We would like to welcome your child to our office. Our goal (s to make every child's visit
pleasant and educational, Qur practice s based on a preventive care. We sirive to teach good
oral care that will enable your child to have a beautiful smile that lasts a lifetimae!

Wha i accompanying the child today?

Child's Mame: ) Hame: Ralatlon:
— Do you have legal custody of this child?  JYes 1 Mo

Child's Birthdate: ___/__ J__ Child's Age: Wharm may we Thank for referring you?

Mickmame: < Male l Farmale Other sibings:

Grads: Frevious/Fresent Dentist:

N Dentist’'s Fhone #: | |

Child's Home &: | ] Felative or Friend not livimg with you:

Child's Homie Addrass Marme:

Address:
City City

: Peroon Reaponeible for Account: Parent’s Masital Status'J Singls J Marrisd | Fartnared _l Widowed ) Divoreed ) Seperated
- Father J Step Father J Guardian = Mather ] Step Mother ) Guardian
Hama; Birthdate: Hama: Birthdate:
Addrase: (If diferent than Child's) Hm#: () Address: (f diferent than Child's) Hm#: | )
City State Zp City State Zip B
S5 & _ DL 55 & DL#:
Wi ) 0000 Ext: Cell/Otherwf ) 00 Wi () Ext: Cell'Other#{ )
Email: Emait
Employar: Employer:
Employer’s Address: Emplayer's Addreas:
- ~ City Fate Iip City State Jip
I ~ H you have Dental insurance Coverage for the Child, pleass 5 out balow: I o hives Dsnical Insurance Coverage for the Child, please fl out below:
Insuramcs Co, Hama: _ Insurance Co. Hame:
Insurance Address: _ Insurance Address: !
Ciey State Zip ity Grate Zip
insurance Phome: [ J__ Insurance Phame: [}
Group # (Plan, Local, or Policy #&): Group W (Plan, Local, o Palicy &)

I cartify that my child ks covered by Insurance Co. and | assign all insurancs banafits
ctherwise payabla to me. | understand that | am resporsilds for payment of services rendered and also responsibls for paying
anry copayment and deductible that my insurance does rot cover. | heralry suthorize the dentiot to release all information
ﬂﬂﬂmﬁhﬂmwmﬂﬂﬂfm|!HMWHHN%IEWMJH@IM“%M,W

ranual oF electronic '

-
'-M Signatera of Parent or Gaardian Dats
- = - - =

Continued on Back




Why did you bring the child to the dentist today?

Is the child currently in F.plun? =l s J Mo
Dags the child require antibiotics before dental treatment? J Yes J Ho
Has the child ever had a serfous/difloult problem assoclated with

provious dental work? < Tea L Ho
How often does your child brush thelr teeth per day?

Floss per day? ——
Do you help? = Yes J He
How often does your child snack per day¥ _

What t.'_l,rpd-u-finlﬁh?

I8 the child's water Auoridatad? A s ] Ho
Is the child taking fluoridatad supplaments? A Yos _ Mo
Has the child ever had any pain/tandarmess in his/her

Jovws foint [THLLTMD)? A Yes 1 Mo
Child's Physclan:

Phone & | i Date of Last Visit:

Is tha child currently undsr the care of & physiclan? o T He

Please deascribe the child's current physical health:
< Goed ) Falr'd Foar

Flzasa list all prescription/over the counter or herbal supplement
drugs that the child is currently taking:

Has your child ever been prescribed bophosphonates medications?

Asids from items linted, please Mot all drugafthings that the child is
allergic to

Latew Tes Mo ||MetalsMicks! Yes Mo || Plastic Yes Mo

R

el Mo Abnormal Bleeding/Memophilla ] ves Mo Handicaps/Disabilities

o s ) Mo ADDIADHD

u TiEn o Ho AIDSTHIV

s | Mo Angmia

J Tes ' Mo Any Hospitalizations or

Operations?
o Ten o Mo ArtHiclal Bones/Valves

I fes Mo Asthma

o e d Mo Autism

o Ten d Mo Cancer

JiYes Mo Congenital Haart Defect
I ¥as | Ho Convulsiansl'Seiouras
Jd¥esa ] Ho Diabetas

I Yes 1 Mo Delayed Developmant
- esd He Down Sydromae

I ¥es ] Mo Emctional Problams

1 ves | Mo Epllapsy

A Yesld Mo Exposed to HIY, but Heg

Are the child's Fnmunizations current?

Anything you would like to discuse with the Doctar in private?

