
PATIENT INFORMATION

Date

Pat ient  Name

Address

Home Phone

Work Phone

Bir th  Date

Socia l  Secur i ty  #

Whom may we thank for  re ferr ing you to  our  of f ice?

Cel l  Phone

Ema i l

Emp loye r

RrSpOt t ts tgLE PARTY l ru rOnuRr lON ( *  DTFFERENT)

Relat ionship to  Pat ientN a m e

Ad d resss

Home Phone Cel l  Phone

Emai l

B i r th  Date

PRrunRv Derurnl lrusunaruce lruronunrronr
lnsured 's  SS#

Address

Work Phone

Socia l  Secur i ty  #

Insu red ' s  Name

Emp loye r  Name

Insu rance  Company

Insurance Co.  Address

Secondary Insurance In format ion:  Insured 's  Name

Emp loye r  Name

Insu red ' s  SS# Group  No .

Insu rance  Co . Address

Group  No .  _  lD#

Phone  #

Address

rD#

Dan J .  Nykaza,  D.D.S.
847.869.7710

2200 Central Street
f ax:847 .864.9593

Evanston, l l
emai l :dan@nykazadds.com
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MEDICAL INFORMATION
P LEASE CO M P LET E ACCU RATE LY

Dote

ARE YOIJ CURRENTLY TAKING ANY PRESCRPTION OR NON PRESCRIPTION MEDICATIONS? Y N

Please l ist  al l  current medicat ions:

, , \rc vou al lcrgic to anr of thc fol low'ing'/

\ ' \  Asp i r i n  \  \  E , r y th ro r l yc i r r  YN Code inc
\ '  \  Jewclry \ '  \  Penici l l in Y N Dental Anesthetics
\ ' \  La tex  \ ' \  Tc t racyc l i r r c  YN  Me ta l s
\ '  \  Dcmerol \ '  \  Ar.rgmentin \ '  \  Epincphrine
\ '  \  Nickel \ '  \  Naprosyne \ '  \  Sulfa
Please l ist any other drugs/materials that you are al lergic to:

Please indicate i f  you have experienced any of the fol lorving:
Anernia_ Angioplasty_ Arthrit is_ Allergies_ Ar-t i f icial . loints Asthnra
Aut isnr Blood DiseascDiseasc_ Bruising Easily_ Cancer_
Diabetes_ Dizziness _ Epilepsy_
Excessivc Bleeding Fainting_ Gastrointestinal_ Glauconta
Growths_ Hay Fever_ Head Injury_ Hearl Disease_ Heaft Murmur
Hcpi t i t is_ I I igh l i lood l ) rcssurc HIV/AIDS
Jauttdice_ Kidney Disease_ Liver Disease_ Low Blood Pressure_
Muscular Dystrophy_ MVP_ Ncrvous Disorders Pacemaker
Radiation Treatnrent rcuson
Respiratory Problenrs_ RheLrmatic Fever_ Rheumatism_ Sinus Problcm_
Stomach Problern_ Stroke_ Thyroid Condit ion_ Tuberculosrs_
Tumors Ulcers Venereal Disease

Do you have any other condit ions, diseases, etc., not l isted above that we should know
about?
the best of my knowledge, all of the preceding infotmation is true ond cottect. tf I ever hove o change in my health, I witt inform the oflice ot
my next dentdl dppointment without foil.

Putiettt/Guaruliun

DATESigttuture
)'our signcd HIPPA./brm protects all medicul infbnnutiott



DENTAL HISTORY

Page z

Patient Name Date

What is the reason for your vis i t  today?

Date of last Dental  v is i t? Date  o f  las t  Denta l  C lean ing?

Date  o f  las t  Fu l l  Mouth  X- rays?

Previous Dent ist  Name, Address, phone:

How o f ten  do  you have denta l  examinat ions?

How often do you brush your teeth? How often do vou f loss?

What  o ther  denta l  a ids  do  vou use?

Do you have any  denta l  p rob lems now?

Have there been any changes in yourgenerar hearth in the rast year?

Are  you cur ren t ly  under the  care  o f  a  phys ic ian  due to  a  spec i f i c  cond i t ion?  yes  no

Have you ever  had any  compl ica t ions  fo l low ing  denta l  t rea tment?  yes  no

Have you been hospital ized in the last f ive years due to a surgery or i l lness? yes no

Are ony of your teeth sensitive to?

