WELCOME
to
Cary Dental Associates

Please bring this completed form with you to our office for your first visit. We look
forward to working with you in maintaining your dental health.

Name: Soc. Sec. #:
Last First Initial
Address: City
State: Zip: Home Phone: Email
Cell Phone: May we textyou: Y orN  Work Phone:
Sex: MorF Age:  Birthdate: /___/_ Marital Status:

Whom may we thank for referring you?

Notify in case of emergency:

DENTAL INSURANCE
(Please bring a copy of your Dental Insurance Card this may be diff than your medical carrier, please verify)

Primary Policy Holder:

Last First [nitial
Relation to Patient: Birthdate:  / /  Soc Sec #:
Address (if different from patient):
Home Phone: Cell Phone: Email:
Policy Holder Employed by: Occupation:
Business Address: Phone #:
Dental Ins. Co: Phone #:
Claims mailing address:
Group #: Subscriber /Carrier 1.D.#:

DENTAL HISTORY
Former Dentist: Phone #:
Date of last Dental visit: / /____ Date of last x-rays: _ /

(Please have x-rays forwarded to info@carydentalassociates.com prior to your first visit or new sets will be taken)



CARY DENTAL ASSOCIATES, LLC
DENTAL HISTORY FORM

Patient Name: (Preferred) Date:

Please describe the primary reasons for your visit (concerns):

1:

2,

4. How long has this been going on and what would you like done?

i

If you could rate your smile from 1 — 10, what would it be?

Would you like a whiter, more youthful smile?

Do you see any defects in the appearance of your teeth or gums?

Are there spaces or gaps between any of your teeth?

Are your teeth crowded?

10. Are any of your teeth crooked, jagged, worn or chipped?

11. Do you have any fillings/bondings that are chipped, discolored,
misshaped, worn, or otherwise in need of upgrading?

12. Do you have old veneers or crowns that need upgrading?

13. Do you have any missing teeth that you would like replaced?

14. Is the appearance of your smile out of balance from one side to the other?
15. Is there anything else about your teeth\smile that you would like to change?

16. If you answered “Yes” to any of these questions, would you like to discuss
options for cosmetic dentistry with us?

SOt ool =T O

Have you ever suffered from, or been told you may have any of the following?

Gum disease ¥ N Malocclusion (Bad Bite)
Bruxism or Grinding Y Bad Breath

N
Jaw pain or TMJ Y N Headaches or Migraines
Dental pain Y N

=<

DOCTOR’S NOTES:

o o

ZZZ
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PATIENT NAME

CARY DENTAL ASSOCIATES,LLC

MEDICAL HISTORY

Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
‘ have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
‘ following questions.

Are you under a physician's care now? () Yes () No

Have you ever been hospitalized or had a major operation? () Yes () No

—Women: Are you
| Pregnant/Trying to get pregnant? () Yes () No

—Are you allergié t_o any of the following?————
[C] Penicillin
[] Other Ifyes, please explain:

| [[] Aspirin

[

Have you ever had a serious head or neck injury? () Yes (O No
Are you taking any medications, pills, or drugs? () Yes () No
Do you take, or have you taken, Phen-Fen or Redux? () Yes () No

Avre you on a special diet? () Yes () No

Do you use tobacco? () Yes () No
Do you use controlled substances? () Yes () No

If yes, please explain:
If yes, please explain:
If yes, please explain:
If yes, please explain:

Taking oral contraceptives? () Yes () No Nursing? () Yes(O) No

Artificial Heart Valve

| Blood Transfusion
Breathing Problem

(] Aerylic ] Metal [] Latex

[] Local Anesthetics

Do you have, or have you had, any of the following?

AIDS/HIV Positive
Alzheimer's Disease

O Yes(O No
O Yes( No
O Yes( No
O Yes(O No
O Yes() No
O Yes( No
O Yes() No
O Yes(O No
O Yes( No
O Yes(O No
O Yes(D) No
O Yes(O No
O Yes( No
O Yes(O No
O Yes(O No
O Yes(D No

Cold Sores/Fever Blisters () Yes () No
Congenital Heart Disorder(C) Yes (O) No

O Yes(O No

Cortisone Medicine

Epilepsy or Seizures
Excessive Bleeding
Excessive Thirst
Fainting Spells/Dizziness ) Yes () No
Frequent Cough
Frequent Diarrhea
Frequent Headaches

