


HEALTH HISTORY:
Physicianʼs name _____________________________________ Specialty ______________________________ 

Phone No. __________________________________________ Date last seen _________________________

Y  N  Have you been hospitalized within the last 10 years? What For ___________________________________________

Y  N  Are you taking any medication(prescription, non-prescription, herbs, or vitamins)?_____________________________ 

_______________________________________________________________________________________________

Y  N  Do you have any allergies? Medication  ____________________ Environmental______________________________

Y  N  Are you sensitive to or ever had a negative reaction to Novocaine___Penicillin___Latex___Iodine___Codeine_______

Aspirin___Sulfa___Other__________________________________________________________________________

Y  N  Do you have any prosthetic? (hip or joint replacement, pins, etc.)__________________________________________

Y  N  Are you required to take antibiotic premedication before dental procedures?__________________________________

Y  N  Have you ever had heart/cardiac surgery?(Pacemaker, Stint, etc.)______________________ Year Placed___________

Y  N  Are you pregnant? If yes, what trimester?________________________Are you attempting pregnancy_____________

Y  N  Do you smoke or use any tobacco product? __________ How long? _______________________________________

Y  N  Have you traveled outside of the United States within the last 12 months? Where?____________________________

Y  N  Have you ever been involved in a car accident? If yes, was a cervical collar worn?________Dates________________

Y  N  Do you clench or grind at night?

Y  N  Do you experience frequent headaches?

HAS YOUR PHYSICIAN EVER INFORMED YOU OF THE FOLLOWING:
Y  N  Stomach or Intestinal problems Y  N  Dental phobia or anxiety disorder

Y  N  Rheumatic fever Y  N  Kidney disease

Y  N  Heart murmur Y  N  Liver disease/Jaundice

Y  N  Hepatitis   Type A__ B__ C__ Y  N  Seizures

Y  N  Tuberculosis Y  N  Heart disease or disorder

Y  N  High or low blood pressure Y  N  HIV, ARC, or AIDS

Y  N  Tumors or growths Y  N  Herpes I or II,/Apthous ulcers

Y  N  Diabetes Y  N  Blood Disease, bleeder or slow healer

Y  N  Respiratory disease (asthma, emphysema, etc.) Y  N  Shingles   Active__ Non-active__

Please explain any of the above___________________________________________________________________________

____________________________________________________________________________________________________

Have you seen an:  Orthodontist________________________________Periodontist________________________________

Have you whitened your teeth before?______________________________________________________________________

ADG08

SIGNATURE (RESPONSIBLE PARTY OR LEGAL GUARDIAN):
____________________________________________________
____________________________________________________________________
*YOUR SIGNATURE STATES INFORMATION PROVIDED IS ACCURATE AND TRUE        **WHEN APPROPRIATE, A CREDIT BUREAU REPORT MAY BE OBTAINED



HIPAA PRIVACY FORM 1

Notice Of Privacy
Practices

Purpose: This form, Not ice of  Pr ivacy Pract ices,  presents the informat ion that federal
law requ i res  us  to  g ive  our  pa t ien ts  regard ing  our  p r ivacy  prac t ices .  {Note :  th is  fo rm
may need to  be  changed to  re f lec t  the  denta l  p rac t ice  s  par t i cu la r  p r ivacy  po l i c ies
and/or str icter state laws.)

We must provide this Not ice to each pat ient  beginning no later than the date of  our f i rst
serv ice  de l i very  to  the  pa t ien t ,  inc lud ing  serv ice  de l i vered  e lec t ron ica l l y ,  a f te r  Apr i l  14 ,
2003. We must make a good-farth at tempt to obtain wr i t ten acknowledgement of
receipt  of  the Not ice f rom the pat ient .  We must also have the Not ice avai lable at  the
off ice for  oat ients to request to take with them. We must post the Not ice in our of f ice in
a c lear and prominent locat ion where i t  is  reasonable to expect any pat ients seeking
service f rom us to be able to read the Not ice.  Whenever the Not ice is revised, we must
make the Not ice avai lable upon request on or af ter  the ef fect ive date of  the revis ion in
a manner consistent wi th the above instruct ions.  Thereafter.  we must distr ibute the
Notice to each new patient at the time of service delivery and to any person requesting
a Notice. We must also oost the revised Notice in our office as discussed above.

