	 Dentistry for the Health Conscious
 
Name _______________________________________________________Date of birth _________________
Address ________________________________________  Town _______________ Zip Code _____________
Home phone _____________________ Work _______________________Cell _________________________
	 

	E-mail address__________________________________________   Social Security # _____________________
Marital Status _______________Spouse Name ___________________________________________________
Referred by________________________________________________________________________________
Emergency Contact_________________________________  Phone # _________________________________           
__________________________________________________________________________________________

Dental Insurance Information
	 


Dental Insurance Co________________________________           
Address__________________________________________           
Phone____________________ Group Number___________ ID # ______________________          
Subscriber Name _______________________Social Security # _________________________              
DOB _____________Employer________________________
Employer Address _________________________________ Town ________________Zip Code ________
 
Dental History
Please answer all questions as accurately as possible to aid us in the diagnostic decisions made on your behalf
List present dental complaints/concerns/discomforts_____________________________________________________________
 
________________________________________________________________________________________________
 
Last dental visit? ____________________________________Last teeth cleaning?_____________________________________
 
Last full mouth X-ray(s) taken (panorex or 18 small films)____________________Where?_______________________________
 
Have you been pleased with your previous dental care? __________If no, what would you change________________________
 
How often do you brush your teeth? ______________Do you floss ________________Use Water Pik or other_______________
 
Do you have any fillings that make your teeth look dark? ____Do you want to discuss changing them?_____________________
 
Are you concerned about your health as it relates to the dental materials used in your mouth?___________________________
 
Age of existing crowns __________________________________ Age of existing bridges ________________________________
 
________________________________________________________________________________________________________
 
Jaw Related
 
Do you have a grating or clicking/popping noise on either side of your jaw? __________________Which side(s)?_____________
 
Is your jaw painful or locked when you get up in the morning? ______________________Any other time___________________
 
Do you have pain or soreness in any of the following areas?  Jaw Joints ______Upper jaw or teeth ______Lower jaw or 
 
teeth______ Side of neck _______Back of head _______Forehead _______Behind the eyes _____
 
Temple_______Tongue_______Are your facial muscles sore after chewing? ________ Imprints on the sides of tongue?  
 
_____________Is it difficult to move your jaw smoothly? ________ Does your tongue go between your front teeth when you 
 
swallow?________Difficulty swallowing? ______ Eye Symptoms: Blur _____Blink _____Twitch ______Ear Symptoms: 
 
Ringing_______Hissing/Grating Sound_______ Stuffy/Blocked______
________________________________________________________________________________________________________
 
Medical History
 
Physician__________________________Address_________________________________________Phone_________________
 
Date of last physical Exam __________Height ____________Weight ______________Physical limitations?________________
 
Are you in good health? _________If not, explain_______________________________________________________________
 
Do you have an existing illness? _________If yes, explain_________________________________________________________
 
Have you been hospitalized in the last two years? ___________If yes, for what?______________________________________
 
Do you smoke? __________If yes, for how long? _________________________How much per day?______________________
 
Do you have any metal pins/plates or artificial joints? _____________​​​​​​​​​​​​​​​​​​​​​​​​​​​______________________________________________
 
Medications Mark with an X on the appropriate space next to any medications that you are now taking or that you are sensitive or allergic to.
 
Now Sensitive or                                      




Now Sensitive or
Taking:    Allergic to:                                                      


Taking:    Allergic to:
____
____  Anti-Depressant




____
____ Sedatives
____
____  Anti-Anxiety





____
____ Sleeping pills
____
____  Penicillin





____
____ Blood Thinners
____
____  Sulfa





____
____  Digestive Aids
____
____  Cortisone





____
____ Insulin
____
____  Diet Pills





____
____ Blood Pressure Med
____
____  Sinus Medication




____
____Thyroid Mediation
____
____  Diuretic





____
____ Local Anesthetics (injection)
____
____ Birth Control Pill




____
____ Aspirin (other NSAIDS)
____
____  Other________________________________
 
Please list any medications, nutritional supplements, or homeopathic remedies not listed above, extra space is provided on page 4 of this form: 
 
________________________________________________________________________________________________________
 
 
________________________________________________________________________________________________________
 
Medical/Dental History: Mark an X on the appropriate space which describes your past or current conditions.
PAST
PRESENT






