Thank you for selecting our dental healthcare office!

We will striveto provide you with the best possible
e ‘ O I I l e dental care. To help us meet all your dental
healthcare needs, pleasefill out thisform completely.

If you have any questions or need assistance, please
ask us—we will be happy to help.

Patient Information (Confidential)

Name Birthday Home Phone

Mobile/ Cell Phone # Pager # Work Phone

Social Security # Driver'sLicense#. Or ID

Address City State Zip

Check Appropriate Box: ? Minor ?single ? Married 7 Divorced 2 Widowed 7 Separated

If Student Name of School / College City State ? Ful ? Pat
Patient’ s Employer Business Address

City State Zip

Spouse Name Employer Work Phone

Whom May We Thank for Referring Y ou? Phone

Person to Contact in Case of Emergency

Responsible Party

Name of Person Responsible for this Account Relationship to you
Address Home Phone

Driver's License # Birthday SSN #

Employer Work Phone

Is This Person aPatient in our Office?? Yes 7 No

Insurance Information

Name of Insured Relationship to you

Birthday Social Security # Date of Employment
Name of Employer Union or Local # Work Phone

Address of Employer City State Zip
Insurance Company Group # Policy/ID #

Ins. Co. Address City

State Zip Phone Number Effective Date

DO YOU HAVE ANY ADDITIONAL INSURANCE? ? YES ? NO IF YES, COMPLETE THE FOLLOWING

Name of Insured Relationship to you
Birthday Social Security #
Name of Employer Union or Local # Work Phone
Address of Employer City State Zip
Insurance Company Group # Policy/ID #
Ins. Co. Address City
State Zip Phone Number Effective Date
OVER PLEASE
Dr. John Giannopoulos | 9520 Franklin Ave. | Franklin Park, 1L 60131 =======>

847-455-1237



Patient Medical History

Yes No
1 A . - o .. 0 . 7. Areyoudlergicto, or haveyou had any reactions
. Areyou under medical treatment NOW?..........cccceevrenee C el o to the following? Yes No
Have you ever been hospitalized for any surgical Local Anesthetics (.. NOVOCaIN) ....ccovvveerienieerieinenes - .
operation or serious illness within the Penicillin or any other Antibiotics........coccovveirercccnnnne. - e
2.7 . SUIFADIUGS ..o - . v
e A TR BADIUIALES oo - s &
If yes please explain S S 1YL= N e
oo ] 0= U P - e
3. Areyou taking any medication(s) F 1111 & i
Including non-prescription medicing?............ccoceeevueneeee. - Any Metals (€.g. nickel, MErcury etc.).........oooovvereeerveenn. - s o
If yes, what are you taking LaEX RUDDEN ... - S o
Other (PIEaSE liSt)...cveoeeeeieeieieee e - . v
8. Women Only:
a) Areyou pregnant, or might be? .........c.ccccvvvveiieiennns - . e
4. DO YOU USBTODACCO? ..ovvvvvvvssisssssisssssssssssssssinnnns G G D) AEYOU NUISING?...ovvevveeeereessseseessssssssseesssssesssenees - -
5. Do you use controlled substances?.............c.cccoueuceereunne - c) Areyou taking oral contraceptives?.............cccocveuene. o
6. Areyouwearing contact |enses?...........cccvveveeerieesrenennen - e
Yes No Yes No Yes No
High Blood Pressure...................... & S SAARCIIt DiSEASE........oovvveeeeeeeeen Gempess Chest Pains..........cccooommmvveeer. ©
Heart AttacK........cooovvvvvviiiiii, © SR SRECEMAKET ... Gemsess EaslyWinded ........ooooevvveee.ee. ©
Rheumatic Fever ... © S SRR At MUMMUI oo, - SHOKE. e eeeseeeeene -
Swollen AnKIES............iiiiisnsnee. © SRS GRNGING. ........cooooorveeereeerreeeerenn: - Hay Fever/ Allergy .................. ©
Fainting/ SEiZUres ... & s i reqqUently Tired ..o.....veeeeeeeeeneenn. - TUDEICUIOSIS cvvoveeeeeeee e & -
AStAMAL. o L N T O - s Radiation Therapy..........c......... & s
Low Blood Pressure............c.oouceene. © S SRRRETIPNYSEMAL........eeeee e - e ICIF: T e 127 W o s
Epilepsy/ ConvulSions.................. O RS GRRRBCIICE! ..o s s s eesens - s Recent Weight Loss................. - s
LOUKEMIA ..o O SR G [T TS, - Liver DiSEase......vvveveerrresrrennns &
DIgDES w.oovvvvvisiiii & S Wi nt Replacement or Implants...... & e Heart Trouble..........ooovvveeere. &
Kidney DiSOrders.........ccccooowuseeee. © S S epatitis / Jaundice....................... - s Respiratory Problems.............. -
Al DS_or HIV Infection.................. seaw e Scxually Transmitted..................... - Mitral Valve Prolapse.............. - S
Thyroid Problems ..............ccoooeoeeee. & Sl Si®:0mach Troubles Ulcers.............. © Othr ... ©
Patient Dental History Date of Last Bxam
Yes No Yes No
1. Do your gums bleed while brushing/flossing?........ seswe 3. Doyou havefrequent headaches?...........cocovvveeneee. -
2. Sensitivity to hot or cold liquidS?......ccoveerveernriennas sewwse 9. Doyouclinch or grind your teeth?.......ccoovvvenene. - e e
3. Sensitivity to sweet or sour liduids/foods................ wess 10. Doyou biteyour lip or cheek frequently?.............. - .
4. Painin any of your teeth?........ccccovvernenrerrencenens wesws 11. Haveyou ever had any diffcult extractions
5. Soresor lumpsin or near your mouth?.................... © INTNE PASE? ..o - s
6. Haveyou had any head, neck or jaw injuries?........ e wl2. Have your ever had prolonged bleeding
7. Haveyou ever had any of thefollowing?................ © following an extraction?..........ccooeeeeevereceenereseeennn. - GG
ClHEKING. ettt ssaenans © s w13. Have you had any orthodontic treatment?.............. - s
Pain (Joint, ear, side of face)? .......ccovvveveveveererennnas © s wa4. Do you wear partials or dentures?
w Difficulty in opening or closing?..........c.ccoecueeeunnenee. wewwe |fyesdateof placement -
w Difficulty in chewing ..o, sews 15. Haveyou ever received oral hygieneinstruction
regarding the care of your teeth and gums ............. - S

Authorization and Release

| certify that | have read and understand the above the information to the best of my knowledge. The above questions have been accurately
answered. | understand that providing incorrect information can be dangerous to my health. | authorize the dentist to release any informa-
tion including the diagnosis and the records of any treatment or examination render to me or my child during the period of such Dental
careto athird party payers and/or health practitioners. | authorize and rel ease my insurance company to pay directly to the dentist or den-
tal group insurance benefits otherwise payable to me. | understand that my dental carrier may pay less than the actual for services. | agree
to be responsible for the payment of all services rendered on my behalf or my dependents.

Please be aware that after any no-show or cancellation without 24 notice, you will be liable for $25.00 fee per 1/2 hour. Thisfee will not
be covered by or payable by insurance companies. It will be your responsibility to pay thisfee prior to your next visit.

A 1.5% will be added to any account with a balance over 30 days. On uncollectable balancesthe patient will be responsible for all

legal and court fees.

X

Date

Signature of patient ( or parent if minor)




