
North Shore Dental Associates 
Stamata Blanas D.D.S 
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Evanston, IL 60201Suite 

Ph: 847.475.4544 Fax: 847.475.4523 
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O F F I C E   P O L I C Y   &   P A T I E N T   C O N S E N T (HIPAA) 
 
Welcome to our office!  We are pleased that you have selected us to care for your dental needs.  Initially, we’ll treat 
any existing problems.  However, our goal is also prevention…controlling the process of tooth decay and gum disease. 
This can be achieved through our preventive recall system and through your interest and cooperation.  We want you 
to know that we are committed to provide you with the highest quality oral health care in the most gentle, efficient 
and enthusiastic manner. 
 
C O N C E R N I N G   A P P O I N T M E N T 
Except for emergency situation, you can expect us to be on time for you. We’ll appreciate same courtesy. No charge will be made for 
re-scheduling your appointment, provided 24 hrs. advance notice is given so that your time may be given to another patient. 

 
C O N C E R N I N G   F E E S 
Because statements and billing costs have become so expensive and because we do our best to keep all dental costs down, we do 
ask you to pay for office visits and treatments at the time service is rendered. We’ll be happy to discuss charges with you and an 
estimate of proposed charges for any procedure will be given. 

 
C O N C E R N I N G   I N S U R A N C E 
Patients who carry dental insurance should remember that professional services are rendered and charged to the patient. We’ll be 
happy to file the insurance claim for you. But remember extent of benefits will be determined by your insurance firm. Dental 
Insurance will not usually cover your complete treatment cost. Please be aware of your personal out-of-pocket obligation. 
 
If you have any questions or problems, be sure to let us know, we’ll be glad to help you. 

 

HIPAA 
I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I have certain rights to privacy 
regarding my protected health information. I understand that this information can and will be used to: 
 

 Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be involved in that 
treatment directly and indirectly. 

 Obtain payment from third-party payers. 

 Conduct normal healthcare operations such as quality assessments and physician certifications. 
 
I have been informed by you of your Notice of Privacy Practices containing a more complete description of the uses and disclosures 
of my health information. I have been given the right to review such Notice of Privacy Practices prior to signing this consent. I 
understand that this organization has the right to change its Notice of Privacy from time to time and that I may contact this 
organization at any time at the address below 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. 
 
I understand that I may revoke this consent in writing at any time, except to the extent that you have taken any action relying on this 
consent. 

 

Patient Name: _______________________________________________________________________________ 

   Signature: _______________________________________________________________________________ 

Relationship to Patient: _______________________________________________________________________________ 

                                                     Date: _________________________________ 

http://www.blanasdds.com/


 

North Shore Dental Associates 
636 Church St, Suite 322 
Evanston, IL 60201 
Ph: (847) 475-4544 
E: info@blanasdds.com                                                                                                              Date __________________ 
 

 
P A T I E N T   I N F O R M A T I O N 

 

Name _______________________________________ Birth date _____________________________ SS# _____________________ 

Address _____________________________________ City _____________________________ State ____________ Zip _________ 

Sex           M          F          Married        Widowed        Single         Minor          

                                               Separated        Divorced        Partner 

Home Phone # __(_____)________________ Cell Phone # __(_____)________________ E-mail _____________________________ 

Employer _____________________________________________________________ Employer Phone # __(_____)______________ 

Preferred method of contact:        Home         Work         Cell          E-mail  

Spouse or Parents Name _______________________________________________________________________________________ 

Whom may we thank for referring you? ____________________________________________________________________________ 

Person to contact in case of emergency ____________________________________________ Phone #__(_____)________________ 

 

N U T R I T I O N 

Your daily nutritional information. 

1. How many glasses of water do you drink daily?                            

2. Do you get at least 4-5 servings of fruit daily? 

3. How much vitamin C do you get daily? 

4. How many servings of vegetables do you eat daily?  

I certify that I have read and understood the above. I acknowledge that my questions, if any, about the inquiries set forth above have 

been answered to my satisfaction. I will not hold my dentist, or any other member of his/her staff, responsible for any errors or 

omissions that I may have made in the completion of this form.   

Patient Signature ____________________________________________________________________ Date ____________________ 

Signature of Guardian ________________________________________________________________ Date ____________________                                                                                                                            

         

5. Do you take any kind of vitamins? 

6. Do you take calcium supplements or drink milk daily? 

7. Do you exercise? 



 
 

Have you ever taken any of the group of drugs collectively referred to as "fen-phen?" These include combinations of lonimin, Adipex, Fastin (brand 

names of phentermine), Pndimin (fenfluramine) and Redux (dexfenfluramine). 

D E N T A L  H I S T O R Y  

M E D I C A L  H I ST O R Y  

Reason for today's visit 

Former Dentist 

Date of last dental care 

Date of last dental X-rays 

Bad Breath 

Food collecting between the teeth 

Grinding Teeth 

Clicking or popping jaw 

Sensitivity to hot 

Loose teeth or broken fillings Bleeding Gums 

How often do you floss? 

Yes No 

Check (    ) if you have or have had problems with any of the following: 

Periodontal treatment 

Sensitivity to sweets 

Sensitivity when biting 

Sores or growths in your mouth Sensitivity to cold 

How often do you brush? 

Physician's Name Date of last visit 

Have you ever had any serious illnesses or operations?? Yes No If yes, describe 

Have you ever had a blood transfusion? Yes No If yes, give approximate dates 

Address 

(Women) Are you pregnant? Yes No Yes No Nursing? Yes No Taking birth control pills? 

Anemia 

Artificial Joints, Pins, etc. 

Congenital Heart lesions 

Artificial Heart Valves 

Scarlet Fever 

Cortisone Treatments Arthritis, Rheumatism 

Check (    ) if you have or have had problems with any of the following: 

Cough, Persistent 

Shortness of Breath 

Skin Rash 

Stroke Cough up Blood 

Asthma 

Blood Disease 

Diabetes 

Bleeding Abnormally 

Swelling of Feet or Ankles 

Epilepsy Back Problems 

Fainting 

Thyroid Problems 

Tobacco Habit 

Tonsillitis Glaucoma 

Cancer 

Circulatory Problems 

Headaches 

Chemotherapy 

Tuberculosis 

Heart Murmur Chemical Dependency 

Heart Problems 

Ulcer 

Venereal Disease 

Hemophilia 

Hepatitis 

Hernia Repair 

High Blood Pressure 

HIV/AIDS 

Jaw Pain 

Kidney Disease 

Liver Disease 

Mitral Valve Prolapse 

Pacemaker 

Radiation Treatment 

Respiratory Disease 

Rheumatic fever 

List medications you are currently taking: 

Codeine 

Barbiturates (Sleeping Pills) 

Local Anesthetic Aspirin 

Penicillin 

Other 

Sulfa 

Iodine 

Latex 

None 

Allergies: 

To the best of my knowledge, the above information is complete and correct. I understand that it is my responsibility to inform my doctor if I, or my 

child, ever have a change in health. 

Please print name of Patient, Parent, Guardian or Personal Representative 

Signature of of Patient, Parent, Guardian or Personal Representative Date 

Relationship to Patient 
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