Welcome To

Dr Madhavi Gadde
4118 N Cass Ave, Westmont, IL 60559

About Patient : [nsurance Info

Pgtient Name: Last Insured Name: Last

First MI First:

Status: Single _ Married _ Divorced _ Widowed __ Birthdate: __ /. /

Male __ Female __ Birthdate /. / Age: Male _ Female

SSH- L i “Best'Phone 4y (L) Relationship to Patient:
p Address: Insured D # Or SS#:

City: State: Zip:

Email Address: Insured Employer:

How did you hear about us? Insurance Name:

Referred By: Phone #: ( )

[s Patient Employed? Y N Secondary Dental Insurance: Y N

Name of Employer:

Phone of Employer: __(__ ) Insured Name: Last

Occupation: First:

; ' Bixthdate: =&/ 0/l 0

(If Married) Male  Female

Spouses Name: Relationship to Patient:

Birthdate of Spouse: __/_ /. ~ Insured ID # Or SS#:

Phone Number: ( ) ;

Insured Employer:
In Case of Emergency (Whom do we contact) Insurance Name:
Name: Phone #: ( P

Relationship to Patient:
‘Best Phone #: ( )

Account Info Person Ultimately Responsible For Account

Name of Person Responsible for Account: Last First:

Birthdate: / / Relationship to Patient: SS#:

Billing Address: City: State Zip:
Best Phone #: __( ) Drivers License #:

Payment Method: Cash ___ Checks ___ CreditCard ___

(If using Credit Card ) Type: Visa __ American Exp __ Discover __ Mastercard
Number to keep on file:
Name on Card: ExpDate:_ /_ /

3 Digit Code:







Smiles of Westmont/ Dr Madhavi Gadde
4118 N Cass Ave Westmont, IL 60559
630-852-4848

HIPAA Form

This form is used to obtain acknowledgement of receipt of our Notice of Privacy
Practices or to document our good faith effort to obtain that acknowledgement.

For Treatment we may use and disclose Health Information for your treatment and
to provide you with treatment-related health care services. For example, we may
disclose Health Information to doctors, assistants, technicians/labs, or other
personnel, including people outside our office, who are involved in your sleep care
and need the information to provide you with the proper care. I can obtain a copy of
the HIPAA Notice Of Privacy Practices if I so do request. I understand that I can
refuse to Sign This Acknowledgement

Authorization to Release Information

This form is used to obtain authorization to release information regarding you
covered under the Privacy Act to people other than yourself.

I, , authorize the following person(s) to have access to
information covered under the Privacy Practice regarding myself or children.

Print name of person and relationship
Print name of person and relationship

I ‘ , give, Smiles of Westmont, permission to leave
messages on my answering machine/cell phone or with other family members in my
household of confirmation of my appointments or missed appointments or to let me
know of any treatments that I may require when [ am not available to speak with. I
give permission to Smiles of Westmont to release information required to insurance
companies/third party billings to secure the payment of benefits.

Family members who are in my household where as this HIPAA form will also cover

Print Name of Patient

Signature of Responsible Party

Relationship: Self  Parent Guardian

Date o




