WELCOME

We are pleased to welcome you to our practice. Please take a few minutes to fill out
this form as completely as you can. If you have questions we'll be glad to help you.
We look forward to working with you in maintaining your dental health.

FATIENT INFOTMATION

Name

Last Name
Address

= TestRame

Soc. Sec.#

Irfand

City State

Zip

Home Phone

Cell Phone
Sex UM UF Age
Patient Employed by ___

Email

Birthdate

__ JSingle JMarned JWidowed U Separated
Occupation

J Divorced

Business Address
Business Email

Businass Phone

Whom may we thank for referring you?

Notity in case of emergency
Cell Phone

Home Phone
Business Phone

Email

Parson Responsible for Account

Cas! Namo

Relation lo Patient

EPrE. __ Binhdate

Address (if chffarent from patent)

IEIMARY INSURANCE

T Fest N

Soc. Sec.¥__

Home Phone

Cell Phonae

_Email

City
Person Responsible Employed by

_ Zip__

___ Qccupation

Business Address

Business Email

Business Phone

Insurance Company

___ Phone __

Insurance Emall

Contract # Group ¥

Nam@ of other dependents under thisplan

ADDITIONAL INSURANCE

Is patient covered by additional insurance?
Subscriber Name

O Yes 1 No

Address (if different from patient)

Relation to Patient

Subscriber #

Birthdate

Soc. Sec. 7

City
Celi Phone
Subscriber Employed by

_____ State _

Zip_ ___ _  HomaPhone____

_ Email

Business Phone

Business Email

Insurance Compary

__ Phone

Insurance Email ___

Contract #

Name of other dependents under this plan

Subscriber #




DENTAL HISTORY

What would you like us to do today? Are you in dental discomfort today?
Former Dentist
Dentist's Email

Date of last dental care

Address

__Phone

___ Date of last x-rays

Check ( v ) yes or no if you have had problems with any of the following:
JY JN Bad breath

UY JN Feod collection between teeth Y N Periodontal treatment
Y JN Sensitivity to cold
JY JN Sensitivity to hot

Floss?

Y QN Sensitiaty to sweets

Y JN Bleeding gums WY aN Grinding or clenching teeth Y AN Sensitivity when biting
JY AN Chcking or papping jaw
How often do you brush?

Haw do you feel about the appearance of your leeth?

JY JN Loose teeth or broken fillings JY N Sores or growths in mouth

Have you ever experienced an adverse reaction during or in conjunction with a medical or dental procedure? JY QN
Other information aboul your dental health or previous treatment

MEDICAL HISTORY

Physician's name Phone

Date of last visit Have you had any senous ilinesses or operations? OY  UN

If yos, dascribe

ay
QY

Are you currently under physician care? JdN If yes, describe

Have you ever had a blood transfusion? JN If yes, give approximate dates

Women: Are you pregnant? 1Y N Nursing? dY JdN Taking birth control pills? Y  JN

Have you ever taken Fen-Phen/Redux? 1Y JN
Check (v ) yes or no if you have had any of the following:

AIDSMHIV Positive
Anaphylaxis

Anemia

Asthritis, Rheumatism
Artificial heart valves
Artificial joints
Asthma

Atopic (allergy prone)

JY
aY
QY
aY
JdY
aY
ay
qY
ay

ay aN
ayYy anN

JY aN
ay an
Uy an
ay an
ay anN
QY anN
ay an
ayY anN
ay anN

JN
aN
JN
aN
JN
JN
aN
JN
JN

JdY QN
QY UN
aY AN
gy an
JY JN
SY JN
JY JN

Jaw pain

Kidney disease or
malfunction

Liver disease

Material allergies
{latex, wool, metal,
chemicals)

