ASMILES”

Thank you for choosing us as your Dental Healthcare Team! Our goal is to provide you with excellent
dental care. To help us meet all your dental healthcare needs, please provide us with the following
information. If you have any questions or concerns, please talk with one of our team members who will
be happy to assist you.

Patient Information (Confidential)

Date Gender: (M/F) SSN
Name DOB Home Phone
Address City State__ Zip

Check appropriate: ___ Minor __ Single __ Married __ Divorced ___ Widowed __ Separated

Person to contact in case of an emergency

Whom may we thank for referring you

Email address: Texting: Yes__ No__ Cell Phone

Responsible Party

Person Responsible for this account Relationship to patient
Address Home Phone
Employer Work Phone

DOB SSN

Insurance Information

Name of Subscriber Relationship to Patient

Subscriber’s DOB SSN or ID#

Name of Employer Work Phone

Insurance Company Group# Phone
Insurance Company Address City State__ Zip
Do you Have Additional Insurance? Yes No If yes please complete the following:
Name of Subscriber Relationship to Patient

Subscriber’s DOB SSN or ID#

Name of Employer Work Phone

Insurance Company Group#

Insurance Company Address City State Zip

7630 W. 159th Street (4 Blocks West of Harlem Avenue) * Orland Park, IL 60462
Phone: (708) 532-8889 ¢ Fax: (708) 532-8388
www.smilesofeorlandpark.com



Although dental personnel primarily treat the area in and around your mouth, your mouth is part of
your entire body. Health problems that you may have, or medications 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?

Have you ever been hospitalized or had a major operation?

Have you ever had a serious head or neck injury?

Are you taking any medication, pills, or drugs?

Do you take, or have you taken Phen-Fen or Redux?

Have you ever taken Fosamax, Boniva, Actonel or any other medications containing bisphosphonates?

Are you on a special diet?

Do you use tobacco? OYes [JNo
Do you use controlled substances? [JYes [No

Women: Are you...
CIPregnant/ Trying to get pregnant? [INursing? [JTaking oral contraceptives?

Are you allergic to any of the following?
UAspirin OPenicillin CJCodeine CJAcrylic (OMetal ClLatex CISulfa Drugs [CJLocal Anesthetics

Please check all boxes that apply.

CJAids/HIV Positive
[JAlzheimer's Disease
[JAnaphylaxis
CJAnemia

CJAngina
CJArthritis/Gout
ClArtificial Heart Valve
ClArtificial Joint
CJAsthma

[IBlood Disease
[JBlood Transfusion
[JBreathing Problems
[JBruise Easily
CJCancer
[JChemotherapy
[IChest Pains

[CJCold Sores
[JCongenital Heart
Disorder
[JConvulsions

Cyellow Jaundice
[ICortisone Medicine
[IDiabetes

[JDrug Addiction
[(JEasily Winded
CIEmphysema
ClEpilepsy or Seizures
(JExcessive Thirst
[CIFainting/Dizziness
CIFrequent Cough
LIFrequent Diarrhea
CIFrequent Headache
[JGenital Herpes
CJGlaucoma

[JHay Fever

[JHeart Attack/Failure
JHeart Murmur
[JHeart Pacemaker
[JHeart Disease
CJHemophilia

O Hepatitis A

[ Hepatitis B or C
CHerpes

[IHigh Blood Pressure
[OHigh Cholesterol
[JHives or Rash
[JHypoglycemia
Clirregular Heartbeat
[LJKidney Problems
CJLeukemia

(ClLiver disease

CJLow Blood Pressure
[Lung Disease
CIMitral Valve
Prolapse
[JOsteoporosis
CJPain in Jaw Joints
[Parathyroid Disease
[JPsychiatric Care
[JRadiation TX

Have you ever had any serious iliness not listed above? [JYes (INo

Comments:

[JWeight Loss
[JRenal Dialysis
[JRheumatic Fever
[CJRheumatism
[JScarlet Fever
[JShingles

[(Jsickle Cell Disease
(ISinus Trouble
Spina Bifida
[JStomach Disease
[IStroke

CIswelling of Limbs
OThyroid Disease
ClTonsillitis
CTuberculosis
CJTumors or Growth
(JUlcers

[JVenereal Disease

Signature of Patient, Parent or Guardian:




SMILE EVALUATION

Patients Name: Date:

To aid in our diagnosis and treatment of your esthetic concerns, please take a moment and answer the following
questions. Please circle your answer.

Do you dislike the color of your teeth? YES__ _NO___
Do you have spaces between your teeth that bother you? YES___NO__
Do you have chips or uneven edges on your teeth? YES __ NO__
Do you feel that your teeth are too long or too short? YES___NO___
Do you have dark fillings that show when you smile? YES__ _NO___
Do your gums show too much when you smile? YES__ NO___
Are your teeth crowded or crooked? YES__ NO___
Do you have existing crowns or dental work that you consider “ugly’? YES__ NO___
Are you self conscious of your teeth and/or smile? YES___ NO___
Has anyone (family member, friend, etc) ever suggested that you YES__ NO___

Should have something done with your teeth or smile?

