~HILD'S REGISTRATIC""

PATIENT REGISTRATION . DATE _
Patient Name Nicknama ______ Birthdate . SexMF
Address ) Phona

School _ Grade Age

Father's Name Mother's Name

Referred by

PERSON RESPONSIBLE FOR THIS ACCOUNT

Responsible Party's Name Relationship to Patient

Street Address Phone
Employer Years Employed Soc. Sec. No.
Business Addrass Phone

FOR PATIENTS COVERED BY INSURANCE :
Subscriber's Name Employee ID# __.__________ Rithdate __________ Soc. Sec. No.

Employer Business Address Insurance Co.
Group No. Deductible Met? Yes No Max Benefit$ ________ Benefit Year
Patient's Relation to Subscriber: Self Spouse Dependent Have You Used Your Dental insurance This Benefit Year? Yes No

SECONDARY INSURANCE (If covered by more than one dental plan)

Subscriber's Name __ Employee |lD#___________ Binhdate _________ Soc. Saec. No.

Employer Group No. insurance Co. ”
Relationship to Patient '

MISSED APPOINTMENTS

No charge will be made for rescheduling an appoiniment provided 24 hours nolice s givan. Otherwise a minimum charge of §25.00 per half hour missed will bo ineum
Once an appointment has been made, pleass remember this time has been reserved spacifically for you, o

SERVICE CHARGES ' o
Be advised the policy of this office is Interest o 1.5% per month (18% ANNUAL PERCENTAGE RATE) will be applled to alt accounta over 80 days, regardlm o! the
insurance involvement. There will be a $20.00 handling fee for any RETURNED CHECKS. :

INSURANCE ASSIGNMENTS '
if this office is able to accept yeur insurance compeny's asaigriment, it does not absolve tha patlent of full mponulblﬁw for the charges in full for the !natmomm
The estimate provided by this office is considered as a guideling until the final insurance payment s received and the palient's acoount has bean reconclled, This offioe -
can make no guarantee of the insurance payment as estimated. The agreed upon payment pian for the patients estimated portion must be kept current or the .~
assignment will be cancelled and the full amount wili become due and payable. Claims are submitted promptly alter treatment is rendered, and if not paid by patiert's
insurance company by the 81st day aftar treatment, will b billed in full to the patient. Qur administrative stali prides itself an helping our patients maximize their bmdﬁ.
We ara always available to answer your questions.

i

COLLECTION FEES
Fees incurred 1o enforce payment raquired by this agraement will be paid by the delinquant client whose fallure lo pay required seid costs to be incurred. Submimto
treatment implias consent as outlined in this service agreement,

FINANCIAL CONSENT R
I agree to be fully responsible for total payment of procedures perfarmed in this office, including any ireatment nol a benefit of any dental insurance the patientmay ~
have, | certify | have read, undsrstood, and agreed fo this. | authorize release of any information conseming my (or my child's) health care, advice and treatmant.
provided for the purpose of avaluating and adminigtering claims for insurance benetite. | authorize release of any information concerning my (or my child's) health cm. :
advice and treaiment to another dentist. | hereby autharize payment of insurance benefits diractly lo the dantist or dental group, otherwise payable to me.

Patient's Slgnature ' Date:
(Parent’Guardlan if patient ls a minor}




Dental History

Date of last dental visit Type of treaiment

Date of last Bitewing X-Rays ' :

Does the child have any current dental complaints? - Yo8 No
Nature of complaint

Has the child had any UNNAPPY ABIMAL BXDBHBINCEE?......mwrwmmramsrmassessresmtss st 81155 1 15 Yes No

Does the child have any mouth habits? e 351851 Yes No
Circle those which apply: Pacifier « Nail Biting * Finger/Thumb sucking » Mouth Breathing

Has the child ever eXPEriBNCEE 8 NBAG INJUNY?...........c.ocemmsimsi s s s 315335 515815505555 811 Yes No

Has the child aver 18CeiVEd & LOO OF MOUN IMUIY?...c.v.cereremm oot s s 53155551 5 e Yes No
Please describe injury

Does your child exhibit any unusual speech habits? OO, . Yes No

Has your child evar had OrNOBOMEC ITBAIMIBNLT ...........eeoeemcetrir st s st oo e s s s ot s s Yes No

. When?

How often doas your child brush his/her teeth?

How often does your child floss histerteeth? . . .. .. .. oo o e e

Do you assis! your child in brushing and flossing?.... RTINS - B | i

Is fluoride taken in any form? ... S, e YO8 NG

How does your child feel about dental visils?

Do you desire complete dental services for your child? s, 188 NG
Health History

Is the child currently under the care of a physician?................ Yes No s the child allergic to peniciliin or any other drugs?.............. Yes No

Name Phone # Any Other AHBTGIBST ...t s Yos Mo

Is the child receiving any medication or drugs?.........ccwnu Yes No What

Has the child ever been hospitalized? ... Y88 No Does the child have any emotional problems? ... Yes No

When? ' For What?

Has chiid any histery of or difficulty with any of the following:

Alcohol use No DIBDBLES ... Yes No Liver.......... o Y88 NO
- ANBMIA o No Eating disorder..............c.cmmnne Yes No Malignancies..............umm Yes No
ASHMA ..o No Epilepsy Yes No MBaSIES...........ocrecson Yes No.
Bladder....... .o e Y88 - NO .. Fainting. Yes No... - Mononuclaosis ..o Y88 --NO._
Blood transfusion.. No  Hearing Yes No MUMPS....coececrrcon. Yes No
Cerebral palsy.......corerrnn Yes No HoarMUIMUL ....c.ooerescsrsncn Yes No Rheumatic fever ... Yes No
ChICKBN POX ..o Yes No Hepatitis Yes No TRYIOI. ... Yes No
ChHIOMC SINUS. c..cvcoererccrr Yes No HIV infection (AIDS).........conmn Yes No TODRCCO UBG ..oroccrrrrinrnns Yes No
Convulsions Yes No Kidney Yes No Tubsrculosis Yes No
Any other medical conditions not listed? - Yes No .
May we requast release of your child's medical records for our reference? Yes No

i have answered the above questions to the best of my ability and to the best of my knowledge the infarmation Is true and correct. | hereby gm luﬂ\orlw .
to the dentist(s) in charga of the care of the patient whose name appears on this Health History form, to administer such anesthetics, analgesics,
sedatives, nitrous oxide sedation and to perform such operations as may be deemed necessary or advisable in the diagnosis and treatment of this pathnt

Signature Relation to Child Date

Staff signature Dr. Initiat



