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Welcome

Thank you for selecting us.

To help us meet all your healthcare needs, please fill out this form completely in ink. If you have any questians or
need assistance, pleasa ask us end we will be happy fo help.

Patient Information (Confidential)

g oo 00

Date
Nom Cell #
Soc. Sec. # Birthdate Home Phane
Addrass City State Zip
Check Appropriate Box: (] Minor _ISingle (] Married [ Divorced O] Widowed (] Separated
E-mail address
Patient's or Parent's Employer Woark Phone
Business Address City . Stafe Zip
Spovsa or Parent’s Nome Empleywr Waork Phone
Whom Mey We Thank for Referring You?
Persen to Confaet in Case of Emergency Phone
Responsible Party o
Relalionship
Mame of Persen Responsible for this Account to Patient
Address Heme Phone
Drivers License # Birthdate Financial Insfitution
Employer Wark Phone S5N#
Is this Person Currently o Pafient in our Offics? [ Yes ClNe
Insurance Information o
Relaticnship
Mame of Insured he Palient
Birthdata Social Security # Date Employed
MName of Employer, Union or Local # Werk Phone
Employer Address City Stote Iip
Insurance Company. Group # Palicy/ID:#
Ins. Co. Address City Shate Zip
How Much is Your Daductible® How Much Have You Ussd? Mex. Annual Benefit
Do You Hova Any Additional Insurance? [ 1Yes [ Mo If Yes, Complete the Following
’ Relationship
Name of Insured fo Patient
Birthdate Secial Securily # Dats Employed
Name of Empleayer Union or Local # Work Phone
Employer Address City Sitate Zip
Insuranca Company Group # Pelicy,/ 1%
Ins. Co. Address City Shale, Zip

Haw Much is Your Deductible?

Haw Much Hove You Used?

Over Pleass

Max. Annual Benefit
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Patient Medical History

Offica Phone

g 0oL 00s

Date of Last Exam

Physieian
_ Yas Mo Yoz Mo
1. Are you under medical freaiment now? O d 8. Are you allergic ts ar have you had anv reactions
2. Have you aver been haspitalized fer any surgicel to the fellowing:
oparction or sariovs illness within tha last 5 years# O O Local Anesthetics [=g. novocaine) g %
; Penicillin or any other Anfibictics
If yes, please explain ‘ Sulfa Drugs O O
Barbiturotes 0 @
3. Ara you taking any medicorion(s) ingluding s s_annves - E_I
henwprescription medicine? ot 1 O lodine . ._'_;|
IF ves, what medicalion(s] ara you taking® Aspirin o C
' - Any Metals [eg. nickel, mercury atc.) O O
Latex Rubbar %’ g
4, Do yau usa fobaaco? 0o 0O 5. Wcmi:hgnly:
5. Do you use confralled subskances® . O 4 ¢) Are you pregnant er think you may be pregnant? O
4. Ara you wearing contact lenses? o O b] Ara you nursing? O O
¢) Are you taking oral contraceptivas? 0 O
7 Do you have or have you had any af the following? v
Yes Mo Yas Mo Yoz Mo
digh Bload Prassure O O Heart Diseusa\‘ 0 0 Chest Pains O &
Heart Atterck o O Cardiac Pacemaker O O Easzily Winded o O
theummtic Fever O O Heart Murmur O O Streke . O O
jwollen Ankles 0 - Angina O o Hay Faver/Allergies o 0O
‘dinting /S Selzures (1 0 Fraguantly Tired O O Tuberculasis O O
Ssthma O Anamia O d Radigtion Therapy [
ew Blood Pressure O o0 Emphysema o O Glaucome O d
ipilepsy/Convulsions L1 O Cancer I Recant Weight Lass 0o
evkenia O O Arthritis O O Liver Diseqse O O
diabetes O 0 Join! Replacemant or Implant O a Heart Trouble O
Jddrey Dissases o O Hepatitiz/laundice 0 0 Respirclory Problems O 4
DS or WIV (nfection O O Sexually Tronsmitted Disease L1 d pitral Valve Prolopse L
hyraid Problem O O Stomach Troubles/Ulcers o O Other o o
Patient Dental History :
Jgme of Frevious Dentist and Location ' Date of Lasi Exam
N Yes Mo - Yas Mo
. Do your gums bleed while brushing er Flossing? 0 O 8. Da you have fraquant headaches? 0O
. Arg your teeth sensifive to hot or cald liquids/foods? R 9, Do you glench ar grind yaur izeth? ) [J I
. Are your taeth sensitiva to sweet or sour liquids/foods? O O 10, Do you bite your lips or cheeks frequantly? O O
. Do yay feel pain to any of your yeeth? o O 11. Have you ever had ary difficult extractions in the past® O O
. Do you have any seres or lumps [N or near your mouth? I 12. Have you ever had any pralongad bleeding
. Hove you hod any head, neck or jaw injurizs? 0o O following exfractions? O O
. Hove you ever expariencad any of the following - 13, MHave you had any erthadeonlic freatment? 0 O
problems in your jow? o : 14. Do yoy wear denhyres QF partigls? 0 0
Clicking o (f yes, date of placement
Pain (jeint, ear, side of face) O O 15. Hove you ever received oral hygiene insfructions
Difficulty in opening or clesing J d regarding the care of your testh and gums? [ L
Diffieulty in chewing o 0O 16. Do you like your smileB 0O 0O

