
 

Keith Wolfenden DMD 
General Family Dentistry 

430 Bimson Ave/ P.O. Box 43 
Berthoud, CO 80513 

Phone: (970) 532-4209 ∙ Fax: (970) 532-4175 ∙ Email: BerthoudDental80513@gmail.com 
 

Welcome! We are pleased to have the opportunity to treat your dental needs. Please fill out the information on this 
page for our records 

 
Patient 

Name_________________________________________ 

Address_______________________________________ 

City/State/Zip __________________________________ 

Occupation____________________________________ 

Employer______________________________________ 

Employer Address_______________________________

 

Email _________________________________________ 

Birthdate ____________________ Age _____________ 

Social Security # ________________________________ 

Sex ___________ Marital Status ___________________ 

Phone (Cell) ___________________________________ 

Phone (Home) _________________________________ 

 

Personal Responsible for this Account  

Name ________________________________________ 

Social Security # ________________________________ 

Birthdate _____________________________________

 

 

Address_______________________________________ 

City/State/Zip __________________________________ 

Phone ________________________________________

Relationship to Patient _______________________________________________________________________________ 

 

Dental Insurance Information (Primary) 

Insured’s Name ________________________________ 

Employer _____________________________________ 

Subscriber ID __________________________________ 

Insured Soc Sec # _______________________________ 

Insured DOB ___________________________________ 

Insurance Co __________________________________ 

Insurance Co Address ___________________________ 

_____________________________________________ 

Insured Group #  _______________________________ 

Insurance Phone # ______________________________ 

(Secondary) 

Insured’s Name ________________________________ 

Employer _____________________________________ 

Subscriber ID __________________________________ 

Insured Soc Sec # _______________________________ 

Insured DOB ___________________________________ 

Insurance Co __________________________________ 

Insurance Co Address ___________________________ 

_____________________________________________ 

Insured Group #  _______________________________ 

Insurance Phone # ______________________________

In case of Emergency please contact ____________________________________________________________________ 

Who may we thank for referring you to our office? ________________________________________________________



NOTICE OF CONSENT 

I understand that I have certain rights to privacy regarding my protected health information. These rights are given to 

me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). I understand that by signing this 

consent I authorize you to use and disclose my protected health information to carry out: 

• Treatment (including direct or indirect treatment by other healthcare providers involved in my treatment) 

• Obtaining payment from third party payers (e.g. my insurance company) 

• The day to day healthcare operations of your practice 

I have been informed of, and given the right to review and secure a copy of your Notice of Privacy Practices, which 

contains a more complete description of the uses and disclosures of my protected health information, and my rights 

under HIPAA. I understand that you reserve the right to change the terms of this notice from time to time and that I may 

contact you at any time to obtain the most current copy of this notice.  

I understand I have the right to request restrictions on how my protected health information is used and disclosed to 

carry out treatment, payment, and health care operations, but that you are not required to agree to these requested 

restrictions. However, if you do agree, you are bound to comply with this restriction.  

I understand that I may revoke this consent, in writing, at any time. However, any use or disclosure that occurred prior 

to the date I revoke consent is not affected.  

CONSET FOR RELEASE OF CONFIDENTAL INFORMATION 

• I authorize the dentist to perform diagnostic procedures and treatment as may be necessary for the delivery of 

proper dental care. 

• I authorize release of any information concerning my (or my child’s) healthcare, for the advice and treatment 

provided for purpose of evaluation and administering claims for insurance benefits.  

• I authorize release of any information concerning my (or my child’s) healthcare, for the advice and treatment to 

another dentist, or another healthcare professional and their staff.  

FINANCIAL RESPONSIBILITY 

• I hereby authorize payment of insurance benefits directly to the dentist, otherwise payable to me. 

• I understand that my dentist and staff will estimate insurance benefits as close as possible. I understand that I 

am responsible for payment of the account, and providing correct insurance information.  

• I understand that if insurance is not applicable when dental services are rendered, then full payment is due at 

the time of service.  

DO WE HAVE PERMISSION FOR THE FOLLOWING? 

Leave a reminder regarding your appointment on your voicemail?   Y / N 

Speak to other members of your household regarding your appointment?  Y / N 

Discuss your dental treatment with any member of your household?   Y / N 

Leave a message at your place of employment?      Y / N 

 

If yes to any of the above, whom? ______________________________________Relationship: _____________________ 

 

Signature__________________________________________________________Date: ___________________________ 



 

 

Name _______________________________________________________ 

DOB_________________________________________________________ 

 
 
 
It is important we know about your Dental History. These facts have direct bearing on your dental health. This 
information is strictly confidential and will not be released to anyone. Thank you for taking the time to 
completely fill out this questionnaire. 
 
DENTAL HISTORY 
 
When was your last dental visit? ___________________________________________________ 

Do you have a specific dental problem which needs attention? Yes______ No ______ 

 If yes please explain _______________________________________________________ 

Have you been told you have gum problems? Yes______ No ______ 

Are you apprehensive about receiving dental treatment?  Yes______ No ______ 

 
TREATMENT AUTHORIZATION RELEASE 
 
I consent to treatment as necessary to care for the patient first named above, for diagnosis of dental disease, 
deformity, or treatment of dental emergency. These procedures may include radiographs, models, 
photographs, and intraoral examination. I authorize the dentist to release any information including the 
diagnosis and the records of any treatment or examination rendered to me or my child during the period of 
such dental care to third party payors and/or health practitioners. I authorize and request my insurance 
company to pay directly to the dentist benefits otherwise payable to me. I understand that my insurance 
carrier may pay less than the actual bill for services and that I am responsible for payment of all services 
rendered on my behalf or my dependents. I understand that providing incorrect information can be dangerous 
to my health.  
 
Signed (Patient/Parent/Guardian) ____________________________________ Date _________ 
 



TIME 10:43 AM DATE 7/12/2011

MEDICAL HISTORY

PATIENT NAME _______________________________________________ Birth Date _____________________________________ 

Do you have, or have you had, any of the following?

Yes No

Are you allergic to any of the following?

To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect information can be

dangerous to my (or patient's) health.  It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN __________________________________________________ DATE ______________________

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 

following questions.

have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.  Thank you for answering the

If yes, please explain:Are you under a physician's care now? Yes No

Have you ever had a serious head or neck injury?

Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux?

Yes No If yes, please explain:

Yes No If yes, please explain:

Yes No If yes, please explain:

Comments:

Cortisone Medicine

Diabetes

Drug Addiction

Easily Winded

Emphysema

Epilepsy or Seizures

Excessive Bleeding

Excessive Thirst

Fainting Spells/Dizziness

Frequent Cough

Frequent Diarrhea

Frequent Headaches

Genital Herpes

Glaucoma

Hay Fever

Heart Attack/Failure

Heart Murmur

Heart Pacemaker

Heart Trouble/Disease

AIDS/HIV Positive

Alzheimer's Disease

Anaphylaxis

Arthritis/Gout

Artificial Heart Valve

Artificial Joint

Asthma

Blood Disease

Blood Transfusion

Breathing Problem

Bruise Easily

Cancer

Chemotherapy

Chest Pains

Cold Sores/Fever Blisters

Congenital Heart Disorder

Convulsions

HerpesAnemia

Angina

If yes, please explain:Yes NoHave you ever had any serious illness not listed above?

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Rheumatism

Scarlet Fever

Shingles

Sickle Cell Disease

Sinus Trouble

Spina Bifida

Stomach/Intestinal Disease

Stroke

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Rheumatic Fever

Renal Dialysis

Radiation Treatments

Recent Weight Loss

Yes No

Yes No

Yes No

Hepatitis B or C

High Blood Pressure

Yes No

Yes No

Yes No

Yes No

Hemophilia

Hepatitis A

Pain in Jaw Joints

Parathyroid Disease

Psychiatric Care

Yes No

Yes No

Yes No

Hives or Rash

Hypoglycemia

Irregular Heartbeat

Kidney Problems

Leukemia

Liver Disease

Low Blood Pressure

Lung Disease

Mitral Valve Prolapse

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Swelling of Limbs

Thyroid Disease

Tonsillitis

Tuberculosis

Tumors or Growths

Ulcers

Venereal Disease

Yellow Jaundice

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Other

Aspirin

If yes, please explain:

Pregnant/Trying to get pregnant? Yes No Taking oral contraceptives? Yes No Nursing? Yes No

Women:  Are you

Are you on a special diet? Yes No

Do you use tobacco? Yes No

Do you use controlled substances? Yes No

Yes No

Have you ever been hospitalized or had a major operation?

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphosphonates? Yes No

Yes No

Metal Latex Sulfa drugsPenicillin Codeine Local Anesthetics Acrylic

High Cholesterol

Osteoporosis Yes No
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