Hot, Cold, Sweets? yes no

Bi t ing or  Chewing? yes no

Have you ever hod?

Have you ever had your bite adjusted? yes no

Do your  gums b leed or  hur t? yes no

Orthodont ic  Treatment? yes no

Oral  Surgery? yes no

Pln J. Nykaza, D.D.S. 22OO Centrat Street
847 .869.77 70 hx:847.864.9593

Evanston, l l
entai l :dan@nykazadds,conr



DENTAL HISTORY
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Patient Name

Does food get  caught  between your  teeth?

Have you not iced any loose teeth or  change in  your  b i te?

Do you current ly  have any implants ,  dentures or  par t ia ls?

Do you c lench or  gr ind?

Does your  jaw get  t i red or  sore?

Do you Smoke or  Chew Tobacco?

Do you consume more than 3 oz of  a lcohol  a  day?

Have you ever  had an unfavorable denta l  exper ience?

Are you sat is f ied wi th  the appearance of  your  teeth?

Are you pregnant?

Are you tak ing b i r th  contro l  p i l ls?

PLEASE DESCRIBE ANY ' 'YES''

ANSWERS:

Date

Yes no

Yes no

Yes no

Yes no

Yes no

Yes no

Yes no

Yes no

Yes no

Yes no

Yes no

ls there anything else you would l ike us to know?

Dan J. Nykaza, D.D.S.
847.869.77I0

2200 Central Street
f ax:947 .864.9593

Evanston, l l
ema i l : dan@nykazadds , com



{NAME OF PRACTICE)

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 !S IMPORTANT TO US.

OUR LEGAL DUTY
We are  rec lu r red  by  app l rcab le  federa l  and s ta te  law to  ma in ta in  the  pr ivacy  o f  your  hea l th  rn fo rmat ron .  We are  a lso
requ i red  to  g ive  you th is  Not ice  about  our  p r ivacy  prac t rces ,  our  lega l  du t ies ,  and your  r igh ts  concern ing  your  hea l th
in fo rmat ion .  We must  io l lowthe pr rvacy  prac t ices  tha t  a re  descr ibed rn  th is  Not ice  wh i le  i t  i s  in  e f fec t .  Th is  Not ice
takes effect 4,1 fL/+, and wil l  remain in effect unti lwe replace i t .

W e  r e s e r v e  t h e  r i g h t  t o  c h a n g e  o u r  p r i v a c y  p r a c t i c e s  a n d  t h e  t e r m s  o i  t h i s  N o t i c e  a t  a n y  t i m e ,  p r c v i d e d  s u c h
changes are  permi t ted  by  app cab le  law,  We reserve  the  r igh t  to  make the  changes n  our  p r ivacy  prac t ices  and the
new te rms o i  our  Not ice  e f fec t i ve  fo r  a l l  hea l th  in fo rmat ron  tha t  we main ta in ,  inc lud ing  hea l th  in to rmat ion  we c rea t -
ed  or  rece ived be fore  we made the  c l ranges .  Betore  we r rake  a  s ign i f i can t  change in  our  p r ivacy  prac t ices ,  we w i l l
change th is  Not ice  and make the  new Not ice  avar lab le  upon request ,

You may request  a  copy  o f  our  Not ice  a t  any  t ime.  For  more  in fo rmat ion  about  our  p r ivacy  prac t ices ,  o r  lo r  add i t ion
a l  cop ies  o f  th is  Not ice ,  p lease contac t  us  us ing  the  rn fo rmat ion  ls ted  a t  the  end o f  th is  Not ice .

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and d  sc lose  hea l th  in lo r rna t  on  about  you fo r  t rea tment ,  payment ,  and hea l thcare  opera t ions .  For  example :

Trea tment :  We may use or  d rsc lose  your  hea l th  in f  o rmat ion  to  a  phys ic ian  or  o ther  hea l thcare  prov ider  p ro-

v id ing  t rea tment  to  you.

Paymenl :  We may use and d  jsc lose  vour  hea l th  in fo rmat ion  to  ob ta in  payment  fo r  serv ices  we provrde  to  you.