O 2002 American Dental  Associat ion
Al l  Rights Reserved

Reproduct ion and use of  th is lorm by dent is ts and their  s taf l  is  permit ted.  Any other use,  dupl icat ion or  d ist r ibut ion of  th is form by any other party
requires the pr ior  wr i t ten approval  of  the American Dental  Associat ion.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14,2002\.
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Adult Deirtistrv

NOTICE OF PRIVACY PRACTICES
THIS  NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND D ISCLOSED

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 health information. We are also
required to g ive you th is  Not ice about  our  pr ivacy pract ices,  our  legal  dut ies,  and your  r ights concerning your  heal th
informat ion.  We must  fo l low the pr ivacy pract ices that  are descr ibed in th is  Not ice whi le  i t  is  in  ef fect .  This  Not ice
takes ef fect  04l14lO3.  and wi l l  remain in  ef fect  unt i l  we replace i t .

We reserve the right to change our privacy practices and theterms 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 tnformation we created or
received before we made the changes. Before we make a significant change in our privacy practices, we wil l
change th is  Not ice and make the new Not ice avai lable 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  th is  Not ice.  p lease contact  us us inq the in format ion l is ted at the end of  th is  Not ice

USES AND D ISCLOSURES OF HEALTH INFORMATION
We use and drsc lose heal th nformat  on about  you for  t reatment .  payment .  and heal thcare operat ions For  example:

Treatment :  We may use or  drsc lose your  hea th nformat  on to a physic ian or  other  heal thcare provtder  prov id ing
treatment to you.

Payment :  We may use and drsc lose your  heal th rnformat  on to obta n payrnent  for  servrces we provide to you.

Heal thcare Operat ions:  We may use and d isc lose your  heath rnformat ion in  connecton wi th our  heal thcare
operat ions.  Heal thcare operat ions inc lude qual i ty  assessment  and mprovement  act iv i t ies,  rev iewing the
competence or  qual i t icat ions of  heal thcare professronals.  evalu at ing practr t roner  and provider  per formance.
conduct ing t ra in ing programs,  accredi tat ion,  cer t i f icat ion.  l icensing or  credent ia l ing act iv i t ies.

Your Author izat ion:  In  addi t ion to our  use of  your  heal th in format ion for  t reatment ,  payment  or  heal thcare
operations, you may give us written authorization to use your health information or to disclose it to anyone for any
purpose.  l f  you g ive us an author izat ion.  you may revoke i t  in  wr i t ing at  any t ime.  Your revocat ion wi l l  not  af fect  any
use or  d isc losures pelmrt ted by your  aut l ' iur rzat ion r , l l r i ie  i ' r  'vas, i r  e i ivu i .  U, , ,vSS ,o-  gr" 'e  i :  a  "^ ' ' r ; t tc l  aut l i ; i i :a t lcn,
we cannot use or disclose vour health information for anv reason except those described in this Notice.

To Your Family and Friends: We must drsclose 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 notif ication of
( inc luding ident i fy ing or  locat ing)  a fami ly  member,  your  personal  representatrve or  another  person responsib le for
your care, of your location, your general condition, or death. lf you are present. then prior to use or disclosure of your
health information, we wil l provide you with an opportunity to object to such uses or disclosures. In the event of your
incapaci ty  or  emergency c i rcumstances.  we wi l l  d isc lose heal th in format ion based on a determinat ion us ing our
professional judgment disclosing only health information that is directly relevant to the person's involvement in your
heal thcare.  We wi l l  a lso use our  professional  judgment  and our  exper ience wi th common pract ice to make
reasonable in ferences of  your  best  in terest  in  a l lowing a person to p ick up f i l led prescr ipt ions,  medical  suppl tes,  x-
rays,  or  other  s imi lar  forms of  heal th in format ion



Market ing Heal th-Related Serv ices:  We wi l l  not  use your  heal th in format ion for  market ing communicat ions
wi thout  vour  wr i t ten author izat ion.

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 authorit ies if we reasonably believe that
you are a possib le v ic t im of  abuse,  neglect .  or  domest ic  v io lence or  the possib le v ic t im of  other  cr imes.  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.

Nat ional  Secur i ty :  We may d isc lose to mi l i tary author i t ies the heal th in format ion of  Armed Forces personnel  under
cer ta in c i rcumstances.  We may d isc lose to author ized federal  of f ic ia ls  heal th in format ion requi red for  lawful
in te l l igence,  counter inte l l igence.  and other  nat ional  secur i ty  act iv i t ies.  We may d isc lose to correct ional  inst i tu t ion or
law enforcement  of f ic ia l  having lawful  custody of  protected heal th in format ion of  inmate or  pat ient  under cer ta in
c i rcumstances.

