
MEDICAL HISTORY
Do you have a personal physician? ■■■ Yes ■■■ No

Physician’s Name: ________________________________________________

Phone #: (______)_______________________ Date of last visit: __________

Are you currently under the care of a physician?          ■■■ Yes        ■■■ No

Please explain: 

MEDICAL HISTORY

Dental Insurance

Dental Coverage? ■■■ Yes ■■■ No

Insurance Co. Name: _____________________________________________

Insurance Co. Address: ___________________________________________

Insurance Co. Phone #: (______)___________________________________

Group #  (Plan, Local or Policy #): __________________________________

Insured’s Name: __________________ Relation: ______________________

Insured’s Birthdate: ____/_____/_____ Insured’s ID #: _______________________

Insured’s Employer: ______________________________________________

Employer’s Address: ______________________________________________

INSURANCE

The benefits of a happy, healthy smile are immeasurable! Our goal is to help you
reach and maintain maximum oral health. Please fill out this form completely.

The better we communicate, the better we can care for you.

SPOUSE INFORMATION
His / Her Name: _________________________________________________

Employer: _______________________________________________________

Wk #: (______)__________________ Ext: _____ SS #: __________________

Birthdate: ____/_____/_____   DL #: _______________________________

Person Responsible for Account: __________________________

Wk #: (______)_______________ Ext: _____ Hm #: (______) _____________

Billing Address: __________________________________________________

Relationship: _____________________ SS #: __________________________

Employer: ________________________ DL #:__________________________

Medical Insurance

Dental Coverage? ■■■ Yes ■■■ No

Insurance Co. Name: _____________________________________________

Insurance Co. Address: ___________________________________________

Insurance Co. Phone #: (______) ____________________________________

Group #  (Plan, Local or Policy #): __________________________________

Insured’s Name: __________________ Relation: ______________________

Insured’s Birthdate: ____/_____/_____ Insured’s ID #: ______________________

Insured’s Employer: ______________________________________________

Employer’s Address: ______________________________________________

CONTINUED ON BACK

ABOUT YOU
Today’s Date: ____________________

E-Mail Address: _________________________________________________

Name: ________________________________________________________
Last First Mi               Mr    Mrs    Ms    Dr

I prefer to be called: ___________________________ ■■■ Male ■■■ Female

Birthdate: ____/_____/_____ Age: _____  SS#: ______________________

Home Address: _______________________________________________________
Apt/Condo #

________________________________________________________________________
City State Zip

■■■■ Single ■■■ Married ■■■ Divorced ■■■ Widowed ■■■ Separated

Hm #: (______)_________________ Pager / Cell #: ____________________

Wk #: (______)_________________ Ext: ______  

Employer: _____________________________________________________

Employer’s Address: ______________________________________________

How long there? _________ Occupation: _____________________________

Whom may we Thank for referring you? _____________________________

Previous / Present Dentist:__________________________________________
(Please Circle)

Last Visit Date: ___________________________________________________
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MEDICAL HISTORY continued

Your current physical health is: ■■■ Good ■■■ Fair ■■■ Poor
Do you smoke or use tobacco in any other form? ■■■ Yes ■■■ No
Have you had any metal rods, pins knee, hip or joint replacements?

■■■ Yes ■■■ No
Are you taking any prescription / over-the-counter or herbal
supplemental drugs? ■■■ Yes ■■■ No

Please list each one:

Have you ever taken any bisphosphonate? ■■■ Yes ■■■ No
If yes, which one? Actonel, Boniva, Fosamax or other? ____________________________

Why have you come to the dentist today?______________________

__________________________________________________________________

Do you require antibiotics before dental treatment? ■■■ Yes ■■■ No

Are you currently in pain? ■■■ Yes ■■■ No

Have you ever had a serious/ difficult problem

associated with any previous dental work? ■■■ Yes ■■■ No

Have you ever had gum treatment? ■■■ Yes ■■■ No

Do you now or have you ever experienced pain / 
discomfort in your jaw joint (TMJ / TMD)? ■■■ Yes ■■■ No

DENTAL HISTORYMEDICAL HISTORY CONTINUED

Have you ever had any of the following diseases or medical problems

Please list any serious medical condition(s) that you have ever had:

Are you allergic to any of the following?

