yes 7 No
Previous infective endocarditis ___....... R A No Repaired (completely) in the last & months . . yec " 'No
Damaged valves in _transplanted heart Lt e " No Repaired CHD with residual defects ..., B NS
Congenital heart disease (CHD) ... .......... Yes "No
Other Diseases and Conditions - Please indicate if you have had or not had any of the following:
Cardiovascular disease ___._........... o ves' i BIOOd transfusion . _..........ccceserenseurences el W s
Angina | .............................‘....; ........... . Yes  'Ne if yes, date
Arteriosclerosis ... ..c.ccomeeeinceecennn o S P Bemophillé = St st o o £ an s
Congestive heart failure _ . ... : Yjes oh AIDSorHiV _ N (= e ORI Yae No
Damaged heartvaives ... ............. T R Brthrifis o AL R S e 5t
Heartattack ... oA O e Efp S Autoimmune disease _..._... e Ly L No |
Heart murmur cessssssarsaszasransssasensrnrase  Y@§ No - Rheumatoid arthritis ... . “Yes " No
Low bIoOd Pressure ... . .....ccccccccrscarnim . YES ig Systemic lupus erythematosus ... .. " Yes No
High blood pressure ___............. s e - Asthma ... ] sas e healiie (g
Other conge“ital heartdefects _ ... ... % Yes il No Bronchitis wensumssssesssen samini iR AR AR Yes No
Mitral vaive prolapse . ....... BN e . 'Yes " No Emphysema . ....creeceesiimeneenss ! _'Yes . 'No
PRCRmAEE s At e R T o Sinus trouble ... PR AER EEAREN S T |
Rheumatic fever . ............. srvarecenes sarsanne ' Yes " 'No TUberCU|"_5i5 ....... casrsnasaasnanca deinsansassunenens f Yes " "No i
Rheumatic heartdisease ... I FRARES YaE " No Cancer/Chemotherapy/Radiation “Yes S e i
Treatment |
Abriormal bleeding _............. e e |
TR e e T e ks D L L SOy - . Yes No |
Anemia o eeeiieernrecieniieinaiias Yes No Chronic pain '
, K wes kT A e o R P e Yes No




Diabetes Typeloril

Sleep disorder

S EPPPIINYTANIIINEIEIITEINIENTIRSLE S Yes No ______ T AR é P
Eating disorder ;
gdisorder ... e Yo No Mental health disorders . .
Malnutrition N il Speci
........................ envecavernane P Yes No p fy
Gastrointestinal disease Recurrent infections
sessbseue Neeasscsanrunsn . Yes N° . FUesvnBetesduTREn vasaeae sreasase
G.E. Reflux/persistent heartburn Type of infection
»  Yes No
Thyroid problems Kidney problems
YTOIG prodiems e SRS © Yes No yprobiems ... T — R —
Stroke Night sweats
sevevessnms L T T T *evuvuvTEapreas Yes No g --------------------------------------
Glaucoma Osteoporosis W NS
ST LR S X W Yes NG P
Hepatitis, jaundice or liver disease _ veeees Yes " No Persistent swollen gilandsinneck . ..
Epile Severe headaches/migraines
pilepsy _ ... T Ve ST ‘Yes No g S s s
Faintin i Severe or rapid weight loss
inting spells orseizures . ... .. Yes No P g SRR R
i i Sexually transmitted disease .
Neurological disorders . ... ............oo. Yes No . ytransmitited disease ...
If yes, please specify Excessive urination . ... ............ W
Premedication
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ..

Name of physician or dentist making recommendation (include phone number)

Do you have any disease, condition, or problem not listed above that you think i should know about?

Please explain

R P r Y I PP TR T

Yes

Yes

Yes

Yes

‘Yes

‘ Yes

Yes

No

. No

No

No

No

No

No

No

No

No

.No

No

No

Signature of Patient/Legal Guardian




Insurance Authorization - Signature On File

BRIAN GLESNE, D.M.D.
GLESNE FAMILY DENTISTRY
3307 GRIFFIN AVENUE
PEKIN, ILLINOIS 61554
PHONE: 309-347-3066

| hereby authorize my health care provider to affix my name to all insurance submissions,
documents, and/or information reguested by my insurance company(s) relating to any and all
health benefits due to me and my dependents.

| also authorize payment of healthcare benefits otherwise payabie to me, directly to my
doctor as listed above. Iagree to be held responsible for all charges and services not paid by

my insurance company.

This authorization shall remail in effect indefinitely uniess and until | revoke it in writing. Any
revocation will apply only to future services and will not affect charﬁes_or claims already
submitted or services already rendered. 1 understand that this authorization does not expire

annually and remains valid for all current and future services unless revoked in writing.

Today's Date Signature of Patient or Insured

Witnessed By




DR. BRIAN L. GLESNE
{NAME OF PRACTICE}

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

*You May Refuse to Sign This Acknowedgement*

, , have received a copy of this

office's Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

[0 Individual refused to sign

Communications barriers prohibited obtaining the acknowledgement

O
[0 An emergency situation prevented us from obtaining acknowledgement
O

Other (Please Specify)

© 2002 American Dental Assaciation

All Rights Reserved

Reproduction and use of this form by dentists and their staff Is permitted. Any other use, duplication or distribution of this form by any other party requires the prior
written approval of the American Dental Association.

This Form Is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).




DR. BRIAN L. GLESNE
{NAME OF PRACTICE}

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Address:

Telephone: A e E-mail:
Patient #: e Social Security #:

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

Purpose of Consent: By signing thls forrn you wﬂl consent to our use and disclosure of your protected health infor-
mation 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 oper-
ations, of the uses and disclosures we may make of your protected health information, and of other important mat-
ters 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 wa 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 that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by centacing:
Contact Person: _ ERONT DESK

Telephone: 347-3066 Fax:. 347-2853

E-mail:

Address:

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

SIGNATURE

I, , have had full opportunity to read and consiger the
contents of this Consent form and your Notice of Privacy Practuces | understand that, by signing this Consent
form, | am giving my 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 AFTERYOU SIGN IT.
- lneludn cmnpletcd 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.

f 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.

g Dete:
l W
|
|
© 2008 Anwnzan Dehilal Assatiation .
All Rignts Reserved ' : ; _ '
Repraduction and ise of tiis form by dentisls ans e slall is Gemties Aoy Wint v, Gt alan W sty of s 1060 by ey othar pafty requires the ariar
written approval of fhe Amencan Dental Assstiation o :
This Form s sducational anky, does na constitute leun) acice, and cowss oty federal, Not shaty, ke (August 14, 200).




