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vl 5530 W. Montrose 185 N. Milwaukee Ave.
Cave Chicago, Iilinois 60641 Lincolnshire, IL 60069
Onty, (773) 282-8800 (847) 478-8100

CHILD’S REGISTRATION AND HISTORY

PATIENT INFORMATION DATE:

NAME: _— — - 0O MARRIEO [J SINGLE [0 MINOR (O MALE [J FEMALE
ADDRESS: STREET APT.0 oy STATE P
BIHTHOAT&_WTELEPHONE: m] R— (m] e

PLACE OF EMPLOYMENT (OR SCHOOL): GRADE S.S.#

DENTAL INSURANCE CO.: GROUP NO.

Has any member of your family ever been trealed in our office? O YES O NO

Whom may we thank for referring you to our office?

WHAT IS CHILD'S FAVORITE SPORT. FAVORITE TOY
FAVORITE HOBBY FAVORITE PERSON FAVORITE FICTION CHARACTER
E-MAIL

FAMILY INFORMATION

GUARANTOR SPOUSE
Name: T
oY —FIST W xSt FIRST
Address: — —
s]“‘]’ Y SIANE i“ —m iy
Telephone #:
FOWEV WORKT ROWE ¥ WORKY
Birthdate/SS #:
— W W 7 WO OAY VR w7
Employer:
——EMPLOVER CMPLOYER
Dental
Insurance Co. — BRSO RARGE— GROUP# | ~ OCNTAL (NSURANCE GROUP
Group # il '

CHECK ONE:
PERSON RESPONSIBLE FOR ACCOUNT 0O Patient O Father (or Husband) D Mother (or Wite) O Guardian

PERSON TO CONVACT OUTSIDE OF NAME TELH
IMMEDIATE FAMILY oS —¥msT =
IN CASE OF EMERGENCY ADDRESSS

SYHEEY [~124 SYATE ar



DENTAL HISTORY Y& Ko
Datoot last visit toa dentist Does your child brush testh dally 0o
Forwhat servico B0 you ag3lst child with tooth brushing. Qo
YES NO Howoften
Has child complalned sbout dental problems O O isdentaiiossused OO0
Howolten
Any unhappy dental experiences O 0O arodisclosingtablsts used 0D
ts fluorida taken In any form 0o
Anyinjuries to mouth - teeth - head aa
Child's atiitude to dantistry
Any mouth habita . thumbsucking, nall biiing, mouth breathing,
nursing bottle hablts, pacifier, elc. oo
Doyou deaire complate dental servico for the child 0OD
Any unusual speech hablts 0o
Havo missing tseth been replaced ao
Anylost teeth aao
Orthvodontic appllances wom now or evar baen o0
HEALTH HISTORY
Chlld's Physiclan Addreas Phono
Date ol last physical examinaticn Rasulls
YES NO YES NO
la chitd undar care of physician now 3 O oosschitd nave good phyalcal coordination Qoag
1s child recaiving any medicaticn or drugs O DO Arethare any amotlonal problems oaQ
(s thare any axcessive bleeding whan cul O O 1stheroanyatiergy to peniciltin or other drugs OO0
Has child ever besn hospitallzed O O are there other allergles: food - polten - animals - dust - other oo
Has child everhad surgory o0

HAS CHILD ANY HISTORY OF OR DIFFICULTY WITH ANY OF THE FOLLOWING:

- Anamia —— Chronic Slnua
— Asthma — Convulsicns
- Bladdor - Diabotes

— Cearsbral Palsy — Epliepay

- Chicken Pox - Falnting

~— Hoaring — Mastold o Thyrold

e Heart — ) e TubCrCUlosls
— Kidney —- Mononucisosts e Other

—— Liver — Mumps —~ Vanereal Dlseaso
— Mallgnanclos — Rhesumatic Fovar

Patient Signature (Perent # mincr)



ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

You may refuse to sign this acknowledgement

1 understand that, under the Health Insurance Portability & Accountability Act of 1996
(HIPAA), | have certain rights to privacy regarding my protected heaith information. |
understand that this information can and will be used to:

1. Conduct, plan and direct my treatment and follow-up among the multiple heaith
care providers who may be invoived in that treatment directly and indirectly.

2. Obtain payment from third party payers.

3. Conduct normal health care operations such as quality assessments and _

physician certifications.

I have received, read and understand your Notice of Privacy Practices contalning a more
complete description of the uses and disclosures of my health information. |
understand that this organization has the right to change its Notice of Privacy Practices.

I understand that | may request in writing that you restrict how my private information
is used or disclosed to carry out treatment, payment or health care operation. | also
understand that you are not required to agree to my requested restriction, but if you
agree then you are bound to abide by such restrictions.

Patient Name (print)

Relationship to Patient

Signature Date
REQUEST FOR CONFIDENTIAL COMMUNICATIONS

Patient Name . Date of Birth

Address

tf the address provided abave Is not your home address or it Is not a strass address, please provide us with a stregt for purposes of
ensuring payment, *written communications

Home # may we leave a message? Yes No
Work # may we [eave a message? Yes No
Cell # may we leave a message? Yes No
Email may we send an email? Yes No
May we send an appointment reminder text message? Yes No
May we leave a message that you need pre-medication? Yes No
May we leave a message that you have a dental appointment? Yes No

| do not want a reminder left at all (initials)

I do not want a postcard sent (initials)
1 understand that the office may charge me should | fail to keep my agpointment ® oral communlcations

FOR OFFICE USE ONLY

1 attempted to obtain the patient’s signature in acknowledgement on the Notice of Privacy Practices but
was unable to do so as documented below.

Date -Reason Initials




Consent and Agreemant to Pay

t understand that all responsibllity for payment for dental and/or orthodontic services, treatments,
procedures and/or dlagnostic methods performed and utilized in this office for myself or my dependents
is mine, due and payable at the time services are rendered unless other arrangements have been made.
In the event payments are not received by the agreed upon dates, ) understand that a 1 % % finance
charge (18% APR) mnay be added to my account, in addition to any collection charges.

Asa courtesy to me, the dental office will bill my insurance company or managed cave company and |
acknowledge that | will remaln liable for any and sl amounts not pald by the insurance company or
managed care company for any reason (including but not limited to the Insurance company or managed
care company declining coverage after tnitially approving it) or If the insurance company or maneged
care company falls for any reason to relmburse the dentist within 30 days after being billed by the
dentist. (acknowledge that it is my responsibility to provide the dentist with my current Insurance or
managed care information and any changes thereto,

f consent to the dentist’s use and disclosure of my health information to my insurance company or
mansged care company and any agent thereof. | hereby assign to the dentist all of the insurance and
mansged care benefits due to me for the services, treatments, procedures and/or diagnostic methods
provided to me and | authorize my Insurance company and/or managed care company to make payment
directly to the dentist for the costs assodated therewith.

I further consent to be contacted by the dentist, any agent of the dental office, or any collection agency
(oragent thereof]) or attomey to whom an unpatd account balance has been assigned or referred by
mall atany address that | provide to the dental office and/or by facsimile, emall or phone number
{whethera cell phone or landline) at any facsimite number, email address or phone number (whethera
cell phone orlandline) that ) provide to the denta! offlce or any agent of the dental office.

Guardian/Respansible Party if minor Relationship to patlent,
Signature

PrntName Date

Print Patient Name Date

Print Patlent Name Date

Print Patient Name Date

Print Patient Name Date

Print Patient Name Date