Do you avoid smiling when you have your picture taken? YES___NO__
Would you like to improve your existing smile? YES__ _NO__
Do you wish you had a “new smile’”? YES NO

What concerns do you have regarding dental treatment to improve your smile?

O Fear of treatment O Not understanding treatment
[ Time of treatment concerns [0 Embarrassment
O Financial concerns O Other:

[ Distance to office

When restorative treatment is completed in our office, we offer a three-year warranty. We will replace or redo your restorative treatment
providing you come in for your hygiene recall appointment and complete all recommended treatment.



Qur Financial Policy

Thank you for choosing our office as your dental health care provider. We are committed to providing you with the highest quality of
care. Please understand that payment of your bill is considered part of your treatment.

Payment is due at the time of service unless prior financial arrangements are made. Our office accepts cash, personal checks,
MasterCard, Visa and Discover in addition to prepayment discounts. Outside financing is available upon request and approval.

NSF Checks: Returned checks will be subject to additional fees. In the case it becomes necessary for our office to enlist a collection
service and/or legal assistant; you will be responsible for any collection and/or legal charges incurred up to 35%.

Interest Charged: An interest charge of 1.5% (18% annual percentage rate) will be applied to all accounts with or without insurance
that is not paid in full after 60 days from the time services was rendered.

Do You Have Insurance?

e Asacourtesy to you we will help you process all your insurance claims. Please understand that we will provide an insurance
estimate to you, however it is not a guarantee that your insurance will pay exactly as estimated. Your insurance company and
your plan benefits determine the amount paid. We will, of course, do all we can to make sure your estimate is as accurate as
possible.

e All charges you incur are your responsibility regardless of your insurance coverage. We must emphasize that as your dental
care provider, our relationship is with you, our patient, not with your insurance company. Your insurance policy is a contract
between you, your employer, and your insurance company. Our office is not a party to that contract.

e  Our practice is committed to providing the best treatment for our patients and we charge what is usual and customary for our
area. You are responsible for payment regardless of any insurance company’s arbitrary determination of usual and customary
rates.

e We ask that you sign this form and/or any other necessary documents that may be required by your insurance company. This
form instructs your insurance company to make payment directly to our office.

e  We ask that you pay the deductible and co-payment, which is the estimated amount not covered by your insurance company
the day services are rendered.

e Insurance payments are ordinarily received within 30-60 days from the time of filing. If your insurance company has not
made payment within 60 days or your claim is denied, you will be responsible for paying the full amount at that time.

e We will cooperate fully with the regulations and requests of your insurance company that may assist in the claim being paid.
Our office will not, however, enter into a dispute with your insurance company over any claim.

Missed Appointments: Once an appointment is made it is reserved specifically for you so we do ask in advance that you please give
us the courtesy of at least 48 hours notice for any appointment change requests. We reserve the right to charge a fee of $125.00 to
any cancellation or change request that does not fall within that timeframe.

We thank you for the opportunity to serve your dental health care needs and welcome any questions you may have concerning your
care or our financial policy.

CONSENT:

I have read, understand and agree to the above terms and conditions. I authorize my insurance company to pay my dental benefits
directly to my dental office.

I understand that responsibility for payment for Dental Services provided in this office for myself or my dependents is mine, due and
payable at the time services are rendered unless financial arrangements have been made. I further understand that a finance, rebilling,
collection charge or attorney fee will be added to any overdue balance.

When restorative treatment is completed in our office, we offer a three-year warranty. We will replace or redo your restorative
treatment providing you come in for your hygiene recall appointments and complete all recommended treatment.

Patient Signature (Parent of Child) Date




ACKOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I understand that, under Health Insurance Portability & Accountability Act of 1996 (HIPAA), 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 understand 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 [ 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 agree that you are bound to abide by such restriction.

Patient Name (print)

Relationship to Patient

Signature Date

How would you like us to communicate with you?

Patient Name (print) Date of Birth

Address

If the address provided above is not your home address or if it is not a street address, please provide us with a
street address for purposes of ensuring payment and/or written communications.

Home # May we leave a message? Yes No

Work# May we leave a message? Yes No

Cell # May we leave a message? Yes No

Email May we leave a message? Yes No

May we send an appointment reminder text message? Yes No

May we leave a message that you need pre-medication? Yes No

I do not want a reminder left at all (initials) I do not want a postcard sent (initials)

VERBAL AND WRITTEN COMMUNICATION

I give permission of written or verbal communication to

For Office Use Only

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

Date Reason Initials




