Fresh Smiles Dental

15127 73rd Ave, Unit H1, Orland Park, IL 60462| Ph: 708-468-8571 |Fax: 630-390-2838

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

[ understand that, under the Health Insurance Portability & Accountability Act (“HIPAA”), 1
have certain rights to privacy regarding my protected health information. I understand that
this information can and will be used to:

e Conduct, plan, and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment directly and indirectly

e Obtain payment from third- party payers

e Conduct normal healthcare operations such as quality assessments and physician
certifications

[ have had full opportunity to read and consider the contents of the Notice of Privacy Policies. I
understand that I am giving my permission to your use and disclosure of my protected health
information in order to carry out treatment, payment activities, and healthcare operations. I
also understand that [ have the right to revoke permission.

Patient/ Guardian Name (Printed):

Patient/ Guardian Signature:

Date:




Fresh Smiles Dental

15127 73rd Ave, Unit H1, Orland Park, IL 60462 | Ph: 708-468-8571 |Fax: 630-390-2838

FINANCIAL POLICY

Thank you for choosing Dr. Somayeh Jahedi-0’Leary as your dental health care provider. We are committed
to quality dental care for you and your family. Your clear understanding of our Financial Policy is important
to our professional relationship. Please speak with someone in our office if you have any questions about this

policy.

We charge what is usual and customary for the quality services we provide. If we have a direct contract with
your insurance company, we are bound by their fee schedule.

Your insurance policy is a contract between you and your insurance company. You have certain
responsibilities, such as paying your deductible and co-pay at the time of service, and providing accurate,
timely, and complete insurance information to this office. Please be sure we always have your current
insurance information, so that we may correctly file your claims.

If we are directly contracted with your insurance company, we will collect your deductible and co-pay at the
time of service and bill you for any other charges for which you are responsible (non-covered services). If we
are NOT contracted with your insurance company, you will be required to pay in full at the time of service.

Since we have no way to know all the individual insurance company policies, it is your responsibility to
contact your insurance if you are concerned as to whether a charge is covered.

I have read the above Financial Policy for this office and I agree to the terms listed above.

Patient Signature Date

Patient name (Printed):

Dental Insurance Company:

Employer:

Policyholder/Employee:

Policyholder Birthdate:

Policyholder Social Security #:

ID Number:

Group Number:




Fresh Smiles Dental

15127 73rd Ave, Unit H1, Orland Park, IL 60462 | Ph: 708-468-8571 |Fax: 630-390-2838

CANCELLATION POLICY

Our office looks forward to working with you to keep your smile healthy & fresh! Please
remember that we reserve your appointment time exclusively for you. If you are unable to
keep the appointment, kindly provide us with 24 hours of notice so that we may make this time
available to another patient.

In the event you are unable to provide us with a 24-hour advance notification of cancellation,
we reserve the right to charge a $35 fee, due prior to scheduling your next visit. For your

convenience, in the event of an emergency, our office maintains a 24-hour answering machine.

Thank you for your cooperation and understanding.

Patient Signature Date



Health History Form ADA.

] American Dental Association

[ E-mail: Today's Date: www.ada.org

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your
answers are for our records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to
this questionnaire and there may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office
does not use this information to discriminate.

X
Name: Home Phone: Include area code Business/Cell Phone: Include area code 1
Last First Middle ( ) ( )
Address: City: State: Zip:
Mailing address
Occupation: Height: Weight: Date of birth: Sex: M F
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: Cell Phone:
( ) ( )

Include area codes

If you are completing this form for another person, what is your relationship to that person?

Your Name Relationship

Do you have any of the following diseases or problems: (Check DK if you Don't Know the answer to the question) Yes
ACHVE TUDCTCUIOSIS . -csasvisinuvuissssssastosvineasssissssnmsass s duisesssu s oy s 634axs S5l TR oS AR AATA A N g s i reom s sinms e roshes
Persistent cough greater than @ 3 WEEK QUIATION ..........c.curuiuiuiiriiiiieiiiisiens st

COUGh that PrOAUCES DIOOM. ... cvveuieeieeeeeite ittt es e H S0

Been exposed t0 aNYONE WIth TUDEICUIDSIS ...........uiriiuiiiiiiies e O
|_If you answer yes to any of the 4 items above, please stop and return this form to the receptionist. )

Oooog
oooog

D en ta I I n fO rm at 1ON For the following questions, please mark (X) your responses to the following questions.

