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Kenneth B Weddell, PLLG
The Penncrest Building
8900 Penn Avenue S, Ste.211
Bloomington, MN 55431
www.kennethweddelldds.com

Name

Phone: 952-884-7706
Fax: 952-881-6006

E-mail: kennethweddelldds@gmail.com

Patient lnformation
Soc. Sec. #

Last Name

Address

First Name Middle ln[ral

City State Zi Home Phone

Cell Phone E-mail

Sex nM trF Age Birthdate trSingle trMarried trWidowed E Separated trDivorced

Patient Employed by Occupation

Business Address City State Zip

Business Phone Business E-mail

How did you hear about us? trAd in Mail trOur Websitetr lnsurance Company tr Family/Friend Who?

How would you like to be notifled of appointment reminders: n Text Message tr E-mail tr Mail a Home Phone

Notify in case of Emergen Relation to Patient

Phone # E-mail

Phone # Last Dental Visiti

Please help us learn more about you by answering the following questions

Are you having any concerns or dental discomfort?

ls there anything you would like to change about your teeth/smile?

ls there anything else you feelwe should know?

Previous Dentist Name and Address
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Primary lnsurance

Phone

Name of other dependents under this plan

lnsurance Company

Member lD Number Group Number

Employer: (Name ofemployer through which you are insured)
'lf plan has been purchased individually, please state "Self'

Policy Holder lnformation: Cfhis is the maan person on the plan, ex. Spouse or Parent)

Name
Last Name First Name Middle lnitial

Date of Birt Soc Sec.#

Address City_ MN Zi

E-mail

Relationship to Patient

Business Phone Business E-mail

Secondary lnsurance

ls patient covered by additional insurance? tr Yes !No lfyes, pleasefillout fom below:

Phonelnsurance Company

Member lO Number

Employel(Nameofemo|oyerthroughwhlchyouareinsured)
'lf plan has been purchased individually, please state "Self

Name of other dependents under this plan

Policy Holder lnformation: (This is the main pe6on on the plan, ex. Spouse or Parent)

Name Relationship to Patient-
Middle lnitialLast Name

Date of Binh

First Name

Address City--l N- ZiP-

Home Phone Cell Phone E-mail

Business Address

Business Phone Business E-mail

Authorization
I authorize the insurance company indicated on this form to pay the dentist all insurance benefits otheMise

payable to me for services rendered. I authorize the use of this signature on all insurance submissions.
I authorize the dentist to release all information necessary to secure the payment of benefits. I understand that I

am financially responsible for all charges whether or not paid by insurance.

Signature Date-

Payment is due in full at the time of treatment, unless prior arrangements have been approved.

Home Phone_ Cell Phone _
Busrness Address_

Group Number_

Person Responsible Employed by Occupation-



Kenneth B. Weddell, PLLC
8900 Penn Ave S, Suite 2'll
Bloomington, MN 55431
952-884-7706
kennethweddelldds@gmail.com
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MedicalHistory
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Although dontal porsonnel primarily treat th6 area in and around your mouth, your mouth is a part ot your entite body. Health p.oblem3 that
you may have, or medication that you may bs taking, could have an important intenelationship with th6 dentistry you will roceive. Thank you
tor answering the following qu6tion9.

Are you undera physician's care now? tl Yes tr No lfyes

(lncludes primary physician)

Have you ever been hospitalized or had a major operation? tr Yes tr No Please list below.

Are you taking any medications, pills, or drugs?
Please list below.

!Ye3 trNo

Have you ever had a serious head or neck injury?

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

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphosPhonates?

Are you on a special diet?

Oo you use tobacco?

tr Yes

tr Yes

tr Yas

tr Yes

tr Yes

-No

-No

tl No lf yes

women: Are you.... - Does notaPPlY

- Pregnant / Trying to get Pregnant? tr Nu6ing? tr Taking oral contraceptiYes?

Are you allergic to any of the following?

tr Penicillin
C Latex

tr Acrylic
: Local Aneslhetics

Doyou use controlled substance3? tr Yes n No lf yes

Date of Birth

lf yes

lf yes

trNo

trNo

tr Aspirin
! Metal

! Codeine
tr Sulfa Drugs

tr Other allergy? lf yes
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Medical History Continued

Do you have, or have you had, any of the following? Please check if "Yes"

tr AIDS/H|V Positlvo

tr Alzheimo/s Diaeaee

! Anaphylaxis

! Anemia

tr Angina

tr Arthritisrcout

tr Artiticial Heart valvo

tr Artificial Joint

tr Asthma

D Blood ois6ase

tr Blood Transtualon

tr Breathing Probloma

! BruBe Easlly

E Cancer

! Chomotherapy

tr Che€t Pains

D Cold Sor€s/Fsver Blistors

tr Congenital Hoan Diaotdor

E Convulsions

tl Yellow Jaundice

tr CortlsonB t adicino

! DiabeteE

tr Drug Addlctlon

tr Easily winded

C Emphyeoma

tr Epilopsy or Soizures

tr Excossivo Blsodlng

tr Erce3sive Thirst

tr Fainting SpollsrDlzlngas

tr Frequont Cough

tr Frequont Diarrhoa

tr Frequont Hoadach6

tr Gonital Herpos

E Glaucoma

tr Hay Fever

tr Hoart AttacuFailurc

E Hgart lrurmur

E Hoad Pacamaker

O Hoart Trouble/Direase

tr Sloep Apnea

tr Radla0on Treatnents

O Recent Weight Loaa

tr Ronal DlalFiE

tr Rhoumatlc Favor

tr Rheumatigm

tr Scarlot Fovor

tr Shlnglea

tr Sickla Coll DEoaso

C Slnus Trouble

tr Spina Biltda

tr Stomachrlntsatinal DiseaEe

tr Stroke

tr Swelling of Limbs

tr Thyroid Dlasaae

tr Tonsillitis

tr Tubgrculosis

E TumoB or Growtha

! Ulcsrr

tr Vsngraal Disoa36

Have you ever had any serious illness not listed above? tr Yes tr No lf yes

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect
information can Le dangerous to my (patlent's health). lt is my responsibility to inform the dental office of any changes in
medical status.

Signature of Patient, Parent or Guardian Date

! Hemophilia

! Hepatitis A

tr Hepatitis B or C

tr Herpes

! High Blood Pressur€

tr High Chol6terol

tr Hives or Rash

tr Hypoglycemia

tr lflegular Heaatbeat

E Kidney Problems

E Leukemia

D Liver Oigease

E Low Blood Pressure

tr Lung Disease

tr Mitral Valve Prolapse

E Osteoporosis

tr Pain in Jaw Joints

tr Parathyroid oisease

! Psychiatric Cars