Hea l thcare  Opera l ions :  We m. ry  use  and d isc lose  your  hea l th  in fo rmat ion  in  connect io r r  w i th  our  hea l thcare  oper
a t ions .  Hea l thcare  opera t ions  rnc lude qua l r ty  assessment  and in rprovement  ac t i v i t ies ,  rev iewing  the  competence or
qua l i l i ca t ions  o f  hea l thcare  pro fess iona ls ,  eva lua t rng  prac t i t ioner  and prov ider  per io rmance,  conduct ing  t ra in ing

I J ' o g r a m s ,  a c t r e d r l a t i o r .  c e n r f  c a l r o n .  l i c e n s i n g  o r  c r e d e n t r a l r n g  a L l , v r t r e s ,

Your  Author iza t ion :  In  add i t ion  to  our  use  o f  your  hea l th  in fo rmat ion  fo r  t rea tment ,  payment  o r  hea l thcare  opera-
t rons .  you  may g ive  us  wr i t ten  au thor iza t ron  to  use  your  hea l th  in fo rmat ion  or  to  d rsc lose  r t  to  anyone lo r  any  pur -
pose.  l f  you  g ive  us  an  au thor iza t ion ,  you  may revoke r t  in  wr i t ing  a t  any  t ime.  Your  revocat ion  w i l l  no t  a f fec t  any  use
or  d rsc losures  permi t ted  by  your  aL- r thor iza t ion  whr le  i t  was  in  e f lec l .  Un less  you grve  us  a  wr i t ten  au thor jza t ion ,  we
cannot  use  or  d isc lose  your  hea l th  n fo rmat ion  fo r  any  reason except  those descr ibed in  th is  Not ice .

T o Y o u r  F a m i l y  a n d  F r i e n d s :  W e  m u s t  d i s c l o s e  y o u r  h e a l t h  i n t o r m a t i o n  t o  y o u ,  a s  d e s c r i b e d  i n  t h e  P a t i e n t
Rrghts  sec t ron  o f  th is  Not ice ,  We may d isc lose  your  hea l th  in fo rmat ion  to  a  fami ly  member ,  f  r iend  or  o ther  person
to  the  ex ten t  necessary  to  he lp  w i th  ycur  hea l thcare  or  w i th  payment  {o r  your  hea l thcare .  bu ' ,  on ly  i t  you  agree tha t
we may do  so ,

Persons  Invo lved ln  Care :  We may use or  d isc lose  hea l th  in fo rmat ion  to  no t i t y ,  o r  assrs t  in  lhe  no t i l i ca t ion  o f
( inc lud ing  ident i i y ing  or ' loca t ing)  a  fami ly  membel  your  persona l  representa t ive  or  another  person respons ib le  fo r
your  care ,  o f  your  loca t ion ,  your  genera l  cond i t ron ,  o r  death .  l i  you  are  present ,  then pr ro r  l c  use  or  d rsc losure  o{  your
hea l th  in fo rmat ion ,  we w i i l  p rovrde  you w i th  an  oppor tunr ty  to  ob lec t  to  such uses  or  d isc losures ,  In  the  event  o f  your
incapac i ty  o r  emergency  c i rcunrs tances ,  we w i l l  d isc lose  hea l th  in fo rmat ion  based on  a  de terminat ion  us ing  our
pro fess ionaJ  ludgment  d isc los lng  on ly  hea l th  in fo rmat ion  tba t  i s  d i rec t l y  re levant  to  the  person 's  nvo lvement  in  your
hea l thcare .  We wi l la lso  use  our  p ro fessrona l  ludgment  and our  exper ience w i th  common prac t ice  to  make reason-
ab le  rn fe rences  o f  your  bes t  in te res t  in  a l low ing  a  person to  p ick  up  f  r l led  prescr ip t rons ,  med ca l  supp l ies ,  x - rays ,  o r
o ther  s im la r  fo rms o f  hea l th  in to rmat ion ,

Marke t ing  Hea l th -Re la ted  Serv ices :  We wi i l  no t  use  your  hea l th  in fo rmat ion  fo r  marke t rng  cornmunica t ions
wi thout  you r  wr r t ten  au thor iza t ion .

Requ i red  by  Law:  We may use or  d  sc lose  your  hea l th  rn fo rmat ion  when we are  requ i red  to  do  so  by  law

Abuse or Neglect: We may disclose l lour health in{ormat'on to approprrate authorit ies i f  rrye reasonably bel ieve that
you dr€  a  poss ib le  v rc t i ' n  o f  ao ,se ,  reg lec t ,  o r  domest ic  v  o  ence or  I re  possro le  v ic t 'm o f  o ther  c r  mes.  We may d is -
c  ose  your  hea l th  in fo rmat ion  to  the  ex ten t  necessary  to  aver t  a  ser ious  th rea t  to  your  hea l th  o r  sa fe ty  o r  the  hea l th
or safety of others.



