REGISTRATION AND TREATMENT

Date Home Phone ()
Cell Phone { )
PATIENT INFORMATION
Name s = T e SS/HIC/Patient ID #
Address E-mail
City Stata Zip
Sex(OM [F Age Birthdate [ Married COwidowed [ Single O Minor
[T Separated [ Divorced I Partnered for years
Patient Employer/School Occupation
Employet/School Address Employer/School Phone ( )
Whom may we thank for raferring you?
In case of emergency who should be notified? Phone ( )
PRIMARY INSURANCE
Person Responsibie for Account T P s YTy
Aslation to Patient Birthdate ID#/Soc. Sec. #
Address (If difierent from patient’s) Phone { )
City State Zip
Person Responsible Employed By Occupalion
Business Address Business Phane { )
Insurance Company.
Contract # Group # Subscriber #
Names of other dependents cavered under this plan
ADDITIONAL INSURANCE
Is patient covered by additional insurance? [JYes [INo
Subscriber Name Reiation to Patient Birthdate
Address (¥ ditfsrant fom patiants) Phone ( )
City State 2Zip
Subscriber Employsd by Business Phone ( )
Insurance Comparny Soc. Sec ¥
Contract £ Group # Subscriber #

Names of other dependents coversa under this plan

Please Complete Above Information and Next Page

(Vars D2SS504)
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DENTAL HISTORY

Reason for Today's Vistt Date of last dental care
Former Dentist Date of last dental X-rays
Address

Check ( v ) if you have had problems with any of the following:

] Bad breath [ Grinding teeth [ Sansitivity to hot

] Ble=ding gums [ Loosa teath or broken filings [ Sensitivity to sweets

] Clicking or popping jaw [ Periodontal treatment [[] Sensitivity when biting

1 Food collection between teeth [T Sensitivity to cold [] Sores or growths in your mouth
How often do you floss? How ofien do you brush?

MEDICAL HISTORY

Physiclan's Name Date of Last Visit
Have you had any serious illnesses or operations? [IYes [ No If yas. describe

Have you ever had a blood transtusion? JYes [ No Il yes, give approximates datss

Have you ever taken any of the group of drugs collectively referrad 1o as Slen-phan?” These include combinations of lonimin, Adipex, Fastin (brand
names of phentermine). Pondimin (fenfluramine) and Redux (dexfenfiuramine). [Yes [ No

(Women) Are you pregnant? JYes [ No Nursing? [Yes [INo Taking birth control pills? [ Yas [INo

Check ( ¢ ) if you have or have had any of the following:

1 Anemia [T] Cortisona Treatments 1 Hepatitis ] Scariet Fever

[ Arthritis, Rheumatism [ Cough. Persistent [ High Biood Pressure [ Snortness of Breath

[ Arfificial Heart Valves [ Cougn up Blood L1 HIV/IAIDS [J Skin Rash

O Arfificial Joints [ Diabetes ] Jaw Pain [ Stroks

[] Asthma [ Epilepsy [ Kidney Disease [ Swelling of Feet or Ankles

[[] Back Problems [ Fainting [} Liver Dissase [ Thyroid Problems

"] Blood Dissasa [J Giaucoma ] Mitral Vaive Prolapse [ Tobacco Habit

] Cancer [] Headaches "] Pacemaker [ Tonsiliitis

[] Chamical Dependency [l Heart Murmur ["] Radiation Treatmant [ Tuberculosis

[7) Chemotherapy [] Heart Problems '] Respiratory Disease [ Uleer

[_1 Circulatory Problems 1 Hemophilia 1 Aheumatic Fever [] Venersal Dissase
MEDICATIONS ALLERGIES

List medications you ara currently taking:

AUTHORIZATION

| certify that |, and/or my depandent(s), have insurance coverage with

Dr,

and assign directly 1o

Name ol Insurance Company{ies)
all insurance benelits, if any, otherwise payable to me for services rendered. | understand that |

am financially responsible for all charges whether or not paid by insurance. | authorize the use of my signature on all insurance submissians.

The above-named dentist may use my health care information and may disclose such Information to the above-named Insurance Company(ies) and
their agents for the purpose of obtaining payment for sarvicas and determining insurance benefits or the benefits payable for related services. This
consent will end when my current treatment plan is completed or one year from the dale signed below.

Signalure of Pabiemt, Parent. Guardian or Persanal Representative

Date

Blease print nama of Fatent, Parent, Guardan or Parsonal Representative
Payment is due in full at time of treatment unless prior arrangements have been approved.

Relaticnship o Pasent




Fox Valley Dental Care
243 E. Indian Trail
Aurora, IL 60505

Please provide us with your cellular number so we may reach you on a short
notice or in case of an emergency.

Qur Financial and Cancellation Policy

Payment in full is expected when services are rendered unless previous
arrangements have been made with our patient coordinator. We accept
assignment from insurance companies. This means that we will estimate
your portion of the fee and you will only have to pay that portion at the time
services are performed. Please note that this is only an estimate and the
actual fees paid by insurance may differ. By signing below you will give us
permission to file claims with your insurance company and get reimbursed
directly by them.

Accounts over 90 days old incur a $5.00 per month rebilling charge. If no
arrangements are made with our patient coordinator, accounts over 20 days
may incur a $15 collection fee and be placed with our collection agency.

Please be advised that we require a 24-hour notice for any cancellations.
Failure to do so may result in a $40.00 charge per appointment (30 minutes).
In case of rare emergencies, please discuss the matter with our patient
coordinator.

Patient (Legal Guardian) Name:

Signature:

Date:




DOKHANCHI DENTAL SERVICES. DDS. PC, AKA FOX VALLEY DENTAL CARE AURORA

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse 1o Sign This Acknowedgamant

l , nave teceived & copy of this

offica's Notice of Privacy Practices

Piase =n Na—c

Sigraturs

For Office Use Only

We attemptad to obtain written acknowledgement of recaipt of our Natice of Privacy Practices. but
acknowleagement could not be obtaines pecause!

] Incmaual refusad to sign
[0 Communications barriers pronibited obtaining the acknowlesgement
O an emergency situation preventec us from obtaining acknowladgament

[J Other (Plzase Spacify)
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