Yes No DK Yes No DK
Do your gums bleed when you brush or floss? ................ccccco.... [0 [ [ Do you have earaches or neck pains?........cccocoiiimniniinnacanias o o 0O
Are your teeth sensitive to cold, hot, sweets or pressure?............ [0 [0 [ Do you have any clicking, popping or discomfort in the jaw?.... 0 O [
Does food or floss catch between your teeth?. [0 O Do you brux orgrind your teeth? .........c.cccoeiiiiiinniinininiinne. | A 5 A
IS YOUr MOULN dry?......cccoiimiiiiiiiiininiirieniiciissse e [0 [ [ Do you have sores or ulcers in your mouth? .........cccccoecivirnnnnn. o o o
Have you had any periodontal (gum) treatments?....................... [0 [ [ Do youwear dentures or partials?...........ccccccovmimiiiiriciniinnnns Y 5 ) S
Have you ever had orthodontic (braces) treatment? ........... ... [0 [ [0 Do you participate in active recreational activities? .................... o o 0o
Have you had any problems associated with previous dental Have you ever had a serious injury to your head or mouth? ...... o 0o gd
OO b v s B S S R O O 0O pateof your last dental exam:
Is your home water supply fluoridated? .. O O O \what was done at that time?
Do you drink bottled or filtered water? ................cocoeiinn. O O ad
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY Date of last dental x-rays:
Are you currently experiencing dental pain or discomfort?.......... o O ad
What is the reason for your dental visit today?
How do you feel about your smile?

M ed ICa | | nfO rm atIO N Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK
Are you now under the care of a physician? ...........ccccccveierienns O O [ | Have you had a serious illness, operation or been
Physician Name: Phone: Include area code hospitalized in the past 5 years? ..........ccoccvevvevnvcninieiieiieinncnnns | i Y = A i

( ) If yes, what was the iliness or problem?
Address/City/State/Zip:
Are you taking or have you recently taken any prescription

Are YO IN 'good RRAIMNTZ .c.crevuisvairsmsmssnsinssnsssnpssnsrvensstasponarsssnesanss O O [O @ oroverthe counter medicing(S)? ........cccccvrvueimiureicriniciesiieeinnnns E: (& ‘B
Has there been any change in your general health within If so, please list all, including vitamins, natural or herbal preparations
O DASEVEBTD, opssnssssessusmnessssosmmss s A S Fy Ny apnsomemsnnsss [0 [ [ and/or diet supplements:

If yes, what condition is being treated?