Mitral vatve prolapse
Nervous preblems

Cough, persistent
Cough up blood
Diabetes
Epitepsy

Fainting

Food allergies
Glaucoma
Headaches

Shingles

Shortness of breath
Skin rash

Spina Bifida

Stroke

Surgical implant

Swelling of leet
or ankles

Thyroid disease or

4ay an
JdY JN

aY aN

Y aN
2 JY UN

ay
QY aN

AN

Back problems
Blood disease
Cancer

ay aN

Heart murmur
Heart problems
Describe

JY AN

JY JaN

Pacemaker/
Heart Surgery

Psychiatnic care

Uy unN

maltunction
Tabacco hatat

QYLCIN
aY AN
JY dN
JY JN

Tonsillitis
Tuberculosis
Uicer/Colitis
Venereal disease

Oy ON
1Y CIN Herpes

1Y CIN  Hepatitis

[JY CTIN  High Mood pressure

oY aN
aY aN
JY aN
JY AN

JY AN Chemical dependency
JY AN Chemotherapy
Y AN Circulatory problems

Y aN Cortisane treatments

Hemophili/Abnarmal Bleeding Rapid weight gain or loss
Radiation treatment
Respiratory disease

Rheumatic/Scarlet fever

Is patient currently taking any medications? If yes, list all: Does patient have drug allergies? It yes, list all:

o - L Ll
AUTHORIZATION
and f is accurate 1o 1ho bast of my knowledgo. | understand that this nformation will be used by the denbis! ta he'p datermeng

appropnate and heatihtul dental treatment. If there is any change in my medical status, | will inform the dontist

| authanze the nsurance company indicaled on this form 10 pay to the dentist all insurance benefits atherwise payable to ma for services rendared | authorize tha use of this
sqnalure on all INSUrance SubmMiSsons,

| autharize tha dantist 1o release all informanon necessary 10 securd the payment of benelils. | understand that | am fnancially responsithe lor all charges whather o nat paud
By nsurance

I hawe d the ink tion o this g

Signature Date

- Payment is due in full at time of treatment unless prior arrangements have been approved. EMON 1881




SMILE EVALUATION

NAME: DATE:

Is there anything about your smile yor don’t bike?

Do you: like the appearance of your teeth?

Are your teeth all in aligoment (stcaight)?

Have you evet considered orthodoatic treatment? (Braces)

Do you have any missing teeth? Are any chipped?

Is your bite comnfortable for chewing, biting?

Do you have frequent headaches?
How often? Mrgranes?
Do you have any old fillings or dental work that you don't hike?

Is thexe arything about the appearznce of vour tecth that
youwd bke to change?  Shade/color shape/position
If money were no object, what would you change about vour smile?

DENTAL HISTORY

Are you nervons about dental treatmeat? Have you ever had/peeded Nitvous Oxide ) for
treatmoent?

Is there anything about your mouth that concexns you now?

Ase any of your teeth mobile (loose)?

Have you ever been told that you have gum disease?
Have vou had treatment for gom disease? When?

Do you smoke? Chew Tobacco?

Do you feel yon have vapleasant breath at times?

How would you desciibe your dental heatth?  Good Fax Poor

Do you snore duning slecp? Do you have sleep apnea?

Have you evez beea told yon dench or grind your teeth dunng sleep?
Do you dench or gund your teeth dusiag she day?
2o you now wear or have you ever wom a night guard apphance?

REMARKS




DENTAL CENTER OF NAPERVILLE
Dr. Hitesh K. Patel DDS

Epworth Sleepiness Scale

The Epworth Sleepiness Scale s a set of questions that have been used to
evaluate the restfulness of a patient. Though it is not a true test that can
prove you have sieep apnea, it certainly can suggest that you are more prone
to fall asleep than others and should be evaluated by a physictan. The
questions are useful assuming that you are sleepmg regularly and are in your
usual state of health.

For the following situations, answer with one of the following ntumnbers:

0-Would pever doze

1- Slight chance of dozing

2- Moderate chance of dozing
3- High chance of dozing

Situation Score

Sitting and reading

Watching Television

Sitting, inactive in a public place

As a passenger 1n a car for an hour
Without a break

Lying down to rest in the afternoon
When circumstances permit

Sitting and talking to someone

In a car, while stopped for a few
Minutes in traffic

Total Score




Screenirg Tool for Sleep Apuea
Developed by David White, M.D., Harvard Medical School, Boston, MA

in whom should apnea be considered? If you suspect sleep apnez, ask your pauent the
foliowing Guestions:

I Sae¢iicg
) Do you snore on most might (> 2 migiits per week}?