National Security: We may disclose to mil i tary authorit ies the health information o{ Armed Forces personnel under
cer la in  c i rcumstances .  We may d isc lose  to  au thor ized  {edera l  o f f i c ia ls  hea l th  in fo rmat ion  requ i red  fo r  law ' fu l  in te l l i '
gence,  counter in te l l igence,  and o ther  na t iona l  secur i ty  ac t i v i t ies ,  We may d isc lose  to  cor rec t iona l  ins t i tu t ion  or  law
enforce 'nenr  o f f  i c ia l  hav ing  lawf  r l  cus tody  o f  p .61 . . ,a0  hea l th  in fo rmat  on  o f  'nmate  or  pa t  en t  .Jnder  cer ta i . t  c i rcum-
slances,

A p p o i n t m e n t  R e m i n d e r s :  W e  m a y  u s e  o r  d i s c l o s e  y o u r  h e a l t h  i n f o r m a t i o n  t o  p r o v i d e  y o u  w i t h  a p p o i n t m e n t
reminders  (such as  vo icemai l  messages,  pos tcards ,  o r  le t te rs ) .

PATIENT RIGHTS
Access :  You have the  r igh t  to  look  a t  o r  ge t  copres  o{  your  hea l th  in fo rmat ion ,  w i th  l im i ted  except ions .  You may
request  tha t  we prov lde  cop ies  in  a  {o rmat  o ther  than photocop ies ,  We wi l l  use  the  lo rmat  you request  un less  we
cannot  p rac t icab ly  do  so .  (You must  make a  reques t  rn  wr t ing  to  ob ta in  access  to  your  hea l th  in fo rmat ion .  You may
obta in  a  fo rm to  reques t  access  by  us ing  the  contac t  rn {ormat ion  l i s ted  a t  the  end o f  th is  Not ice ,  We wi l l  charge you
a reasonab le  cos t  based fee  fo r  expenses  such as  cop ies  and s ta t f  t rme.  You may a lso  reques t  acEgss  by  send ing  us
a l e t g r t o t l ' e a d d r e s s a t t h e e n d o l  t " i s N o t i c e .  l t  v o u r e q ; e s t c o p i e s . w e w i l l  c h a r g e y o u $ 0 .  Q  f o r e a c h p a g e ,
$  f r  per  hour  Io r  s ta f f  t ime to  loca te  and copy  your  hea l th  in io rmat ion ,  and pos tage i f  you  * - i t  the  cop ies  mai led
to4ou f  you  request  an  a l te rna t ive  fo rmat ,  we w i l l  cbarge a  cos t -based fec  fo r  p rov id ing  your  hea l th  in fo rmat ion  in
tha t  fo rmat .  l f  you  pre fer ,  we w i l l  p repare  a  summary  or  an  exp lanat ion  o f  your  hea l th  in fo rmat ion  fo r  a  fee .  Contac t
us  us ing  the  in fo rmat ion  l i s ted  a t  the  end o f  th is  Not lce  fo r  a  fu l lexp lanat ion  o f  our fee  s t ruc tu re , )

D isc losure  Account ing :  You have the  r igh t  to  rece ive  a  l i s t  o f  ins tances  in  wh ich  we or  our  bus iness  assoc ia tes
drsc losed your  hea l th  in fo rmat ion  fo r  purposes ,  o ther than t rea tment ,  payment ,  hea l thcare  opera t ions  and cer ta in
o ther  ac t i v i t ies ,  fo r  the  las t  6  years ,  bu t  no t  be fore  Apr i l  14 ,  2003.  l f  you  request  th is  account ing  more  than once in  a
12 month  per iod ,  we may cbarge you a  reasonab le ,  cos t -based fee  fo r  respond ing  to  these add i t iona l  reques ts ,

Rest r i c t ion :  You have the  r igh t  to  reques t  tha t  we p lace  add i t iona l  res t r i c t ions  on  our  use  or  d isc losure  o f  your
hea l th  rn fo rmat ion .  We are  no t  requ i red  to  agree to  these add i t iona l  res t r i c t ions ,  bu t  i f  we do ,  we w i l l  ab ide  by  our
agreement  (except  in  an  emergency) .