PAST
PRESENT
____
____ Accident to teeth




____
____ Mouth breather
____
____ Clench teeth (day or night)



____
____ Grind teeth (day or night)
____
____ Dry mouth





____
____ Painful or burning tongue
____
____ Food wedges between teeth



____
____ Teeth sensitive to temperature
____
____ Dental infections or abscesses



____
____ Prof. Instruction on dental care
____
____ Gum disease or bleeding



____
____ Coated tongue
____
____ Metallic taste





____
____ Oral surgery
____
____ Teeth extracted – how many?



____
____ Replacement of missing teeth
____
____ Crowns on teeth




____
____ Bridge(s)
____
____ Teeth adjusted by dentist



____
____ Orthodontia (braces)
____
____ Periodontal surgery (gums)



____
____ Root canal treatment
____
____ Bite guard (upper or lower)
____
____ Broken jaw





____
____ Can’t open all the way
____
____ Mouth goes to one side with opening


____
____ Difficulty with chewing
____
____ Sinus problems




____
____ Snoring (apnea)
____
____ Dizziness





____
____ Sleep disorder
____
____ Hearing loss





____
____ Tonsils/adenoids removed
____
____ Allergies





____
____ Diabetes
____
____ Asthma





____
____ Stroke

____
____ Headaches





____
____ Rheumatoid arthritis
____
____ Swollen, stiff, painful joints



____
____ Osteoarthritis
____
____ Pacemaker





____
____ Pain/tightness in chest
____
____ Fast pulse, heart palpitations



____
____Low blood pressure(hypotension)
____
____ High blood pressure (hypertension)


____
____ Cardiovascular disease 
____
____ Heart murmur




____
____ Frequent nose bleeds
____
____ Faintness, fainting spells



____
____ Bleeds easily from cuts
____
____ Bruise easily





____
____ Muscle soreness or stiffness
____
____ Twitching of face




____
____ Muscle tremors
____
____ Leg cramps at night or when walking


____
____ Swollen ankles or feet
____
____ Hand tremors





____
____ Hands/feet get cold
____
____ Skin problems, rashes, psoriasis, etc


____
____ Convulsions or epilepsy
____
____ Chronic fatigue




____
____ Liver disorders, hepatitis

____
____ Heavy metal problems




____
____ Thyroid disorder
____
____ Venereal disease (STD)
(HIV)



____
____ Cancer (Type :_______________)
____
____ Tumor(s)





____
____ Whiplash neck injury
____
____ Neck surgery





____
____ Drug Addiction: ______________
____
____ Alcohol, two or more a day



____
____ Numbness of limbs or other
____
____ Shoulder pain





____
____ Scoliosis (curvature of spine)
____
____ Backaches





____
____ Unequal leg sores
____
____ Motion sickness/equilibrium problem


____
____ Slow healing sores
____
____ Ulcers, heartburn, or digestive problems


____
____ Shortness of breath
____
____ Psychological disorder




____
____ Psychiatric treatment
____
____ Food allergies: _______________________________________________________________________________
 
What did you eat yesterday? ______________________________________________________________________________________________
 
________________________________________________________________________________________________________
 
IS THERE ANYTHING ELSE YOU WISH TO DICUSS WITH THE DOCTOR?
________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
HIPPA Notice of Privacy Practices 

 
Dentistry for the Health Conscious 

412 West 63rd Street, Suite 102
Downers Grove, IL 60516
 
THIS NOTICE DESCROBES HOW DENTAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW CAREFULLY.
 
This notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law.  It also describes your rights to access and control your protected health information.  
Protected health information” is information about you, including demographic information, that may identify you and that relates to your past, present or future physical or mental health or condition and related health care services.
 
1.        Uses and Disclosures of Protected Health Information
Your protected health information may be used and disclosed by your dentist, our office staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the dentist’s practice, and any other use required by law.
 
Treatment:  We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services.  This includes the coordination or management of your health care with a third party.  For example, we would disclose your protected health information, as necessary, to a home health agency that provides care to you.  For example, your protected health information may be provided to a dentist to whom you have been referred to ensure that the dentist has the necessary information to diagnose or treat you.
 
Payment:  Your protected health information will be used, as needed, to obtain payment for your health care services.  For example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital admission.
 
Healthcare Operations:  We may use or disclose, as-needed, your protected health information in order to support the business activities of your dentist’s practice.  These activities include, but are not limited to, quality assessment activities, employee review activities, training of medical students, licensing, and conducting or arranging for other business activities.  For example, we may disclose your protected health information to medical school students that see patients at our office.  In addition, we may use a sign-in sheet at the registration d3esk where you will be asked to sign your name and indicate your dentist.  We may also call you by name in the waiting room when your dentist is ready to see you.  We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment.
 
We may use or disclose your protected health information in the following situations without your authorization.  These situations include:  as Required by law, Public Health issues as required by law, Communicable Diseases:  Health Oversight: Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral Directors, and Organ Donation: Research: Criminal Activity: Military Activity and National Security: Workers’ Compensation: Inmates: Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the requirements of Section 164.500.
 
Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity to Object unless required by law.
 
You may revoke this authorization, at any time, in writing, except to the extent that your dentist or the dentist’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.
 
Your Rights
Following is a statement of your rights with respect to your protected health information.
 
You have the right to inspect and copy your protected health information. Under federal law, however, you may not inspect or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits access to protected health information.
 
You have the right to request a restriction of your protected health information.  This means you may ask us not to use or disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations.  You may also request that any part of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices.  Your request must state the specific restriction requested and to whom you want the restriction to apply.
 
Your dentist is not required to agree to a restriction that you may request.  If dentist believes it is in your best interest to permit use and disclosure of your protected health information, your protected health information will not be restricted.  You then have the right to use another Healthcare Professional.
 
You have the right to request to receive confidential communications from us by alternative means or at an alternative location.  You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice alternatively i.e. electronically.
 
You may have the right to have your dentist amend your protected health information.  If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will proved you with a copy of any such rebuttal.
 
You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.
 
We reserve the right to change the terms of this notice and will inform you by mail of any changes.  You then have the right to object or withdraw as provided in this notice.
 
Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us.  You may file a complaint with us by notifying our privacy contact of your complaint.  We will not retaliate against you for filing a complaint.
 
This notice was published and becomes effective on/or before April 14, 2003.
 
We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with respect to protected health information.  If you have any objections to this form, please ask to speak with our HIPPA Compliance Officer in person or by phone at our Main Phone Number.
 
Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:
 
Print Name: ___________________________________________
 
Signature:    ___________________________________________    Date: _______________________________