Date of last physical exam:
. i

© American Dental Association, 2006
Form S500




M e d 1Ca I I n fO ma t |ON Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

(Check DK if you Don't Know the answer to the question) Yes No DK Yes No DK |
Do you wear contact [eNSes?.........c.couiiiiciiiinininisies s O [0 [ Do you use controlled substances (drugs)?..........ccoeviiminvecennnnee 0 |
Are you taking, or have you taken, any diet drugs such as Do you use tobacco (smoking, snuff, chew, bidis)? ...................... B @ 0
Pondimin (fenflluramine), Redux (dexphenfluramine) or If so, how interested are you in stopping?
phen-fen (fenflluramine-phentermine combination)?..................... O o o (Circle one) VERY / SOMEWHAT / NOT INTERESTED
Are you taking or scheduled to begin taking either of the Do you drink alcoholic beverages? ..........cccccucvccieiteniininiinscnnnnns |5 R 5 D
medications, alendronate (Fosamax®) or risedronate (Actonel®) If yes, how much alcohol did you drink in the last 24 hours?
for osteoporosis or Paget’s disease?........cccccureiicieiieiiiiniiciiieinens [0 [0 O | Ifyes, how much do you typically drink In a week?
Since 2001, were you treated or are you presently scheduled WOMEN ONLY Are you:
to begin treatment with the intravenous bisphosphonates PR A A e e i T R s s T T VR SR IS E
(Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal Number of weeks:
complications resulting from Paget’s disease, multiple myeloma Taking birth control pills or hormonal replacement? ...................... | 0 [ R e |
or metastatic CANCEI? ...ciiiiniiisissiminsisisssssmsmssisssssisisssans OF B B | NURSIIGZscurzarssme s issns 58 e ses vamsis s oo s me et s oseny [ 8 s N
Date Treatment began:
Joint Replacement. Have you had an orthopedic total joint (hip, knee, elbow, finger) replacement? .............cccooiimiiiiin O 0O o
Date: If yes, have you had any complications?
Allergies - Are you allergic to or have you had a reaction to: Yes No DK Yes No DK
To all yes responses, specify type of reaction. Metals O o 0o
Local anesthetics 0 O [ Latex(rubber) I 0 L
Aspirin O O O lodine |2 R |
Penicillin or other antibiotics [0 [0 O Hay fever/seasonal o o d
Barbiturates, sedatives, or sleeping pills O O O Animals O 0o
Sulfa drugs O O O Food B 0O 8
Codeine or other narcotics O O O Other 0O o o
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK Yes No DK Yes No DK
Heart MurmMUre. ..o, 0O O O |Anemia.......cosemnsususnscsssosse [0 [0 [ Chronic pain......cccreee. [J [ [ Sleep disorder.............. | I ) I [
Mitral valve prolapse.........[] [ [ Blood transfusion .............. O [0 Diabetes Typel or ll.....[l [ [ Mentalhealth disorders.....1 [0 [
Artificial heart valves .......00 O O If yes, date: Eating disorder o I [ i [ Specify:
Rheumatic fever ............ 00 0 [ | Hemophilia.....cccooninnnns O O O Malnutrition .......cccccecerreenen [0 [ [ Recurrent Infections............ o o ad

AIDS or HIV infection.......... [0 [ [0 Gastrointestinal disease ...... o o od Type of infection:

Cardiovascular disease. ...... 0 B O Ahitis i [0 0O O G.E. Refluxpersistent Kidney problems................. O B B
- 1o |[1 - [N [0 O O Autoimmune disease.......... O O O heartburn......cccovvcerenccnenae [0 [ [ Nightsweats.... O o I 8 [
Arteriosclerosis .................. O O [ Rheumatoid arthritis........... O O O ‘Wleers:imcisnimassmmyng O O [0 Osteoporosis........ccoeceerivens O O o
Congestive heart failure..... 1 I [0 Systemic lupus Thyroid problems... .0 O [ Persistent swollen glands
Coronary artery disease...... O 0O g erythematosus 0O [ Stroke.......cosmme .0 0O ad INNECK oo [ O
Damaged heart valves........ O O O Asthma........... O O Glaucoma.. s [0 [0 [ Severe headaches/
Heart attack ..........cccoueeeee. O O O Bronchitis......c.ocevrreiiovenans [0 [ Hepatitis, jaundice or MIGraines .........o.cveveeruees [0 O R
Low blood pressure ........... O O O Emphysema.....ccccceemennene O o o liver disease..................... [J [ [ Severeorrapid weight loss.. [ [ [
High blood pressure........... O [0 [ Sinus trouble.........cooeeeeenn. [0 [ EPilepsy ..cceeereerreerereeeenenens [0 [0 [0 Sexually transmitted disease. [ [ [
Congenital heart defects.... I [ [ Tuberculosis .........c..ccccuenne 1 [0 [0 Fainting spells or seizures ... ] [ [ Excessive urination.............. o o o
Pacemaker ...........cccoeeeinns [0 [0 0O Cancer/Chemotherapy/ Neurological disorders ...... O o o
Rheumatic heart disease..... 1 O [J Radiation Treatment ........ o o o If yes, Specify:
Abnormal bleeding............ [0 O O Chest pain upon exertion...[] [ [
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ............ocoviiriieiiniii 8 R O 5 |
Name of physician or dentist making recommendation: Phone:
Do you have any disease, condition, or problem not listed above that you think | should know @bout? ..o O oo

L Please explain:

[ NOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment. )
| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health
history and that my dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth
above have been answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not
take because of errors or omissions that | may have made in the completion of this form.

Signature of Patient/Legal Guardian: Date:

( FOR COMPLETION BY DENTIST )

Comments:
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