\uthorization and Release

LT
sarhify that | havae reod and understand the above infermation to the besrz'«’:;F iy
1owledge. Ths above quaestions have besn accurately answered. | undersicnd that
oviding incerrset information can be dangarous lo my health, | outherize the -
nlisl 1o relense any infarmation including the diagnesis and the records of any
ratment ar examination rendared to me or my child during the peried of suck
antal cars to third party payors and/er health practifioners. | authorize and request

my insurence company lo pay directly to the dentist or dental group insurance
bunafite ofherwise poyable lo me. | understand thar my dental insurance carrier ma
pay lags than the aelual Bill for sarvices. | agree to be respensible for payment of aﬁ
sorvices randared on my behalf or my dependents,

X

Signatyre of patient [or paren! if minor|

L

fo
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1525 East 53rd street, Ste, 522~Chicago, llinols 60615
Phone (773} 947-4665~Fax (773) 256-2373

consent For Treatment
‘Chart #

patlant’s Name:

signated staff to take x-rays, study

deamed appropriate by
bove mentioned dental

« Ihereby authorize doctor or de

models, photographs, and other dlagnostlc alds

doctor to make a thorough diagnosls of patient a
needs. -
+ upon such diagnosis, I authorize doctor to perform all recommended '

treatment mutually agreed upon by me and to employ such asslstance as
raquired to provide proper care.

I agree to the use of anesthetics, sedatives and other medIcations as

necessary. I fully understand that using anesthetic agents embodles
cartaln risks. I understand that I can ask for completa recital of any

ppsﬂble compllcations.
» Iagree to beresponsible far paym
behalf or my dependents,
I understand that payment Is due at the time of service unless other
arrangements have been made prior to my dental woerk belng started.
I authorlze and request my dental Insurance company to pay directly to
Chlcago Ostaopathle Hospltal Dental Clinlg, P.C.

I understand that my dental [nsurance carrier may pay less than the
rendered. I agree to be responsible for payment of
or my dependents.

ent of all services rendered on my

actual bill for services
all services performed on my behalf

1 understand that there Is a fea for all BROKEN /FAILED appointments
with less than 24 hours notlce of cancellatlon,

I understand the'abwa Information and guarantee this form was cumbie‘tad
correctly to the best of my knowledge and I understand It Is my o
responsibility to Inforim Chlcago Osteopathic Hospltal pental Clinic, P.C. of

any changes In my medical or dental status.

DATE

SIGNATURE OF PATIENT/PARENT IF MINOR