Appointment  Reminders:  We may use or  d isc lose your  heal th rnformatron to prov ide you wi th appointment
reminders (such as voicemai l  messages.  postcards,  or  le t ters) .

PAT IENT R IGHTS
Access :  You  have  the  r i gh t  t o  l ook  a t  o r  ge t  cop ies  o l  you r  hea l t h  n fo rma ton .  . ' l , r t h  lm t ted  excep t i ons  You  may
.equest  that  we provrde coptes t r  a  fo.mat  othe.  tnan orotocoores \ ' /o  . r  -se I le  fo 'nat  you request  unless we
cannot  pract tcably do so.  (You must  make a request  in  wrt rng to oota n access to your  heal th in format ion.  You may
obtatn a form to request  access by usrng the contact  in format  on sted at  tne end of  th  s  Not ice.  We wi l l  charge you
a reasonaole cost-based fee for  expenses such as copres ard sta" :  -e '  l -  -ay a so request  access by sending
Lrs a ,et te ' to  the address at  the end of  th is  Not ice.  l f  you reqrest  coo es . ' .e  . ' . ,  crarge you S0.  for  each page.
S per  hour  for  s taf f  t ime to locate and copy your  heal th nformat  on ano postage f  you want  the copies mai led to
you.  l f  you request  an a l ternat ive format ,  we wi l l  charge a cost-based fee 1or  provrdrng your  heal th in format ion in  that
f  ormat .  l f  you prefer .  we wi l l  prepare a summary or  an explanat  on o{  you r  hea th in f  ormat ion for  a fee.  Contact  us
using the in format ion l is ted at  the end of  th is  Not ice for  a fu l l  expianatror  c f  our  fee st ructure. )

Disc losure Account ing:  You have the r ight  to  recerve a l is t  o f  rnstances n which we or  our  business associates
disc losed your  heal th in format ion for  purposes,  other  than t reatrnent  payment .  heal thcare operat ions and cer ta in
other  act iv i t ies.  for  the last  6 years,  but  not  before Apr i l  14 2003 1f  you request  th is  account ing more than once in a
12-month per iod we may charge you a reasonable.  cost-based fee for  responding to these addi t ional  requests.

Restr ic t ion:  You have the r ight  to  request  that  we p iace addrt  onal  rest r rc t  ons on our  use or  d isc losure of  your
heal th in format ion.  We are not  requi red to agree to these addi t  onal  rest r  c t rons.  but  i f  we do,  we wi l l  ab ide by our
agreement  {except  In an emergency)

Al ternat ive Communical ion:  You have the r ight  to  request  that  we cornm!nlcate wi th you about  your  heal th
informat ion by aternat ive rneans or  to  a l ternat ive locatons {You must  make your  request  in  wr i t ing.}  Your
request  must  speci fy  the a l ternat ive means or  locat ion.  and provide sat is factory explanat ion how payments wi l l  be
handted lnder the-altemative mgans 0r location vou roouesl

Amendment:  You have the f lght  to  request  that  we amend your  heal th rnformat ion.  (Your request  must  be in
wr i t ing.  and i t  must  expla in why the in formaton should be amended l  We may deny your  request  under cer ta in
c i rcumstances.

Electronic  Not ice:  l f  you receive thrs Not ice on our  Web sr te or  by e lect ronic  mai l  (e-mai l ) .  you are ent i t led to
receive th is  Not ice rn wr i t ten form,



QUESTIONS AND COMPLAINTS
lf you want more information about our privacy practices or have questions or concerns. please contact us.

lf 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 alternatrve locations, you may
complain to us using the contact information l isted at the end of this Notice. You also may submit a written
compla int  to  the U.S.  Department  of  Heal th and Human Serv ices.  We wi l l  prov ide you wi th the address to f i le  your
compla int  wi th the U.S.  Department  o i  Heal th and Human Serv ices upon request .

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to fi le a
compla int  wi th us or  wi th the U.S.  Department  of  Heal th and Human Serv ices.

Contact  Of f icer :  A lan Mol tz ,  D.D.S.

Telephone: (847) 870-8820 Fax. (847) 870-8912

E-mai l :  Ar l ington@core.com

Address:  1845 E.  Rand Rd. ,  Ar l ington Heights,  lL  60004

A 2002 American Dental Association
Al l  Rights Reserved

Reproduct ion and use oJ th is form by dent is ts and their  s ta{ f  is  permit ted.  Any other use,  dupl icat ion or  d ist r ibut ion of  th is form by any other party
requires the pr ior  wr i t ten approval  of  the American Dental  Associat ion.

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