'ves Mo Haaring Impairment
o es J Mo Heart Murmur

= Ten Jd Ho Hepatitis

= fes ) Mo High Blood Pressure
Jes J Mo Siin Rash! Hives

o fes J Mo Eldney Problams
JdYes J Mo Lver Problams
d'es J Mo Lupus

res J Mo Measles

o Yes'd Mo Mitral Vabve Prolapss
J'es d Mo Mensnusleopls
e ) Mo Prematurs Birth
J'fes Mo Prowthetics

- fes I Mo Fheumatic Fever
Jfes Mo Bonriet Fever
 ¥as 1 Mo Tubarculoasds [TE)

= s Mo
-l Yen . Mp

Flsase discuns sy serious madical problems the child experiencas/ad:

Dews your child currenthy have amy of thess habits?

dYes dNo  Bottle/Sippy Cap
Jdea J Mo  Chawing on Objects

ifes dHo Clenching/Grinding Teath

fes dHe  LpSucking
J¥es dMa Mouth Breathar
Jfes Mo Mail Biting

dves Mo Hursing

Jdvas d Mo  FPacifier

JdYes dNo Speech Problems
J¥es dHo  ThumbiFinger Sucking
JdYes dHo Tongue/Cheek Biting
JdYes Mo Tengus Thrust

p

-<n-_¢muqmmmmpummmmmmﬂwmﬂrqrmha the standards of infection control mandsted by OGHA, the COC and the ADA. >'

| affirm that the infarmation | have given is correct to the besat of my knowledge. 1t will be held in the strictest confidence and it Is my responsibility to

inform this offica of dey changs in my child's medical status. | authorize the dental stadf to perform the necessary dental services nry child may meed

g S ———

SignaLure H‘-Hrﬂtlﬂ' (reardian

— — -
——— T

| have verbally reviewsd the medicalfdental information above with the parent./gusrdisn snd patient named harein

Dentist's Comments:

Sagrualurs of DEAL=st
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NOTICE OF PRIVACY PRACTICES

THIS MOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET
ACCELS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.
| = THE PRIVACY OF YOUR HEALTH INFORMATION I3 IMPORTANT

QURLEGAL DUTY

Wie d'e requined Dy applicabie iedersl and state law 10 mardan (Re prasy of pour Realth inhemEbon Ve Bre 380 requesd 10 ge you R Nsbos
bt 0w pTVECY PYRCHCES, Oul Bgel dubes, and your NghEs CoNCarnng powl Pealh Sdormaton Ve Ml loliow (he BAveCy PRECISE T B8 SARCHDeD
i ind Feotcn whae d B omoefect  Thiy Mobce 1aked efes Apad 14° 7000 ang il rEmain in e whl we epiacs i

e reser.s [he nghl ko change oul pravacy prachoss and the e of the Nobce o any trme, prowted 3uch changes. are peemilled by Bbtlcable law
¥ue ressrve iha nght bo Maiug IPe ChaRges i our PIeYecy Rrectces AN the et of cur Mosce eflectos for Bl heaBn mASATENON TRl 'we maEinn
shateny Faalh mdomaton we crepied o ietlneed Betoce we mate the chamges  Belore we Maah & Sgnicat CREAGE N Cul PIVECY PrECEs &2
changs (ma Moboe and make the rew Mohce Bvailtle uooh regues

Tiou My regurlt 8 copy of 0wt Motice at any lirs Fof more iformaton sbout our privacy prachices. or Tor addibonal copses. of this Nolce. peasas
ERAIEE! S UNng the ndomabon el 8 e sad of m8 Nelcs

WS AnD DISCLOSURES OF HEALTH INFORMATION

Wiw wie and decioss heallh sinrmalon Jbc you foe Irestmen pagmerd and neafhcare ooetalons.  For evsmoks

Treatrnent: We may uss of dsciose your haalih nlormatan bs & S8l of cimer healhiars proveder providing treatment 1o you
Payment e mary v 8o decione your heakih infommatssn (o 00fen paymen i senices wi DIovos 30 you

Healthcars Operations. We may use 370 GSCi08E FOUT REARN MESTRELGR A CONRECEEN wilh Ouf RESERCIFE GpeTItions HEMRCEM DEAELEAY Miude
Gty aasessmant Bnd Emproement acinabes. rewsewing |h compeience of qualhicanonsy of heathcirs pofeRpionsis. SvbipEbng DrECIRG Sl ans
provadel perdormancs . CoRSUCHInG DR DROgrems acorediaton cerdCalion hOENRNG of CReoemlialng EEming