Alternative Communication: You have the r ight to request that we communicate with you about your health infor-
mat ion  by  a l te rna t ive  means or to  a l te rna t ive  loca t ions .  (You must  make your  reques t  in  wr i t ing . )  Your  reques t  must
spec i fy  ihe  a l te rna t ive  means or  loca t ion ,  and provrde  sa t is fac to ry  exp lanat ion  how payments  w i l l  be  hand led  under
the  a l te rna t ive  means or  loca t ion  you request .

Amendment: You have the r ight to request that we amend your heaith informaiion. (Your request must be in writ ing,
and i t  must explain why the information should be amended.) We may deny your request under certain circumstances.

E l e c t r o n i c  N o t i c e :  l f  y o u  r e c e i v e  t h i s  N o t i c e  o n  o u r  W e b  s i t e  o r  b y  e l e c t r o n i c  m a i l  ( e - m a i l ) ,  y o u  a r e  e n t i t l e d  t o
rece ive  th is  Not rce  in  wr i t ten  fo rm,

OUESTIONS AND COMPLAINTS
l f  you  want  more  in fo rmat ion  about  our  p r  vacy  prac t ices  or  have ques t ions  or  concerns ,  p lease contac t  us .

l t  you  are  concerned tha t  we may have v io la ted  your  p r ivacy  r igh ts ,  o r  you  d isagree w i th  a  dec is ion  we made about
access  to  your  hea l th  in fo rmat ion  or  in  response to  a  reques t  you  made to  amend or  res t r i c t  the  use  or  d isc losure  o f
your  hea l th  in fo rmat ion  or to  have us  communica te  w i th  you by  a l te rna t ive  means ora t  a l te rna t ive  loca t ions ,  you
may compla in  to  us  usrng  the  contac t  in fo rmat ion  l i s ted  a t  the  end o f  th is  Not ice .  You a lso  may submi t  a  wr i t ten
compla in t  to  the  U,S,  Depar lment  o f  Hea l th  and Human Serv ices .  We wi l l  p rov ide  you w i th  the  address  to  f i le  your
complarn t  w i th  the  U,S,  Depar tment  o f  Hea l th  and Human Serv ices  upon request .

We suppor t  your  r igh t  to  the  pr ivacy  o f  your  hea l th  in fo rmat ion .  We wi l l  no t  re ta l ia te  in  any  way i f  you  choose to  f i le
a  compla in t  w i th  us  or  w i l f i l the  U.S,  Depar tment  o f  Hea l tb  and Human Serv ices

Contact  Off icer

Telephone:

E-mai

Address

O 2002 Amer can Denta Assocration

All Rrghts Reserved

Reproduction and use of thrs form by dentrsts and their staf{ is permiited. Any olher use, duplication or distribution of this torm by any other party requlres the pnor
wr tten aooroval of the Amencan Dentai Assoc aiion.

This Form is educational only, does not constitute legal advice, and covers only lederal, not state, law (August 14, 2002).



Joseph S Nykaza DDS
Dan J Nvkaza DDS
2200 Ceritral St,reer
Evanston, I l  60201

{NAME OF PRACTICE}
(

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

'You May Refuse to  Sign This  Acknowledgement*

1  _ '  _ ,

,  h a v e  r e c e i v e d  a  c o o T  o i  l r  s

off  ice's Not lce of Pr ivacv Pract ices,

Please Pr int  Narne

S rgna l  u re

For Office Use Only

V/e attempted to obtain wri t ten acknowledgement of receipt of  our Not ice of Pr ivacy Pract ices, b-,r
acknowledgement  cou ld  no t  be  ob ta ined because:

D Ind iv idua l  re f  used to  s ign  \  !

D  Communica t ions  bar r ie rs  p roh lb i ted  ob ta in ing  the  acknowledgement

D An emergency  s i tua t ion  prevented  us  f rom obta in ing  acknowledgement

D Other (Please Specify)

O ?002 Am?.ican Oontal Associaiion

Atl RiOhts Rsssned

Reprodvctron rnd usr ol thrs lorm by denlisis lnd th€ir 3l.ff is permittsd. Any other use, duglic6lion or dislribution of this lorm by .ny other p6rty reQu,res rne gr,o.
wrinSn !pprovri oi th! Ancricrn OlntrlAtsellt ion.

Thi: Fotm ls educrtionrl only, do.t not conttltuta l.g!l rdvic., rnd covcru only ledaral, not rtslo, lrw (August 11,1002).
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