Y N Aspirin Y N Erythromycin Y N Tetracycline
Y N Codeine Y N Latex Y N Other
Y N Dental Anesthetics Y N Penicillin

Please list any other drugs/materials that you are allergic to:

I understand that the information that I have given today is correct to the
best of my knowledge. I also understand that this information will be
held in the strictest confidence and it is my responsibility to inform this
office of any changes in my medical status.

Signature Date

I verbally reviewed the medical / dental information above with the patient named herein. Initials: __________________________ Date: ____________________________

MEDICAL HISTORY UPDATE

I have read my medical history dated _________ and confirmed that it states past and present medical conditions. ___________________________________________________
Signature Date

I
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Y N Abnormal Bleeding
Y N Alcohol / Drug Abuse
Y N Anemia
Y N Arthritis
Y N Artificial Bones / Joints / Valves
Y N Asthma 
Y N Blood Transfusion
Y N Cancer /Chemotherapy
Y N Colitis
Y N Congenital Heart Defect
Y N Diabetes
Y N Difficulty Breathing
Y N Emphysema 
Y N Epilepsy
Y N Fainting Spells
Y N Frequent Headaches
Y N Glaucoma
Y N Hay Fever
Y N Heart Attack
Y N Heart Murmur
Y N Heart Surgery
Y N Hemophilia
Y N Hepatitis

Y N Herpes / Fever Blisters
Y N High  Blood Pressure
Y N HIV+ / AIDS
Y N Hospitalized for Any Reason
Y N Kidney Problems
Y N Liver Disease
Y N Low Blood Pressure
Y N Lupus
Y N Mitral Valve Prolapse
Y N Osteoporosis / Paget’s Disease
Y N Pacemaker
Y N Psychiatric Problems
Y N Radiation Treatment
Y N Rheumatic / Scarlet Fever
Y N Seizures
Y N Shingles
Y N Sickle Cell Disease / Traits
Y N Sinus Problems
Y N Stroke
Y N Thyroid Problems
Y N Tuberculosis (TB)
Y N Ulcers 
Y N Venereal Disease

Payment is due in full at the time of treatment
unless prior arrangements have been approved.

If this office accepts insurance, I understand that I am responsible for
payment of services rendered and also responsible for paying any co-
payment and deductibles that my insurance does not cover. I understand
I am responsiblefor an collection costs and reasonable attorney fees that
may occur if my account is turned over to a collection agency. I hereby
authorize payment directly to the Dental Office of the group insurance
benefits otherwise payable to me. I understand that I am responsible for
all costs of dental treatment. I hereby authorize release of any informa-
tion, including the diagnosis and records of treatment or examination
rendered, to my insurance company.

Signature Date

For Women: Are you using a prescribed method of birth control? ■■■ Yes ■■■ No
Are you pregnant? ■■■ Yes ■■■ No Week #:
Are you nursing? ■■■ Yes ■■■ No

Our office is HIPAA Compliant and is committed to meeting or exceeding the
standards of infection control mandated by OSHA, the CDC and the ADA.



Lawrence H. Zager, D.D.S 
Oral and Maxillofacial Surgery 
25 E. Washington St. Suite 825 

Chicago, IL  60602 
                     312-372-0411 

COVID-19 Pandemic Emergency Dental Treatment Consent Form   

I, _____________________________________________, knowingly and willingly consent to have emergency dental 
treatment completed during the COVID-19 pandemic. 

I understand the COVID-19 virus has a long incubation period during which carriers of the virus may not show symptoms 
and still be highly contagious. It is impossible to determine who has it and who does not, given the current limits in 
virus testing. Dental procedures create water spray which is how the disease is spread. The ultra-fine nature of the 
spray can liner in the air for minutes to sometimes hours, which can transmit the COVID-19 virus. 

