CHILD MEDICAL HISTORY

Child’s Name Date of Birth

Parent’s Name Telephone _______________

Parent’s Address

Family Physician or Pediatrician

Address Telephone

Nearest Relative Telephone

Has your child ever had a history of the following?:
Heart Disease

Asthma

Anemia

Kidney or Liver Ailment

Allergies If so Please list:

Epilepsy (seizures)

Nervousness

Diabetes

Yellow Jaundice or Hepatitis

Tuberculosis

Acquired Immune Deficiency Syndrome (AIDS)
Aids Related Complex (ARC)

Rheumatic Fever

Bleeding Disorders

Does your child:

Complain of headaches?

Experience daytime drowsiness?

Snore?

Breathe with their mouth open?

Been diaghosed with ADHD?

Suck on thumb or fingers?

Grind Teeth?

Has your child had his/her tonsils removed?
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YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
Remarks:

Does your child have any health problems?
Has your child ever been hospitalized?

Reason ____ ___________ o ____ Age __________
Has your child ever had a blood transfusion?

If so, when _______________

Is your child under a physician’s care now?
Is your child taking any medications?

If so, please list _________ _
Has your child experienced any unfavorable reaction to
any medicine such as Penicillin, Aspirin, Local Anesthetic
or any other drugs? _________

Does your child fear the dentist?
Does your child have any dental problems now?

How did you hear about our office? _____________________________________
Were you referred by anyone? ______________ _

Parent’s Signature _________ _ _ _ o __ Date ______________



How did you hear about us?

(Ad or Referral Source)

Thank you for coming to Dentistry With TLC. We are always welcoming new patients, and
we’re always curious how you heard about us. Please use the check list below and mark
any source where you may have seen or heard our name.

Thank you for your assistance.

Newspaper
U Advantage
U Bunker Hill Gazette
U Flair Magazine
U Southwestern Journal (Brighton Paper)

Phone Book
U AT&T Bigbook
U Hometown Phonebook, Alton-Godfrey
U Hometown Phonebook, Tri-County
U Jersey County Yellow Book

U Alton Telegraph U Other
U Other
Television Internet

U Great Day St. Louis — Channel 4
U Charter Network
U HGTV

U Discovery

dE!

U Fox News

O ESPN

4 CNN

O TBS

U History Channel
U Food Network

O Other

U 1-877-Lumineers

U Insurance Company

U DentistryWithTLC.net
U FaceBook

U Yellowbook.com

U 1-800-Dentist

U RiverBender.com

O Other

Radio
0 WBGZ 1570 AM
U KFTK 97.1 FM
O WIBI 91.1 FM

Local Events
O Bridal Show
U Dentistry with a Heart Day
U Health Fair

U KSD “93.7 The Bull” FM U Other
U KTRS AM
O Other

Personal Referral Mail Box

U Family/Friend

U Family Doctor/Local Hospital

U Local Business

U Dentistry w/TLC Business Cards
U Other

U Money Mailer

U New To The Area Letter

U News and Views Newsletter
U Welcome Wagon

O Other

Insurance Company
U Personal Insurance
U Employer Insurance
4 Other

Signs
U Dentistry w/TLC Building Sign
U Other

Name

Account




HIPAA Notice of Privacy Practices

Effective as of April/14/2003

Dentistry With TLC
1317 D’ Adrian Professional Park
Godfrey, IL 62035
618-466-0733

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

information” is
past, present or

office
health care bills, to support the operation of the physician’s practice, and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health
care and any related services. This includes the coordination or management of your health care with a third party. For
example, your protected health information may be provided to a physician to whom you have been referred to ensure that
the physician has the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For
example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to
the health plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the
business activities of your physician’s practice. These activities include, but are not limited to, quality assessment,
employee review, training of medical students, licensing, fundraising, and conducting or arranging for other business
activities. For example, we may disclose your protected health information to medical school students that see patients at
our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and
indicate your physician. We may also call you by name in the waiting room when your physician is ready to see you. We
may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment,
and inform you about treatment alternatives or other health-related benefits and services that may be of interest to you.

We may use or disclose your protected health information in the following situations without your authorization. These
situations include: as required by law, public health issues as required by law, communicable diseases, health oversight,
abuse or neglect, food and drug administration requirements, legal proceedings, law enforcement, coroners, funeral
directors, organ donation, research, criminal activity, military activity and national security, workers’ compensation,
inmates, and other required uses and disclosures. Under the law, we must make disclosures to you upon your request.
Under the law, we must also disclose your protected health information when required by the Secretary of the Department
of Health and Human Services to investigate or determine our compliance with the requirements under Section 164.500.




Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization or
opportunity to object unless required by law. You may revoke the authorization, at any time, in writing, except to the
extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in
the authorization.

YOUR RIGHTS
The following are statements of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information (fees may apply) — Under federal law,
however, you may not inspect or copy the following records: Psychotherapy notes, information compiled in reasonable
anticipation of, or used in, a civil, criminal, or administrative action or proceeding, protected health information restricted
by law, information that is related to medical research in which you have agreed to participate, information whose
disclosure may result in harm or injury to you or to another person, or information that was obtained under a promise of
confidentiality.

You have the right to request a restriction of your protected health information — This means you may ask us not to
use or disclose any part of your protected health information for the purposes of treatment, payment or healthcare
t

confidential
to obtain er copy of
electronical

You have the right to request an amendment to your protected health information — If we deny your request for
amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your
statement and will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures — You have the right to receive an accounting of all
disclosures except for disclosures: pursuant to an authorization, for purposes of treatment, payment, healthcare operations;
required by law, that occurred prior to April 14, 2003, or six years prior to the date of this request.

You have the right to obtain a paper copy of this notice may from us even if you have agreed to receive the notice
electronically. We reserve the right to change the terms of this notice and we will notify you of such changes on the
following appointment. We will also make available copies of our new notice if you wish to obtain one.

COMPLAINTS

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been
violated by us. You may file a complaint with us by notifying our Compliance Officer of your complaint. We will not
retaliate against you for filing a complaint.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and
privacy practices with respect to protected health information. We are also required to abide by the terms of the
notice currently in effect. If you have any questions in reference to this form, please ask to speak with our HIPAA
Compliance Officer in person or by phone at our main phone number.

Please sign the accompanying “Acknowledgment” form. Please note that by signing the Acknowledgment form

you are only acknowledging that you have received or been given the opportunity to receive a copy of our Notice of
Privacy Practices.

Provided By HCSI




ACKNOWLEDGMENT OF OUR NOTICE OF PRIVACY PRACTICES

receive

Patient Name (Type or Print)

Signature

Provide By HCSI




PATIENT REGISTRATION FORM

PATIENT INFORMATION
Name: Mr. Mrs. Ms. Dr.
LAST FIRST MI CIRCLE ONE
Address:
NUMBER & STREET CITY STATE yAlY

( ) ( ) ( )

HOME PHONE WORK PHONE CELL PHONE
M F / /
SEX MARITAL: M D SW DOB SOCIAL SECURITY NUMBER EMAIL ADDRESS

FULL TIME PART TIME
OCCUPATION EMPLOYER CIRCLE ONE
INSURANCE INFORMATION
Employer:
COMPANY NAME ADDRESS - NUMBER & STREET
Address: ( )
CITY STATE yAlY EMPLOYER PHONE
GROUP NUMBER ID NUMBER
INSURANCE COMPANY NAME INSURANCE COMPANY ADDRESS - NUMBER & STREET
( )
CITY STATE yAlY INSURANCE PHONE

RESPONSIBLE PARTY INFORMATION

FULL TIME PART TIME

RESPONSIBLE PARTY OCCUPATION EMPLOYER CIRCLE ONE
Name: Mr. Mrs. Ms. Dr.
LAST FIRST MI CIRCLE ONE
Address:
NUMBER & STREET CITY STATE ZIP
( ) ( ) M F
HOME PHONE WORK PHONE EXT SOCIAL SECURITY NUMBER SEX BIRTHDAY

ADDITIONAL INFORMATION

Spouse: / 4 ( )
FIRST NAME MI DOB SOCIAL SECURITY NUMBER WORK PHONE

SPOUSE’S OCCUPATION EMPLOYER

AUTHORIZATION AND RELEASE: I authorize Dentistry with TLC to release any information, including the diagnosis and the records of any treatment
examination rendered to me or my child during the period of such dental care, to third party payers and/or healthcare practitioners. I authorize Dentistry
with TLC to evaluate my credit record through any credit record through any credit reporting agencies. I authorize and request my insurance company to
pay directly to the dentist or dental group dental benefits otherwise payable to me. I understand that my insurance carrier may pay less than the actual
bill for services. I agree to be responsible for payment of all services rendered on my behalf or my dependents. All accounts that are past 30 days will be
subject to a 1 2% monthly finance charge (18% yearly), plus all cost of collections, if necessary.

Signature: Date:




