BRITE BITE DENTAL
MARK LEVY, D.D.S.
ELLIOTT LEVY, D.D.S.

PATIENT'S NAME BIRTHDATE
ADDRESS CITY ZIP
CELL PHONE( ) WORK PHONE( )

EMAIL MARITAL STATUS __ SOCIAL SECURITY #

NAME /SS#/BIRTHDATE OF PERSON RESPONSIBLE FOR ACCOUNT

EMPLOYER NAME

NAME & ADDRESS OF INSURANCE COMPANY

MEDICAL HISTORY

NAME OF MEDICAL PHYSICIAN

ANY MEDICAL CONDITON BEING TREATED
DOES YOUR MEDICAL HISTORY INCLUDE ANY OF THE FOLLOWING?
(PLEASE CHECK YES OR NO ON EVERY LINE - DO NOT SKIP)

YES NO YES NO

___ AIDS/ARC/HIV ____ REACTION TO PENICILLIN

__ ANEMIA ____ REACTION TO ASPIRIN

__ BLEEDING DISORDER ___ REACTION TO NOVOCAINE

___ CARDIAC PACEMAKER ______ DOYOUSMOKE?

__ DIABETES ___ AREYOUPREGNANT?

__ HEPATITIS __ TEETHTENDER TO CHEW ON

___ HIGHBLOOD PRESSURE ____ BLEEDING GUMS

__ RHEUMATIC FEVER __ SWELLING OR LUMP IN MOUTH
HEART TROUBLE OTHER DENTAL PAIN OR PROBLEMS

LIST ANY DRUGS OR MEDICATIONS YOU ARE CURRENTLY TAKING

I WAS REFERRED BY

WHEN WAS YOUR LAST DENTAL VISIT?

IN CASE OF EMERGENCY, NOTIFY PHONE#( )

ANY EXPENSES INCURRED IN THE COLLECTION OF YOUR ACCOUNT, INCLUDING ATTORNEY'S FEES WILL BE
YOUR FINANCIAL RESPONSIBILITY. INTEREST CHARGES MAY BE ADDED TO PAST DUE ACCOUNTS.

I AUTHORIZE BENEFITS TO BE ASSIGNED TO THE PROVIDER OF SERVICE. I HAVE REVIEWED THE PRIVACY
POLICIES ON THE REVERSE SIDE AND MAY REQUEST A COPY. UNLESS OTHERWISE ARRANGED IN ADVANCE,
PAYMENT IS EXPECTED AT THE TIME OF SERVICE FOR FEES NOT COVERED BY INSURANCE.

PATIENT/GUARDIAN SIGNATURE DATE

DENTIST'S SIGNATURE




Brite Bite Dental
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 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 give you this Notice about our 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 itis in effect. This Notice takes effect 04/14/03, 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 appiicable 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 ir ion we created or i before we made the changes. Before we make a significant
change in our privacy practices, we will change this Motice and make the new Motice available upon request.

You may reguest a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this Motice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for freatment, 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 services we provide to you.

Healthcare Operations: We may use and disclose your heatth mformanan in connection with our healthcare op ions. | i include guality and impi tivities,
the competence or qualifications of healthcare pi iti and provider performance, ing training itation, i i i ing or iali viti
Your Authorization: In addition to our use of your health ir ion for payment or t ions, 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 permitied 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 must disclose your health information to you, as described in the Patient Rights section of this Notice. We may disclose your healih 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 heaith information to notify, or assist in the notification of (i i ifying or locating) a family member, your personal representative or another person
responsible for your care, of your location, your general condition, or death. If you are present. then prior to use or disclosure of your nealth information, we will pruvnde you with an opportunity to object to such
uses or disclosures. In the event of your incapacity or emergency circumstances, we will disclose health information based on a using our prc disclosing only heaith 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 gracnce 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 ir ion for ing cc icati 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 or the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances. We may disclose to authorized federal officials health information
required for lawful intelligence, counterintefigence, and other national security activities. We may disclose to comectional institution or law enforcement official having lawful custody of protected health information
of inmate or patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as voicemail messages, postcards, or letters).

PATIENT RIGHTS

Access: You have the right to look at or get copies of your heaith information, with limited exceptions. You may request that we provide copies in a format other than photocopies. We will use the format you
request unless we cannot practicably do so. (You must make a request in writing to obtain access to your health information. You may obtain a form to request access by using the contact information listed at
the end of this Notice. We will charge you a reasonable cost-based fee for expenses such as copies and staff ime. You may also request access by sending us a letter to the address at the end of this Motice. If
you request copies, we will charge you $0.75 for each page, $20 per hour for staff time to locate and copy your heaith information, and postage if you want the copies mailed to you. If you request an alternative
format, we will charge a cost-based fee for providing your health information in that format. If you prefer, we wil prepare a summary or an explanation of your health information for a fee. Contact us using the
information listed at the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your heaith information for purposes, other than treatment, payment, healthcare
operations and certain other activities. for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-based fee for
responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information. We are not required to agree to these additional restrictions, but if we do, we will
abide by our agreement (except in an emergency).

Alternative Communication: You have the right fo request that we communicate with you about your health information by alternative means or to alternative locations. {You must make your request in writing.}
Your reguest must specify the alternative means or location, and provide sati: ry expl on how pay will be handled under the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. (Your request must be in writing, and it must explain why the information should be amended.) We may deny your request
under certain circumstances.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive this Notice in written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concems, please contact us.

If 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 reguest you made to amend or restrct the
use or disclosure of your health information or to have us communicate with you by alternative means or at alternative locations, you may complain to us using the contact information fisted at the end of this
Motice. You also may submit & written complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your complaint with the U.S. Department of Health and Human
Services upon request.

‘We support your right to the privacy of your health information. We will not retaliate in any way if you choose fo file a complaint with us or with the U.S. Department of Health and Human Services.

Contact : Your Doctor or Mark Levy, DDS  Telephone: (847)827-2929 444 Lee St.. Des Plaines IL 60016



Smile Assessment Form

Please consider each statement carefully and circle YES or NO.
The doctor and members of the dental staff will discuss your responses
with you in confidence.

1. I am concerned about the appearance of my teeth or my smile............ccoooviiieeeienne. YES NO

2. I am concerned about the whiteness/lack of whiteness of one or more of my teeth .YES NO

3. I am concerned about the position or angle of one or more of my teeth .................. YES NO
4.1 am concerned about the shape of one or more of my teeth.............c.coeiiiii i YES NO
5. In social situations, [ am sometimes embarrassed by my teeth or my smile............. YES NO
6. There are some things about my upper front teeth that [ would like to change......... YES NO
7. There are some things about my lower front teeth that I would like to change.......... YES NO

8. I have old fillings or previous dental treatment that is no longer satisfactory to me...YES NO
9. It bothers me that I am missing one or more of my teeth............ccooiiiiiiiiiiiiiinne. YES NO

10. I am interested in learning more about cosmetic dentistry............ccooviiiiiininn YES NO

Please use the space below to indicate any other problems, concerns, or
questions.

We will make every effort to listen attentively to your concerns so that we
can present you with the best possible treatment options.

Thank Youl!




