
Dr. Karl Berg / Dr. Michael Skramstad 

2765 Kelley Parkway, Suite 140 

Orono, MN 55356 

 PH: 952.449.9494 / Fax: 952.449.9499 

www.oronodentalcare.com 
 
 

N E W   P A T I E N T   I N F O R M A T I O N   F O R M 

NAME (LAST, FIRST, MIDDLE):             

PREFERRED NAME:                             

HOME ADDRESS:                          

CELL PHONE:    HOME PHONE:       WORK PHONE:        

EMAIL:         SS#:   - -     

DOB:   / /    SEX:      MARITAL STATUS:                    

EMPLOYER NAME:                   

REFERRING PATIENT OR DOCTOR:             

  

PRIMARY DENTAL INSURANCE COVERAGE 

SUBSCRIBER NAME:               

RELATION TO PATIENT:                 SS#:    - -    DOB:  / /  

EMPLOYER NAME:                         

INSURANCE COMPANY:      GROUP #:        

INSURANCE COMPANY ADDRESS:              

FAMILY YEARLY DEDUCTIBLE:       INDIV YEARLY DEDUCTIBLE:          

 

SECONDARY DENTAL INSURANCE COVERAGE 

SUBSCRIBER NAME:               

RELATION TO PATIENT:                 SS#:    - -    DOB:  / /  

EMPLOYER NAME:                         

INSURANCE COMPANY:      GROUP #:        

INSURANCE COMPANY ADDRESS:              

FAMILY YEARLY DEDUCTIBLE:       INDIV YEARLY DEDUCTIBLE:          

Thank You! 







Dr. Karl Berg / Dr. Michael Skramstad 

2765 Kelley Parkway, Suite 140 

Orono, MN 55356 

 PH: 952.449.9494 / Fax: 952.449.9499 

www.oronodentalcare.com 

 

REQUEST FOR RELEASE OF PATIENT RECORDS 

 

Please mail or fax this release form to your previous dental office prior to your upcoming dental 

appointment. This will allow them time to forward your x-rays in time for your office visit.  Please 

complete and sign the top section before forwarding to your previous office.  Thank you. 

 

Patient’s Name: ______________________________  DOB: __________________________  

Additional family members (if necessary): 

____________________________________________  DOB: __________________________  

____________________________________________  DOB: __________________________  

____________________________________________  DOB: __________________________  

____________________________________________  DOB: __________________________  

Signature:____________________________________  Date: __________________________  

  (of Patient, Parent, or Guardian) 

 

**************************To Be Completed By Previous Dentist************************** 

 

Patient of Record since: ___________________ Last Appointment: ________________  

Routine Maintenance:  YES/NO Sealants:  YES/NO 

General Operative: YES/NO Orthodontic:  YES/NO 

Periodontal: YES/NO Prosthetic: YES/NO 

Oral Surgery: YES/NO Endodontic: YES/NO 

Emergency/Infrequent Treatment:       YES/NO 

Incomplete treatment: _________________________________________________________________  

 

Enclosures: 

BWX 2/4 Dated: ________________________ Panorex Dated: ________________________  

FMX Dated:____________________________ Flouride Tx Dated: _____________________  

 

Please mail any records to:   Orono Dental Care 

 2765 Kelley Parkway, Suite 140 

 Orono, MN 55356 

 952.449.9494/ Fax: 952.449.9499 

 

OR Fax this sheet to 952.449.9499 and email records to: xray@oronodentalcare.com 

 

If there are no current records, please indicate so and fax this form to 952-449-9499. Thank you! 



Dr. Karl Berg / Dr. Michael Skramstad 

2765 Kelley Parkway, Suite 140 

Orono, MN 55356 

 PH: 952.449.9494 / Fax: 952.449.9499 

www.oronodentalcare.com 

 

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION 
 

SECTION A: PATIENT GIVING CONSENT 

 

Name: ________________________________________________________________________ 

Address: ______________________________________________________________________ 

Telephone:_____________________________________________________________________ 

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. 

 

You may obtain a copy of our Notice of Privacy Practices, including revisions of our Notice, at any time by 

contacting: 

 Contact Person:  Judi Grygar 

 Address: 2765 Kelley Parkway, Suite 140 

  Orono, MN 55356 

 Telephone:  952.449.9494 

 
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 continue treating you if you revoke this Consent. 

 

PRINT NAME BELOW: 

 

I, ________________________________, have had full opportunity to read and consider the contents of 

this Consent form and your Notice of Privacy Practices.  I understand that, by signing this Consent form, I 

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 AFTER YOU SIGN IT 
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