PATIENT REGISTRATION

10: Chart 10;
First Name. Last Nama: Middle Inital;

Patientls: |  Pelicy Holder Preferred Name:
|| Responsible Party
Respensible Party {if someone other than the patient)

First Name* Last Name: Middle Initial;
Address: Address 2:

City, State. Zip: Pager.

Home Phone: Work Phone: Ext: Cellutar:

Birth Date. So¢ Sec: Drivers Lic:

(O Responsible Party is also a Palicy Holder for Patient O Primary Insurance Policy Holder (O Secondary Insurance Policy Holder
Patient Infarmation

Address: Address 2:
City: State { Zip; Pager.
Home Phene: Work Phene: Ext’ Cellular.
Sex: O Male ) Female Marital Status: ) Married () Single () Divorced () Separated () Widowed
Birth Date: Age: Soc. Sec: Drivers Lic:
E-mail: || I'would like to receive correspondences via e-mail
Section 2 Section 3
Employment Status! () Full Time ) Part Time ) Retired Additional Comments:
Student Status: () Full Time () Part Time
Medicaid 1D Pref. Dentist:
Employer D! Pref. Pharmacy: |
Carner 1D: Pref. Hyg.:
Primary Insurance Information
Name of Insured: Relationship to Insured: ) Seif - () Spouse () Chid (! Other
Insured Soc. Sec Insured Birth Date:
Employer: | Ins. Company:
Address. Address:
Address 2 Address 2:
City,State Zip: City, State Zip:
Rem. Benefts: 00 Rem. Deduct! 00
Secondary Insurance Information
Name of Insured: Relationship to Insured:. ) Self () Spouse ( } Child { ) Other
Insured Soc. Sec Insured Birth Date:
Employer. Ins. Company:
Address. l Address’
Address 2; ‘ Address 2:
City.State Zip: l City,State Zip:

