ADA. American Dental Association®

America’s leading advocate for oral health

Child Health/Dental Htsfor‘y Form

Patient’s Name Nickname Date of Birth

LAST ) FIRST INTAL B
Parent’s/Guardian’s Name Relationship to Patient
Address R

_ PO OR MAILING ADDRESS CITY S STATE . - @)ﬁi,i
Phone Sex MO FQ
Home Work

Have you (the parent/guardian) or the patient had any of the following diseases or ProbIEMS? ........ccviiiiiiiiiieie e QYes QNo

1. Active Tuberculosis, 2. Persistent cough greater than a three-week duration, 3.Cough that produces blood?
If you answer yes to any of the three items above, please stop and return this form to the receptionist.

Has the child had any history of, or conditions related to, any of the following:

1 Anemia Q Cancer 4 Epilepsy Q HIV +/AIDS 0 Mononucleosis Q Thyroid

Q Arthritis Q Cerebral Palsy Q Fainting Q Immunizations Q Mumps Q Tobacco/Drug Use
Q Asthma Q Chicken Pox Q Growth Problems Q Kidney Q Pregnancy (teens) Q Tuberculosis

0 Bladder Q Chronic Sinusitis Q Hearing Q Latex allergy Q Rheumatic fever Q Venereal Disease
1 Bleeding disorders Q Diabetes Q Heart Q Liver Q Seizures Q Other.

1 Bones/Joints Q Ear Aches 0 Hepatitis 0 Measles Q Sickle cell

Please list the name and phone number of the child’s physician:

Name of Physician Phone

Chtid s History Yes No
Is the child taking any prescription and/or over the counter medications or vitamin supplements at this time? ...........ccccceiiiiiiiiiinnn, 1.0 Q
If yes, please list:

2. Is the child allergic to any medications, i.e. penicillin, antibiotics, or other drugs? If yes, please explain: 2. 0Q

3. Is the child allergic to anything else, such as certain foods? If yes, please explain: 3.4a Q0

4. How would you describe the child’s eating habits?

5. Has the child ever had a serious illness? If yes, when: Please describe: 5.0 Q

6. Has the child ever DEEN NOSPILAIIZEA? ... ....iiiiiiii et e st e e e e e e b e e e e bbb e e e e bbb e e e s e bbb e e e e st b e e e aat s 6. a Q

7. Does the child have a history of any other illnesses? If yes, please list: 7..a Q

8. Has the child ever received a general anesthetic? ...... 8. a Q1

9. Does the child have any inherited problems?.............. 9. a Q
10. Does the child have any SPEECH AIffICUIIES? ... .... i e e e s e e reaa e e s s aa s e e s e s b aa s e e e aab e e e esaae e eeeraes 10.-0 QA
11. Has the child ever had a blood transfusSioN?.......c..iiviiiiiniin i e sssssssseeeenesssesssennssennn J LS B e 1.0 QO
12. Is the child physically, mentally, or emotionally impaired?.. a Q
13. Does the child experience excessive bleeding when cut? .... a Q
14. Is the child currently being treated for any ilINESSEST .....coiriii i e e e s e r e e s e s 14, Q0 Q
15. Is this the child’s first visit to a dentist? If not the first visit, what was the date of the last dentist visit? Date: 15.Q Q
16. Has the child had any problem with dental treatment in the PAST? .......eueiiiiiiiii e e e e 16. @ Q4
17. Has the child ever had dental radiographs (x-rays) exposed? ........... a a
18. Has the child ever suffered any injuries to the mouth, head or teeth? ..... a a
19. Has the child had any problems with the eruption or shedding of teeth? .a Q
20. Has the child had any orthodontic treatMEeNt? ........cccvv it eiserr s eseererrrsesaresesranssssss Soossesesssssns forenvnes HE o Sivam e BT Lo eeeevvnesees 20. @ Q
21. What type of water does your child drink? Q City water QO Well water Q Bottled water 1 Filtered water
22. Does the child take fluoride SUPPIEMENTS? .........ooo i e e e e e e e e e e e e e e e s 22. Q Q
23. Is fluoride toothpaste USEA? .................ooiiiiiiiiiiiii e [
24. How many times are the child’s teeth brushed per day? When are the teeth brushed? a a
25. Does the child suck his/her thumb, fingers or PacCfier?........ccoivivirir i i i e BB e e by oo eeee e neens 25. 0 Q
26. At what age did the child stop bottle feeding? Age Breast feeding? Age
27. Does child participate in active recreational ACHVITIES? ........ccuiiiiiiiiiii e 27.a Q

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

| certify that | have read and understand the above. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my
satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or
omissions that | may have made in the completion of this form.

Parent’'s/Guardian’s Signature Date

For completion by dentist
Comments

For Office Use Only: Q Medical Alert QO Premedication Q Allergies 1 Anesthesia  Reviewed by
Date

© American Dental Association, 2006 To Reorder call 1-800-947-4746
Form S707 or go online at www.adacatalog.org



RESPONSIBLE PARTY INFORMATION

Name: Relationship to child: SS#: Birth Date: Gender: M F
Home Phone ( ) Work Phone ( ) Cell ( )
Address City State Zip

Does child reside with both parents? 'Y N If NO, who does child reside with?