Your AuiNofzsEon: m odéon o ouw use of your Realk nlormator fod reabment paymant oF headthcan operalions. Fou May ve on aditlen
Buthoroation bo use your healih informaton of b0 0-SCiose o 10 Bryone b any Dupose M you Qv uS an SuthOrEEDOR, YOU My PEvake 1 wiing Bl
ary Wme  TOoul IevoCaton will notl afed any Use O DSCIGIUTES Permed By youl SulBoniabes whis § wal @ efec]  LUNisas you §rog Ul B wimen
authoroaton, we canrl use Of ducicse your health nfomnatgn for Afy IREESN BUCOE] INdis described o [l MNotce

To ¥our Famnilly and Friends: We mos! dociose pour feafth nfamaton 10 you. a3 described n fhe Patents Rights secton of ths Motice W may
coiciine pout Realth information bo a lamdy membad, Biend o oltar parson 10 (he petes] necesasry to helg with paymant for your ReRBERCEN Bul a=by i
04 Bgree thal we miy 90 5o

Fersang invoived in Cane: We may use or dncioss heaBh infosmation o netly. of assat o the nobificalion al |mcludissg dentibpng of kcateg ) 8 Ramly
FilTioee’ 5 our Dersonl represeniative OF anoiPe peron tescarsbie for yesat care, of yosot incatson, your ganend SCabon your genecel Sonaman or
deait [ o ane present. Then prad 10 use o declosuns of your NEaRR OIoFMancn, we vl Brovioe you wiEh BR OPDOMLNTY b0 DT 10 BUCh ules of
decksunes i@ Bhe et of your mcapacy oF ETErEncy SICUWTEIENGEE. wi will Secioss Realth rdommaten based on i GEleTREANROR uleng Oul
wﬁllmmwmmmmﬂnmmhﬂnmﬂ"MﬂMIWﬂwhm W wil gls0 LA 0w
prodesscnal judgment and our esperienile eilh OETETON Gractios o mass realonable mherence of your besl nterest in Slcwing B DERSA 10 DaR U 1-
fays 0F chher sadlar forma of heal® niormatsn

Making Hoalth-Related Sendces: We will nod use your heith shermabon k20 mareing Sommoncabons wanegl your wnsen authonzaban

Required by Liw. We may use of disclose your healih inlornalion when we ars regueed 10 00 s0 by lw

AKNOWLEDGEMENT OF RECEIPT OF NOTICE OF
PRIVACY PRACTICES

L. ¥ OU MAY HEFQE_E TO SIGH THIS ACKNOWLEDGEMEMNT™*
I have received a copy of this office’s Notice of Privacy Praclices

Patient Mame Date
Parent/Patient/Guardian Signature

FOR OFFICE USE ONLY

ﬁanemm to obtain wnitten acknowledgement of Receipt of Notice of Privacy Practices but acknowledgement was
rafusad

Empioyee Name Date Sgnature




MAINL STREET

Office Policies
New Patient Paperwork

Please complete the new patient paperwark prior 1o arriving to your appointment. When you do not do this, it delays
your appointment and other patients after you.

Missed Appointments
Cur goal is to provide quality to all of our patients. When an appointment is scheduled, a block of time in the doctars’
schedule has bean allotted for you and your family.

Ve reserve the right to charge an initial $50 00 fee for any missed appointment that has not bean cancelad 48 hours
prigr to the scheduled appointment time.

Late Appointments
All pabients that armmve more than 15 minutes tate for 8 scheduled appoiniment may be rescheduled. This does nol apply
if prior arrangements have been made.

Aielppl= MBI e =ght= . X
All pabents are recommended to have an exam, a dental chaaning and a professional fluonde application minimally on a
biannual basis. Dental check-ups pericdically will involve radicgraphic films when age appropriate and will be taken
with a frequency supported by the guidelines of the American Academy of Pediatric Dentistry.

Unable to COMPLETE T

If we are unable to complete treatment due fo behavior, there s a 350 Behavior Management Fee AND if Nitrous Oxide
(N20) is also being utilized, an additional 575 will be applied.

Financial il
Your signature on this form acknowledges that you, the patient, parent, or legal guardian, agree fo bear full financial
responsibility for all services provided if;

1. You are delermined not to be eligible for insurance coverage.

Z. The semnvices are nol a coverad benefit under your plan

= There i5 a palient porlion determined by your insurance plan
Please keep in mind that any estimates presented to you for dental freatment is only an ESTIMATE of what your
insurance company will pay. Financing options are available.

Returned checks

A fee of $35.00 for returned checks refurned to us for any reason. Future services will réquire payment by cash or credit
Gard

Signature Date