Rem, Benefils: .00  Rem. Deduct: .00



ADA
Child Hectth/Dental History Form A D ARSI

wavssadaong
Patant's Nama Nicxrama Dato of Biih
| 951 FH5T [ P S .
FFarenl's/Guargan's Name Helationshio o Patient
fuitieass
PO AL ACHESS oy sare JPCCCE
Phane o “sex MO0 Fa
e Wex r
Hawve you (the parentiquardian) or 1he patent had any of the following 0Seases 0 PrODIEMIS? .o dYes ONo
1. Active Tuberculosis, 2. Persistent cough greater than @ three-week duration,  3.Caugh that produces biood?
If you answer yes o any of the three items above, please stop and return this form to the receptionist.
Has the child had any history of, or conditions related to, any of the following:
- Anamia 4 Cancer 1 Eplepsy M +/AIDS A Menonuclenss  Thyrold
I Arthinlis J Cerebral Palsy J Fainting J Immnizations J Mumps J TobaccoDrog Use
4 Asthma 1 Chicken Pox 0 Growth Probiems J Kdney O Prognancy itesas) 0 Tuberculosis
W Bladder 0 Chrone Sinusits L Hearing ) Latex allergy U Rheurralic fever U Menereal Disease
U Bleeding disorders Q) Diabetes O Heart L Liver Q Seizures - L Ciher
4 BoresdJoints 1 Ear Aches d Henalitis U Measles U Sick'e cel
Please list the name and phone number of the child's physician:
Nare of Physician ) Fhore
i ./} | ll\,l()l L4 Yes No
1. fs the child taking uny préscdotion and/or ever the counter madications or ¥iamin suppements at this Hre? o, 1.9 2
If yes, prease list:
Z. Is the child alercic to any medications, Le. peakcilling antipictics, or cther d'u;,s? If yes, please explan P |
3. Is tha child afergic to anything else, such as certain foods? if yes, please exp!am 30 Q
4, Fow would you dascriba tha childs eating habits?
9. Has the child evier had a serious iliress? If yes, when: Flease describe: — S 8
G: | Has tha.child ever Boen NOSPIAIZROT ..co oo i i it e Lot s v St sor2 0060 S v v oW s TS o AL ER A TSR ORI NG (TR
< 7. Does the ehitd have a history of any other ilinesses? Il yes, please list o 7.0 u
8. Has the child ever received a general anestnetic? L, S R PRTOR AR e A CT RS TR - o o 5 R o R X P N S R A SR 8.0 4
9 Does the child have any Nherited ProblBmMST . . i it sirs essinasies it asicsssios siesersssiesiosons P ¢ PG & e |
10, Does the chid have any speech dificulties?..., 10,0 4
11, Has the child ever had a bloed transfuson?.............. SOOI ROV OUCIUIRD. o4 ...~ % NOPS & N s [ |
12: ls the chitdd physically, meatally, Or-emotionally IMPaIM@G? ... i e dis e sbass e 12,9 0
13. Dogs the child experience excessive bleedng whan cut? ... wsscter =1 =k
14. 13 the enild currently Being trated 108 BRY INNBSSEE? ... iiuii o it iaissmatsoiinsimsise e ssiasmaat s shas isiasiiaeny s isnassnaiatarestsss L e A S TNV ERSD 4.3 4
14, 15 this the child's first visit to & dentist? 11 net the Lrst visit, what was the date of the last dentist visit? Date: 150 Q
16, Hasthe child had any protslem with d2ntal treatmant in the DASIT (it i st fen e et v sie s sk ssbb e s e e e 160 0 Q)
17: Hasthe chitd sver had denta! radiogrophs (X-rays) @XPOBEIT Lt isnswinsias b e iesimestses sosmeiaiassviostnass suemvosdonaiseniansnina 1 fo W
18, Has the chitd gver suffered any injures 10 1he mouth, NEAU OF 1BBINT 1 veriiriie e eaiemraes sresesmsretgsraessaiessie Jeexmminriissis B a e 160 4
19, Has the chi'd had any preblems with the eaupton or shedcinq of teath? ., sy ey
20. Has the child had any crteodontic treatment? ..., e A R S R R R R NGRS s e 2608, =D
21. What type of water does your child drink? 0 C !y water J Well water U Bottled water U Filtered water
22. Does the child take fluoride supplements? ... N TS e O N T i A AT SO ror O ooty LU LLLIL) Lot Rt o ewae 8 0
23. Is fluoride toothpaste used? d A
24, How many times are the child's 1esth brushed per day? When are the teeth brushed? 24: O O
25: (oes tha child suck hisfher thumb, fiNgErs OF PACHIBIZ . «i - i it s iiossatomsississtisssiiss 4 EEons s dinsiusseains sirmoa s osvos cee asmsussprspresiarivnmninindy of L
26 A what age did the child stop bottla feeding? Aga Breast feed ng? Aga 1L
2%, Decas child participate in-active recreational activitieos? ..., AT PRI R IR Y ROy N AT IR N XA IR o O 272.0 0O
NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior Lo treatment.
| certify that | have read end understand the abave, Facknowiedge that my questicas, f any, shout inquiries sat forth above have Deen answered 10 my
salisfaction. | will not hold my dealist, or any other member of rs/her stall, responsible for any action 1hey {ake or ¢o not take because of ermcrs oo
emissicas that | may nave made in the complation of this form
ParentsGuardan’s Sanalure Data
Far campletion by dentist
Comments
For Office Uso Only:  dMideal A JPiamedvaticon dAvmges dAnssthesin Deaaand by —
Data | S —
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WEST CHICAGO DENTAL CARE

You May Refuse to Sign This Acknowledgment

1 have received a copy of this office’s Notice of Privacy Practices for myselfzchild (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 fee is required for this service.

I give permission for West Chicago Dental Care to release information or discuss my treatment wnth

U Spouse U Other

We now usc Weave to confirm your dental appointment, this scrvice 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? O Yes O 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, etc.) on your voice mail ? OYes O No

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

L, .
2. 5.
3 6.

NOTE: To serve our patients 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
verification. If you do not confirm your appointment we will considered it canceled. If you failed your
appointment, a $25 fec 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
‘hecause:

12 ludividual refuse to sign

I Communications barriers prohibited obtaining the acknowledgnient
1 An emergency situation prevented us from obtaining acknowledgment
L) (nher (Please Specify)

2019.0



