1D:
First Name!
Patientis: | | Policy Holder

' | Responsible Party
Responsible Party (if someane other than the patient)

Chart 1D:

First Name:
Address;

City, State, Zip:
Home Phone! Work Phane-

Birth Date: Soc Sec:

Q Responsible Party is alse a Policy Holder fer Patient
Patient Infermation

PATIENT REGISTRATION

Last Name: Middle Initsal:
Preferred Name:
Last Name: Middle Initial.
Address 2!
Pager:
Ext Cellular:

Drivers Lic:

(O Primary Insurance Palicy Holder O Secondary Insurance Palicy Holder

Address: Address 2
City: State / Zip: Pager:
Home Phene: Work Phene: Ext! Cellular:
Sex: 73 Male () Female Marital Status: ) Married ) Single () Divorced () Separated () Widowed
Birth Date: Age: Soc. Se¢! Drivers Lic:
E-mail; | 1would like to receive correspandences via e-mail.
Section 2 Section 3
Employment Status: () Full Time  _) Part Time () Relired Additional Comments:
Student Status: () Full Time () Pant Time
Medicaid ID: Pref, Dentist:
Employer ID. Pref. Pharmacy:
Carner ID: Pref. Hyg.:
Primary Insurance Information
Name of Insured: Relationship to Insured:] ) Self- () Spouse ( } Chid { ! Other
Insured Soc, Sec. Insured Birth Date:
Employer: Ins. Company:
Address Address.
Address 2 Address 2:
City,State,2ip: City,State Zip:
Rem. Benefits. 00  Rem, Deduct! 00
Secondary Insurance Information
Name of Insured: Relationship to Insured:. ) Self () Spouse { j Child () Other
Insured Soc. Sec Insured Birth Date:
Employer: Ins. Company:
Address! [ Address:
r
Address 2: ‘ Address 2;
\ _ .
City.State Zip: I City,State Zip:
Rem. Benefits! 00  Rem. Deduct 00



PATIENT NAME

MEDICAL HISTORY

Birth 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

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

following questions.

Are you under a physician's care now? () Yes (O) No If yes, please explain;

Have you ever been hospitalized or had a major operation?(() Yes () No If yes, please explain:
Have you ever had a serious head or neck injury? O Yes () No Ifyes, please explain:
Are you taking any medications, pills, or drugs? () Yes () No Ifyes, please explain:

Do you take, or have you taken,

Phen-Fen or Redux? () Yes () No

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing blsphosphonates?o Yes (O No

Are you on a special diet? () Yes () No

Do you use tobacco? () Yes {) No

Do you use conlrolied substances? () Yes () No

—Women: Are you

PregnanV/Trying to get pregnant? () Yes() No

Taking oral contraceptives?( ) Yes () No

—Are you allergic to any of the following?

Nursing? () Yes(D) No

| authorize the dentist to perform diagnoslic procedures and treatment as may be necessary for proper dental care.