• I understand that due to the frequency of the visits of other dental patients, the characteristics of the virus, 
and the characteristics of dental procedures, that I have an elevated risk of contracting the virus simply by 
being in the dental  

office. __________(Initial) 

• I have been made aware of the CDC, ODA and ADA guidelines that under the current pandemic all non-urgent 
dental care is not recommended. Dental visits should be limited to the treatment of pain, infection, conditions 
that significantly inhibit normal operation of teeth and mouth, and issues that may cause anything listed above 
within the next -3-6  

months. ______(Initial) 

 • I confirm I am seeking treatment for a condition that meets these  

criteria. _________(Initial) 

I confirm that I am not presenting any of the following symptoms of COVID-19 

Listed below: 

 • Fever  

 • Shortness of Breath 

 • Dry Cough 

 • Runny Nose  

 • Sore Throat 

 • ___________ (Initial) 

I understand that air travel significantly increases my risk of contracting and transmitting the COVID-19 virus. The CDC 
recommends social distancing of at least 6 feet for a period of 14 days to anyone who has, and this is not possible with 
dentistry. _______(Initial) 

• I verify that I have not traveled outside the United States in the past 14 days to countries that have affected 
by COVID-19. ____________(Initial) 

• I verify that I have not traveled domestically within the United States by commercial airline, bus, or train 
within the past 14 days. ______________(Initial) 

Name ______________________________________________________________________ 
Date___________________________





        FINANCIAL POLICY 

   

 

1. Payment is required in full at the time of service. 

2. Payment is determined by our charges less your estimated insurance 

portion.  All medical procedures payments are due in full at the time of 

service. 

3. The entire bill, regardless of insurance, is the patient responsibility.  As 

a courtesy to our patients, we will process your insurance claims 

electronically.  However, insurance balances not paid within 30 business 

days will be billed back to the patient. 

4. Insurance patients must provide a valid insurance card and/or a claim 

form at the initial appointment. 

5. Insurance plans which require pre- authorization  must be provided at 

the initial appointment                                             

6. Payment can be made with cash, check, Visa, Mastercard, Discover or 

American Express. 

7. Personal checks accepted with a valid driver’s license or state I.D. 

8. There will be a $25.00 service charge for any returned checks. 

9. All outstanding balances over 30 days will be assessed a billing charge 

of 18% APR. 

10. Appointment cancellation with less than 48-hour notice will result in a 

charge of $150.00 per hour.                                                                        

 

I understand and agree that, regardless of my insurance status, I am 

responsible for the balance on my account for services rendered.  I have 

read all the information on this sheet. 

 

 

Patient                                                                  Date 

 

 

Witness                                                                 Date 



Lawrence H. Zager, D.D.S. 

25 E. Washington Suite 825 

Chicago, IL 60602 

312-372-0411 

 

 NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 

 

I understand that, under the Health Insurance Portability Act of 1996 (HIPPA), I have 

certain rights to privacy regarding my protected health information (PHI). I understand 

that this information can and will be used to: 

 

1. Conduct, plan and direct my treatment and follow-up among the multiple health care 

providers who may be involved in that treatment directly and indirectly. 

 

2. Obtain payment from third-party payers. 

 

3. Conduct normal healthcare operations such as quality assessments and physicians 

certifications. 

 

 

I have received, read and understand your NOTICE OF PRIVACY PRACTICES 

containing a more complete description of the uses and disclosures of my health 

information. I understand that this organization has the right to change its NOTICE OF 

PRIVACY PRACTICES from time to time and that I may contact this organization at 

any time at the address above to obtain a current copy of the NOTICE OF PRIVACY 

PRACTICES.  

 

I understand that I may request in writing that you restrict how my private information is 

used or disclosed to carry out treatment, payment or health care operations. I also 

understand you are not required to agree to my requested restrictions, but if you do agree 

then you are bound to abide by such restrictions. 

 

 

PATIENT NAME:______________________________________________________ 

 

RELATIONSHIP TO PATIENT:_________________________________________ 

 

SIGNATURE:__________________________________________________________ 

 

DATE:________________________________________________________________ 

 

OFFICIAL USE ONLY 

 
I attempted to obtain the patient’s signature in acknowledgement on this NOTICE OF PRIVACY PRACTICES 

ACKNOWLEDGEMENT, but was unable to do so as documented below. 

 

Date___________Initials___________Reason________________________________________________________ 
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