How may we contact you for upcoming appointments? Phone / Text / Email:

DENTAL INSURANCE POLICY HOLDER INFORMATION
Primary:
Insurance Company Name Insurance Phone ( )

Insured Name Insured DOB

Insured Employer Patient’s relationship to insured: _self _spouse _child _other

Insured ID# Group#

Secondary:

Insurance Company Name Insurance Phone ( )

Insured Name Insured DOB

Insured Employer Patient’s relationship to insured:  self _ spouse _ child __ other

Insured ID# Group#

I hereby authorize assignment of my insurance rights and benefits directly to Dr. K’s Dental Group for services rendered. I fully understand that I am solely responsible
for any balance not paid by my insurance company.

(Insured’s signature) (Date)

MEDICAL PLAN POLICY HOLDER INFORMATION

Plan Name Insurance Phone ( )
Name of insured Date of Birth ID Number
Policy Number Patient Relationship Policy

| hereby authorize assignment of my insurance rights and benefits directly to Dr. K’s Dental Group for services rendered. I fully understand that I am solely responsible
for any balance not paid by my insurance company.

(Insured’s signature) (Date)



CONSENT TO PROCEED/ POLICIES

Patient Responsibilities: We are committed to providing you with the best possible care and helping you achieve your optimum oral
health. Toward these goals, we would like to explain your financial and scheduling responsibilities with our practice.

Payment: Payment is due at the time services are rendered. Financial arrangements are discussed during the initial visit and a
financial agreement is completed in advance of performing any treatment with our practice. We accept the following forms of
payment Check, Visa, MasterCard, American Express, Care Credit, and Cash

Dental Benefit Plans: Your dental benefit is a contract between you or your employer and the dental benefit plan. Benefits and
payments received are based on the terms of the contract negotiated between you or your employer and the plan. We are happy to help
our patients with dental benefit plans to understand and maximize their coverage.

Our practice IS / IS NOT (circle one) a contracted provider with your dental benefit plan.

If we are a contracted provider with your plan, you are responsible only for your portion of the approved fee as determined by your
plan. We are required to collect the patient’s portion (deductible, co-insurance, co-pay, or any amount not covered by the dental
benefit plan) in full at time of service. If our estimate of your portion is less than the amount determined by your plan, the amount
billed to you will be adjusted to reflect this.

If we are not a contracted provider with your dental benefit plan, it is the patient’s responsibility to verify with the plan whether
the plan allows patients to receive reimbursement for services from out-of-network providers. If your plan allows reimbursement for
services from out-of-network providers, our practice can file the claim with your plan and receive reimbursement directly from the
plan if you “assign benefits” to us. In this circumstance, you are responsible and will be billed for any unpaid balance for services
rendered upon receipt of payment from the plan to our practice, even if that amount is different than our estimated patient portion of
the bill. If you choose to not “assign benefits” to our practice, you are responsible for filing claims and obtaining reimbursement
directly from your dental benefit plan and will be responsible for payment to our practice before or at the time of service.

Scheduling of Appointments: We reserve the doctor and hygienist’s time on the schedule for each patient procedure and are diligent
about being on-time. Because of this courtesy, when a patient cancels an appointment, it impacts the overall quality of service we are
able to provide. To maintain the utmost service and care, we do require two business days to reschedule an appointment. With less
than 48-hour notice, a fee of $ 50 or deposit to reserve the appointment time again, may be required. To serve all of our patients in a
timely manner, we may need to reschedule an appointment if a patient is fifteen minutes late or more arriving to our practice. To
reschedule an appointment due to late arrival, a fee of $25 or deposit to reserve the appointment time again, may be required.

Authorizations: 1 understand that the information I have given today is correct to the best of my knowledge. I authorize this dental
team to perform any necessary dental services that I may need and have consented to during diagnosis and treatment. (initial)

[ have read the above and agree to the financial and scheduling terms. (Initial)

[ hereby acknowledge that a copy of this practice’s Notice of Privacy Practices has been made available to me. I have been given the
opportunity to ask any questions I may have regarding this Notice. (initial)

[ hereby acknowledge that a copy of this practice’s Dental Materials Fact Sheet has been made available to me. I have been given the
opportunity to ask any questions I may have regarding this Fact Sheet. (initial)

Waiver or breach of contract: You agree that a waiver or breach of any term or condition of this agreement will not automatically void
any other term or condition of this contract and you agree to pay any costs and reasonable attorney fees involved with any lawsuit
involved with this agreement.

I consent to the use of my photographs for marketing advertisement, articles, lectures, and laboratory use.

I DO NOT consent to the use of my photographs.

[ have read the above conditions for treatment and payment and agree to their content, and understand that any use of the word “you”
in the above refers to me, the undersigned.

Permission to Contact: I give you my permission for you or your assignee to contact me by telephone or other means.

Patient name:
Signature: Date:

(Patient, legal guardian and authorized agent of patient)

Witness: Date:




