PATIENT INFORMATION

Please complete this form in ink and print your answers. If you have any questions, please don’t hesitate to ask our staff.

Name Date
First Name MI Last Name
Address
City State Zip Code
Birthdate 0 Male OFemale  Home Phone # ( )
Cell Phone # ( ) Work Phone # ( )

Where do you prefer to take calls: O Home oCell 0O Work
May we contact you by E-mail 0O Yes 0O No Email Address

Marital Status O Single O Married 0O Divorced O Widowed 0O Separate 0O Minor

Social Security # Driver’s License # State

Employer Occupation

Business Address

City State Zip Code
Spouse’s Name Workplace
If you're a student, name of school City /State

How did you hear about our office?

Who may we thank for referring you?

Closest relative not living with you & their phone number?

Emergency Contact Phone number ( )

RESPONSIBLE PARTY (if patient is a minor)

Name of person financially responsible for this account

Relationship to patient Phone #

Address of Employer

City State Zip Code

INSURANCE INFORMATION

Name of insured Relationship to patient
Subscriber Birthdate Subscriber Social Security #
Employer Occupation

Business Address

City State Zip Code

Insurance Co. Group #

Insurance Co. Address

Insurance Company Phone # ( )

32 E. North Avenue | Northlake, IL 60164
P:708-562-1105 | F: 708-562-1283 | SmilesofNorthlake@gmail.com



MEDICAL HISTORY

Patient:

Physician:

Date of Last Visit:

List all current medications with dosages:

List all of your allergies:

Are you pregnant? O Yes 0O No

Nursing? oYes oNo

Check all that following that apply to you (current & past):

o AIDS

0 Allergies or Hives

0 Anemia

O Anxiety problems

O Arthritis, rheumatoid?
O Artificial heart valve

O Artificial joints

0 Asthma

0 Back problems

o Blood disease

o Cancer

0 Chemical dependency

0 Chemotherapy

Specify Other:

g Circulatory problems

o Cold sores

O Cortisone treatment

0 Cough, persistent?
o Cough up blood

o Diabetes

o Epilepsy

o Fainting

o Glaucoma

o0 Headaches

o0 Heart murmurs

0 Heart problems

0 Hemophilia

o Hepatitis

o High blood pressure
o HIV positive

0 Jaw pain

o Kidney Trouble

O Latex sensitivity

O Liver disease

0 Mitral valve prolapse
0 Neurological problem
0 Pacemaker

O Psychiatric care

O Radiation treatment

o0 Rheumatic fever

On birth control? o Yes o No

O Scarlet fever

o Shortness of breath
O Sinus problems

o Skin rash

o Stroke

0 Swelling of feet/ankles
0 Thyroid problems
o Tobacco Habit

0 Tonsillitis

0 Tuberculosis

o Ulcers

O Venereal disease

0 Other (specify below)

Describe any positives from the list above:

Do you smoke? 0Yes o No ifyes, please describe:
Do you drink alcohol? ©Yes o No ifyes, how many drinks/week?

Do you use recreational drugs? o Yes 0 No ifyes, please describe:

Have had any surgeries or hospitalizations in the last 5 years? 0Yes 0 No ifyes, please describe below:

Dentist’s signature:

History review: __ History Review: History Review: History Review:
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HIPPA Consent

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

1) Conduct, plan and direct my treatment and follow-up among the multiple health care providers who
may be involved 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 understood your Notice of Privacy Practices containing a more complete description of
the uses and disclosures of my health information. I understand that this organization has the right to change its
Notice of Privacy Practices.

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

Full Patient Name (print):

Relationship to patient:

Signature: Date:

REQUEST FOR CONFIDENTIAL COMMUNICATIONS

Patient Name: Date of Birth:

*Written communication Address

If the address provided is not your home address or is not a street address, please provide us with a street
address for purposes of ensuring payment.

*Verbal Communication Home #

Cell #

Work #

*Electronic Communication E-mail
*Verbal communications/Call: May we leave a message that you need pre-medication? [ Yes O No
May we leave a message when you have a dental appointment? OYes O No

skeskoskoskokok Ofﬁce Use Only skeskeokskosksk

I 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:
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