SS/HIC/Patient ID #

Date

as completely as ybu  can. If you hmre questions we’ll be
glad to help you. We look forward to working with you
in maintaining your child’s dental health.

Birthdate

Name of Minor/Child

Sex[ M [F Age

Last Name First Name Middie Initial
Nickname Hobbies Cell Phene ( )
Home Address oo Ciy — %
Mailing Address
Street City State Zip
School Name School Phone ( )
Person financially responsible Home Phone ( ) Work Phone ( )
Whom may we thank for referring you?
Father's/Guardian's Name Mother's /Guardian's Name
Address (if different from patient's) Address (if different from patient’s)
Home Phone [Tﬁe)mnm Work Phone {ffﬁ'—rﬂ?rgsm Home Phone (%Jm Work Phone (ﬂd—iﬁm)em
E-mail E-mail
Employer Employer
Soc. Sec. # Birthdate Soc. Sec. # Birthdate

Do you have dental insurance coverage for minor/child? [] Yes []No

Plan Name Phone ( )
Address
Group # Policy #

Is your child eligible for treatment under Medical Assistance? []Yes [JNo

Do you have dental insurance coverage for minor/child? [ Yes [] No

Plan Name Phone | )
Address
Group # Palicy #

Child's Medical Assistance LD. #

DENTAL HISTORY

Date of last visit to a dentist For what service?

YES NO YES NO
Has child complained about dental problems? ........ EIlRE] Is fluoride taken in any fOrM? ....ccccuvemmmeeressesssssees [l [=]
Does child brush teath daily?.....c.ceeeiemmcersisinmnsenins | 5 Any injuries to mouth, teeth, head? ... O (]
Does child use floss every day? «...wisinreeiies I S E] Any unhappy dental eXperiences? . ..«wwssrssines [Ee=]
Any mouth habits - thumbsucking, nail biting, mouth breathing, pacifier, sleeping with bottle, 816? ..o =i =E

{Vers,D288504)

Please Complete Both Sides
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Minor/Child's Physician City/State

Date of last physical examination Results

YES NO
Is Minor/Child under care of physician nOW? «...coeieerreinnenes O O Medications

Receiving any medication or drugs? =

Ever been hospitalized? 1

Ever had surgery? ... O Allergies

Is there excessive bleeding when cut? |

Has minor/child had any history of or difficulty with any of the following? If yes, please check (v/).
JALD.S/MH.LV. L] Cerebral Palsy ! Epilepsy [ Kidney Disease
[ Anemia [C] Chicken Pox [ Fainting [ Liver Disease
[ Asthma [[] Convulsions [l Hearing Problems ] Measles
[C] Bladder Problems [[] Diabetes [ Heart Problems LI Mononucleosis
] Cancer [C] Drug/Alcohol Abuse [[] Hepatitis ] Mumps

In the event of an emergency, whom should we contact?

Name Relationship Phone (

[] Rheumatic Fever
[ Sinus Problems
[] Thyroid Disease
[J Tuberculosis

] Other

)

Name Relationship Phone ( )

AUTHORIZATIONS

To the best of my knowledge, the above information is complete and correct. | understand that it is my responsibility to inform
my doctor if my minor child ever has a change in health.

Minor/Child Consent
| am the parent, guardian, or personal representative of

Flease Print Name of Minor/Child
and there are no court orders now in effect that prohibit me from signing this consent. | do hereby request and authorize the dental
staff to perform necessary dental services for the child named above, including but not limited to x-rays, and administration of
anesthetics, which are deemed advisable by the doctor, whether or not | am present when the treatment is rendered.

Insurance Assignment and Release

| certify that my dependent(s) is covered by insurance with _ - and assign directly to
Mame of Insurance Company(ies)

Dr. all insurance benefits, if any, otherwise payable to me for services
rendered. | understand that | am financially responsible for all charges whether or not paid by insurance. | authorize the use
of my signature on all insurance submissions.

The above-named doctor may use my minor/child’s health care information and may disclose such information to the above-
named Insurance Company(ies) and their agents for the purpose of obtaining payment for services and determining
insurance benefits or the benefits payable for related services. This consent will end when the current treatment plan is
completed or one year from the date signed below.

Signature of Parent, Guardian or Personal Representative Date

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

UPDATE

TO BE COMPLETED AT LATER VISIT
Has there been any change in patient’s health since last dental appointment? []Yes [ No

If yes, please describe

Is patient taking any new medications? [IYes [INo If yes, please list

\ Date Parent/Guardian Signature

Date Dentist Signature
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ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

*You May Refuse to Sign This Acknowledgement*

I, , have received a copy of this
office’s Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

[] Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

Lo

Other (Please Specify)
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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 IS IMPORTANT TO US.

OUR LEGAL DUTY

We are reguired by applicable federal and state law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice
takes effect 4/15/03, and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such
changes are permitted by applicable law, We reserve the right to make the changes in our privacy practices and the
new terms of our Notice effective for all health information that we maintain, including health information we creat-
ed or received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for addition-
al copies of this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider pro-
viding treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare oper-
ations. Healthcare operations include quality assessment and improvement activities, reviewing the competence or
qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training
programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare opera-
tions, you may give us written authorization to use your health information or to disclose it to anyone for any pur-
pose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use
or disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization, we
cannot use or disclose your health information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient
Rights section of this Notice. We may disclose your health information to a family member, friend or other person
1o the extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that
we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of
(including identifying or locating) a family member, your personal representative or another person responsible for
your care, of your location, your general condition, or death. If you are present, then prior to use or disclosure of your
health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your
incapacity or emergency circumstances, we will disclose health information based on a determination using our
professional judgment disclosing only health information that is directly relevant to the person's involvement in your
healthcare. We will also use our professional judgment and our experience with common practice to make reason-
able inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or
other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications
without your written authorization.

Required by Law: \We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that
you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may dis-
close your health information to the extent necessary to avert a serious threat to your health or safety or the health
or safety of others.
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