Heart Attack/Failure

Heart Pace Maker
Heart Trouble/Disease () Yes () No

O Yes(O No

O Yes(O No
O Yes(O No
QO Yes(O No
O Yes(O No
O Yes(O No
O Yes(O No
O Yes(O No

O Yes (O No
O Yes (O No
O Yes(O No
O Yes () No
O Yes (O No
O Yes (O No
O Yes( No
O Yes(O No
O Yes(O No

Hemophilia O Yes() No

Hepatitis A O Yes(O No
Hepatitis B or C O Yes( No
Herpes O Yes() No
High Blood Pressure () Yes () No
Hives or Rash O Yes(O No
Hypoglycemia O Yes(O No

Irregular Heartbeat () Yes () No
Kidney Problems () Yes () No

Leukemia O Yes() No
Liver Disease (O Yes(O No
Low Blood Pressure () Yes (D) No
Lung Disease O Yes (O No

Mitral Valve Prolapse () Yes () No
Pain in Jaw Joints () Yes ) No
Parathyroid Disease () Yes () No
Psychiatric Care () Yes () No
Radiation Treatments()) Yes () No
Recent Weight Loss () Yes () No

Have you ever had any serious illness not listed above? () Yes () No If yes, please explain:

Rheumatic Fever

Sickle Cell Disease

Swelling of Limbs
Thyroid Disease
Tumors or Growths

Venereal Disease
Yellow Jaundice

O Yes() No

O ves(O No
O ves(O No
O Yes() No
O Yes(O No |
O Yes(O No |
O Yes(O No |
O Yes() No

Stomach/Intestinal Disease () Yes () No

O Yes(O No
O YesO No |
O Yes() No |
O Yes(O No
O Yes(O No |
O Yes(O No
O Yes(O No
O Yes(O No
O Yes(O No

| To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
| dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

| SIGNATURE OF PATIENT, PARENT, or G




Cary Dental Associates LLC
412 Crystal Street | CARY IL, 60013 | (847) 516-1100
Financial Policy

Thank you for choosing Cary Dental Associates LLC. Our primary mission is to deliver the
best and most comprehensive dental care available. An important part of the mission is
making the cost of optimal care as easy and manageable for our patients as possible by
offering several payment options.

Payment Options:

You can choose from:

- Cash, Check, Visa, Mastercard, American Express or Discover Card
- Convenient Monthly Payment Plans® from CareCredit

o o Allow you to pay over time

o o No annual fees or pre-payment penalties

o o 0% interest plans available

Please note;

We also offer in-house financing for treatment plans over $1,000.00 by using an E-Z Pay
consent form.

Cary Dental Associates LLC requires payment in full at time of service. For patients with
dental insurance we will file a claim for you and expect your co-payment at the time of
service. For patients with Delta Dental or Comp Benefits (State of IL) dental insurance, we
are happy to work with your carrier to maximize your benefits and provide you with the
documentation you need to receive reimbursement for your treatment, but we do not accept
assignment of benefits with these carriers. Patients who carry dental insurance should

remember that ultimately the responsibility for payment lies with the patient and not with the
insurance company

A fee of $50 is charged for patients who miss or cancel an appointment without 24-hour
notice.

Cary Dental Associates LLC charges $30 for returned checks.

If you have any questions, please do not hesitate to ask. We are here to help make your
dental needs affordable.

Patient, Parent or Guardian Signature Date

Patient Name (Please Print)

'Subject to credit approval



Cary Dental Associates
Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TOTHIS 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 give you this notice about privacy practices, our legal duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this notice while it is in effect. This notice
takes effect on 5/1/09, 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 our health information that we maintain, including health information we received before ew
made the changes. Before we make a significant change to our 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 at info@carydentalassociates.com

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 the 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 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 may disclose you 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. 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 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 possible victim of other crimes. We may
disclose your health information to the extent necessary to avert a serious threat to your health or safety of others.



Cary Dental Associates, LLC

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

(You May Refuse to Sign This Aknowledgement)

I , have received a copy of this
(Please print your name)

office’s Notice of Privacy Practices.

Signature Date

For Office Use Only

__Individual refused to sign.
__ Communications barriers prohibited obtaining the acknowledgement

__ Anemergency situation prevented us from obtaining acknowledgement

__ Other (Please Specify)