Yes (2) No(0) o
b} Is your snoring loud? Can it be heard through a door or wali?

Yes (2) No {0} ————

2. Hizs ii ever beem reported te you that you stop breathiag or
gasp duriag sleep?

Never (G} QOccasionally (3) Frequentiy (5) ___
3. What is your collar size?
Mate: Lessthan I7 mches{0) more than 17 inches (5) o
Female: Less thag 16 imnches (0)  more than 16 inches (5) o
4. Do you cccasionally fall asiecp during the day when:

aj You are busy or active?

Yes(2) No (G) —_—
b) You are driving or stopped a1 2 light?
Yes (2) No (6) .
5. Have you had or are you being treated for high blood pressure?
Yes(1) No (9) -
TOTAL .
Score
- 9 points or more €-8 peints 5 peints or fess
Refer o sleep Gray ez, Low probability
specialisi or order  asechinical  0f sleep apnes
sieep study Judgment

Please sign your name

— e s

Please print your name Date




FINANCIAL POLICY
AROUT FINANCIAL ARRANGEMENTS AND DENTAL INSURANCE

We are comumuitted to providing you with the best possible care. If you have dental or
medical wsurance, we are anxious to help you receive your maximum allowable benefits. In
order to achieve these goals, we need your assistance and your understanding of our payment
policy.

Payment for services and/or co-payments is due at the time services are rendered unless
payment arrangements have been approved in advance by our staff. Co-payi¥ents are the
percentage that the insurance company won’t pay, generally between,30-50% and it will be
collected at the time services are rendered. We accept cash, checks, MasterCard, Visa and
Discover. We will be happy to help process your insurance claim-form.

Returned checks and balances older than 30 days may be subject to additional collecuon
fees. Charges may also be made for broken appointments and appointments cancelled without 24
hours advance notice.

We will gladly discuss your proposed treatment and answer any questions relating to
your insurance.

You must realize, however, that:
1. Your insurance is a contract between you, your employer and the msurance
company. We are not a part of that contract.

2. Our fees are generally considered to fall within the acceptable range by most
compaunies, and therefore are covered up to the maximum allowance determined
by each carrier. This applies only to companies that pay a percentage (such as
50% or 80%) of “U.C.R.”. “U.C.R.” is defined as usual, customary, and
reasonable.

This statement does not apply to companies that reiiaburse based on an
arbitrary “schedule” of fees, or allowances, which bears no relationship
to the current standard and cost of care in this area.

(8]

Not all services are a covered benefit in all contracts. Some insurance companies
arbitranily select certain services they will not cover.

We must emphasize that, as dental care providers, our relationship is with you, not
your insurance company. While the filing of insurance claims is a courtesy that we
extend to our patients, all charges are your responsibility from the date the services are
rendered. We realize that temporary financial problems may affect timely payment of
your account. [f such problems do arise, we encourage you to contact us prompily for
assistance in the management of your account.

If you do have any questions about the above information or any uncertaingy
regarding your surance coverage, PLEASE don’t hesitate to ask us. We are here to
help you.

PATIENT SIGNATURE Date



Dental Center of Naperville

CONSENT FOR USE AND DISCLOSURE OF
HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Address:

Telephone: E-mail:
Patient #: Social Security #:

SECTION B: TO THE PATIENT - PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health
information to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to
sign this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations, of
the uses and disclosures we may make of your protected health information, and of other important matters about your
protected health information. A copy of our Notice accompanies this Consent. We encourage you to read it carefully
and completely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our
privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes
may apply to any of your protected health information that we maintain,

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by
contacting:

Contact Person: Delﬂ‘di CCﬂter ot Naber\/i"e

Telephone: Hireal Is R‘@tﬁl D.D.S.
E-mail: L0as B Qeden Ave.
Address: Noanasyville 1 60563

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your
revocation submitted to the Contact Person listed above. Please understand that revocation of this Consent will not
affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to
treat you or to continue treating you if you revoke this Consent.

SIGNATURE

I, , have had full opportunity to read and consider the contents
of this Consent form and your Notice of Privacy Practices. Iunderstand that, by signing this Consent form, I
am giving my consent to your use and disclosure of my protected health information to carry out treatment, payment
activities and health care operations.