Have you ever had any serious iliness not listed above? () Yes () No

[] Aspirin [] Penicitiin [] codeins [] Local Anesthetics [] Acrylic [ ] Metal [7] Latex [} sulfa drugs
[[] Other Ifyes, please explain:
—Do you have, or have you had, any of the following? —
AIDSHIV Positive () Yes () No | Cortisone Medicine () Yes {) No | Hemophaia (D Yes () No | Radiation Treatments () Yes () No
Azhelmer's Discase () Yes () No | Diabetes () Yes () No | Hepatitis A () Yes () No | RecentWelght Loss ) Yes () No
Anaphytaxis () Yes () No | Drug Addiction () Yes (O No | HepatitisB or C (3 Yes (U) No | Renal Dialysis 6 Yes () No
Anemia () Yes () No | Easity Winded (O Yes (O No | Herpes " () Yes () No | Rheumatic Fever ) Yes (O No
Angina () Yes () No | Emphysema () Yes () No | High Blood Pressure () Yes () No | Rheumatism () Yes OO No
Asthritis/Gout () Yes () No | EpilepsyorSelzures () Yes () No | HighCholesterol () Yes () No | Scarel Fever () Yes () No
Artificial Heart Valve () Yes () No | Excessive Bleeding (O .Yes (O No | Hives or Rash (O Yes () No | Shingles () Yes () No
Artificial Joint () Yes () No | Excessive Thirst (O Yes (O Ne | Hypoglycemia () Yes () No | Sickle Cell Diseass (2 Yes (O No
Asthma (O Yes () No | Fainting Spelis/Dizziness(0) Yes () No | Irreguiar Hearlbeal () Yes () No | Sinus Trouble (> Yes () Ne
Blood Disease () Yes () No | Frequent Cough () Yes () No | Kidney Prodlems () Yes () No | Spina Bifida (O Yes () No
Blood Transfusion (D Yes () Mo | Frequent Diarhea () vYes () No | Leukemia {3 Yes () No | Stomachintestinal Diseass () Yes () No
Breathing Problem (O Yes () No | FrequentHeadaches () Yes () No | LiverDisease {J Yes () No | Stioke () Yes {) No
Bruise Easily (3 Yes () No | Genital Herpes () Yes () No | LowBiood Pressure () Yes () No | Sweliing of Limbs () Yes (O No
Cancer (3 Yes () No | Glaucoma () Yes (O No | Lung Diseasa () Yes () No | Thyrold Disease Yes () No
Chemotherapy () Yes () No | HayFever (O Yes () No | Mitral Valve Prolapse () Yes () No_ | Tonsimits Yes () No
Chest Pains (O Yes () No | HeontAttack/Failure () Yes () No | Osteoporasis () Yes () No | Tuberculosis Yes () No
Cold Sores/Fever Bisters () Yes () No | Heart Murmor O Yes O No | Painindawdoints ) Yes () No | Tumors or Growths Yes () No
Congenital Heart Disorder( ) Yes () No | Hear Pacemaker () Yes () No | Parathyroid Disease () Yes () No 3'“" s z’” Q ::
Convuisions O Yes O ol HeatTroubieDisease O Yes O No | PaychisticCare (O Yes O No | yenon fomsn” bbady S

1 authorize release of any information concerning my (or my child’s) health care, advice and treatment provided for the purpose of
evaluating and administering claims for insurance benefits.

I authorize release of any information concerning my (or my child’s) health care, advice and treatment to another dentist.

I hereby authorize payment of insurance benefits directly to the dentist or dental group, atherwise payable to me.
I understand that my dental care insurance carrier or payor of my dental benefits may pay less than the actual bill for services.
I understand 1 am financially responsible for payments in full of all accounts. By signing this statement, | revoke all previous agreement

to the contrary and agree to be responsible for payment of services not paid, in whole or in part by my dental care payor.

To the best of my knowledge, the questions on this form have been accurately answered. | 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




WEST CHICAGO DENTAL CARE

You May Refuse 1o Sign This Acknowledgment

T'have received a copy of this office’s Notice of Privacy Practices for mysel{zchild {ren).

I'understand that duplication of records (progress notes, treatment summaries or x-rays) must be
requested in ‘writing by me. I also understand that a fec is required for this service.

I give permission for West Chicago Dental Care to release information or discuss my {reatment wnh

U Spouse O Other

We now use Weave to confirm your dental appointment, this service sends a Text and or E-mail for you
to confirm an upcoming appointment at the following intervals: 2 weeks prior, 1 week prior and 1 day
prior to your appointment

May we use Weave to send you text messages to remind you of your appointment? 0O Yes 0O No
Smart phone number:

When we confirm your dental appointment, may we send you an E-mail? 0 Yes ONo
E-mail address:

Can we' leave a detailed message (treatment, co-pay, clc.) on your voice mail ? ‘OYes 0O No

Plgase print children names to which this would apply to: -

1 .
2. 5.
3. 6.

NOTE: To serve our patient's better we require a confirmation of your dental appointment. Our final
notification will be by text approximately 24 hours prior to your appointment and would like
vetification. If you do not confirm your appointment we will considered it canceled. If you failed your
appointment, a $25 fee per failed appointment will be charge to your account.

Please sign and date below:

Signature of Patient (Parent if minor) Date

FOR OFFICE USE ONLY

We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practice, but acknowledgment could not be obtained
-because:

Q) Individual refuse to sign

U Communications barriers prohibited obtaining the acknowledgment

3 An emergency situation prevented us from obtaining acknowledgment
L) Other (Please Specify)

2019.0