Signature: Date:

If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Name:

Relationship to Patient:
YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.




Hitesh K. Patel

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE
OF PRIVACY PRACTICES

** You May Refuse to Sign This Acknowledgement**

I , have received a copy of this office’s Notice of
Privacy Practices.
{Please Print Name}
{Signature} :
{Date}
For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy
Practices, but acknowledgement could not be obtained because:

Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)




REYOCATION OF CONSENT
1 revoke my Consent for your use and disclosure of my protected health information for treatment, payment activities,

and healthcare operations.
I understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you
received this written Notice of Revocation. I also understand that you may decline to treat or to continue to treat me

after I have revoked my Consent.

Signature: Date:

2002 American Dental Association

All Rights Reserved . ) )
Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires the prior written
approval of the American Dental Association.

This Form is educational only, does nol constitute legal advice, and covers only federal, not state, law August 14, 2002).



Hitesh K. Patel D.D.S.
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your heaith information. We are also
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health
information. We must foliow the privacy practices that are described in this Notice while it is in effect. This Notice
takes effect (MM/DD/YR), and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes
are permitted by applicable law. We reserve the right to make the changes in our privacy practices and the new
terms of our Notice effective for all health information that we maintain, including health information we created or
received before we made the changes. Before we make a significant change in our privacy practices, we will change
this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for
additional copies of this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing
treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare
operations.  Healthcare operations include quality assessment and improvement activities, reviewing the
competence or qualifications of healthcare professionals, evaluating practitioner and provider performance,
conducting training programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare
operations, you may give us written authorization to use your health information or to disclose it to anyone for any
purpose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any
use or disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization,
we cannot use or disclose your health information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights
section of this Notice. We may disclose your health information to a family member, friend or other person to the
extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that we may
do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of
(including identifying or locating) a family member, your personal representative or another person responsible for
your care, of your location, your general condition, or death. If you are present, then prior to use or disclosure of
your heaith information, we will provide you with an opportunity to object to such uses or disclosures. In the event of
your incapacity or emergency circumstances, we will disclose health information based on a determination using our
professional judgment disclosing only health information that is directly relevant to the person’s involvement in your
healthcare. We will also use our professional judgment and our experience with common practice to make



reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-
rays, or other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications without
your written authorization,

Required by Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that
you are a possible victim of abuse, neglect, or domestic violence or the possibie victim of other crimes. We may
disclose your health information to the extent necessary to avert a serious threat to your health or safety or the
health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials health information required for lawful
intelligence, counterintelligence, and other national security activities. We may disclose to correctional institution or
law enforcement official having lawful custody of protected health information of inmate or patient under certain
circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, or letters).

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may
request that we provide copies in a format other than photocopies. We will use the format you request uniess we
cannot practicably do so. (You must make a request in writing to obtain access to your health information. You may
obtain a form to request access by using the contact information listed at the end of this Notice. We will charge you
a reasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending
us a letter to the address at the end of this Notice. If you request copies, we will charge you $0.__ for each page,
$__ perhour for staff time to locate and copy your health information, and postage if you want the copies mailed to
you. If you request an aiternative format, we will charge a cost-based fee for providing your health information in that
format. If you prefer, we will prepare a summary or an explanation of your heaith information for a fee. Contact us
using the information listed at the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your health information for purposes, other than treatment, payment, healthcare operations and certain
other activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in a
12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.
I

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
health information. We are not required to agree to these additional restrictions, but if we do, we will abide by our
agreement (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health
information by alternative means or to alternative locations. {You must make your request in writing.} Your
request must specify the alternative means or location, and provide satisfactory explanation how payments will be
handled under the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. (Your request must be in
writing, and it must explain why the information should be amended.) We may deny your request under certain
.circumstances.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to
receive this Notice in written form.




QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concemns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about
access to your health information or in response to a request you made to amend or restrict the use or disclosure of
your health information or to have us communicate with you by alternative means or at alternative locations, you may
complain to us using the contact information listed at the end of this Notice. You also may submit a written
complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your
complaint with the U.S. Department of Health and Human Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a
complaint with us or with the U.S, Department of Health and Human Services.



