Child Health/Dental History Form

Patient's Name Nickname Date of Birth
LAST FIRST INMIAL
Parent's/Guardian’'s Name Relationship to Patient
Address
PO OR MAILING ADDRESS feiing STATE ZIP CODE
Phone Sex MO FQO
Home Waork
Have you (the parent/guardian) or the patient had any of the following diseases or problems? ............ SRR R o) 1o 'EYNo

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 U Cancer U Epilepsy O HIV +/AIDS U Maonenucleosis 0 Thyroid

J Arthritis U Cerebral Palsy 1 Fainting U Immunizations I Mumps W Tobacco/Drug Use
J Asthma U Chicken Pox 1 Growth Problems 3 Kidney J Pregnancy (teens) 4 Tuberculesis

0 Bladder Q Chronic Sinusitis Q Hearing U Latex allergy 1 Rheurnatic fever Q Venereal Disease
) Bleeding discrders U Diabetes O Heart a Liver 1 Seizures J Other,

U Bones/Joints O Ear Aches 3 Hepatitis Q Measles O Sickle cell

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

Name of Physiclan Phone

Child's History Vi
1. Is the child taking any prescription and/or over the counter medications or vitamin supplements at this tiMe7 ......occveevivvevevrrsrersrsrerennns. 1. 0
If yes, please list:
2. Is the child allergic to any medications, i.e. penicillin, antibiotics, or other drugs? If ves, please explain: 2.
3. ls the child allergic to anything else, such as certain foods? If yes, please explain: 3
4. How would you describe the child's eating habits?
5. Has the child ever had a sericus lliness? If yes, when: Please describe: 5.
5]
7
8
9

Has the child ever DBEN NOSPIEHZEAT ......c.cviiiiiiiiiiiii it essese e e saaarssresesesesesesesssenesessesseseeee s eeeeesoeeseeeeeeseseseres 6.
. Does the child have a history of any other illnesses? If yes, please list: T
. Has the child ever received a general anesthetic?
. Does the child have any inherited problems?.........
10. Does the child have any speech difficulties?....
11, Has the child ever had a blood transfusion?.............
12. Is the child physically, mentally, 0r 8BMOtONAIY IMPAITEAT . .......cviviiiiriiiiiineris et ecssesseeeseeesesssesesseeoess £hseas s e ettt sesasteeesesteeereeeeesse s
18. Does the child experience excessive bleeding WHen GULT ..........oocooeereeeeeeeeeeeesee oo i
14. s the child currently being freated for 8Ny INESSEST ....oveorieeiereeeer e
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: 18,
16. Has the child had any problem with dental treatment in the BB v R T R e esbasmn s R Cr R IR, i
17. Has the child ever had dental radiographs (x-rays) exposed?
18, Has the child ever suffered any injuries to the Mouth, NEAd OF TEETNT v.vovee oo
19. Has the child had any problems with the eruption or shedding of teeth? .
20. Has the child had any orthodontic treatment?

24. How many times are the child’s teeth brushed per day? When are the testh brushed? 24,
25. Does the child suck his/her thumb, fiNGBrs Or DACHIEI?........voviverreiieseeeerscoieereiessrss s s issseess Tt g T s ey, PR 25.
26. At what age did the child stop bottle feeding? Age Breast feeding? Age :
27. Does child participate in active reCreational BCHVIEIEST ..........ierreririeiriis it eereesssseesseessesseesees s ees e e se s ee e s e et s e see e oo 27.
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NQTE: 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: O Medical Alert  J Premedication O Allergies 1 Anesthesia  Reviewed by

Dats




HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use or disclose protected health
information. The notice contains a patient’s rights section describing your rights under the law. You
ascertain that by your signature you have reviewed our notice before signing this consent.

The terms of the notice may change, if so, you will be notified at your next visit to update your
signature/date.

You have the right to restrict how your protected health information is used and disclosed for
treatment, payment or healthcare operations. We are not required to agree with this restriction, but if
we do, we shall honor this agreement. The HIPAA (Health Insurance Portability and Accountability Act of
1996) law allows for the use of the information for treatment, payment, or healthcare operations.

By signing this form, you consent to our use and disclosure of your protected healthcare information
and potentially anonymous usage in a publication. You have the right to revoke this consent in writing,
signed by you. However, such a revocation will not be retroactive.

By signing this form, | understand that:

e Protected health information may be disclosed or used for treatment, payment, or healthcare
operations.

* The practice reserves the right to change the privacy policy as allowed by law.

e The practice has the right to restrict the use of the information but the practice does not have to
agree to those restrictions.

e The patient has the right to revoke this consent in writing at any time and all full disclosures will
then cease.

® The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, or send a text to you to confirm appointments? YES NO
May we |leave a message on your answering machine at home or on your cell phone? YES NO
May we discuss your medical condition with any member of your family? YES NO

If YES, please name the members allowed:

This consent was signed by:

(PRINT NAME PLEASE)

Signature: Date:

Witness: Date:




PATIENT FINANCIAL RESPONSIBILITY, ASSIGNMENT AND RELEASE AGREEMENT

Dental treatment is an excellent investment in you and your family’s health and wellbeing. We recognize
that long range economy is of prime concern as well. The following rights and responsibilities are
outlined below to aid in understanding our future dental relationship.

INSURANCE VERIFICATION AND ASSIGNMENT

e | certify that the information | have provided about my active dental insurance coverage is correct to
the best of my knowledge.

e | authorize the release of any dental/medical records or other information including diagnosis and
treatment rendered to me, as requested by my dental insurance carrier.

e | authorize assignment of benefit payment(s) from my insurance carrier(s) directly to the assigned
dental office and the practitioner who provided service(s) to me.

Patients Initials

FINANCIAL RESPONSIBILITY

| understand that payment in full is expected at the time of my appointment. | understand that if | come
on the day of my appointment without one of the acceptable forms of payment listed below, the office
has the right to reschedule my appointment. We also believe financial considerations should not be an
obstacle to obtaining treatment. In situations involving large treatment plans, we provide the following
payment options.

AFFORDABLE MONTHLY PAYMENT PLANS (SUBJECT TO APPROVAL). These are third party financing
arrangements specifically designed for dentistry and related specialties.

In the event the charges incurred are not paid in full when due and collection action is instituted, |
understand | am responsible for the additional costs associated with such collection activity. The
collection costs may include and are not limited to collection agency fees, attorney fees, court costs
and/or any other expenses incurred in its collection as allowable by law.

CANCELED AND MISSED APPOINTMENTS

I understand that if | find it impossible to keep a scheduled appointment, | must give office a 24 hour
notice so that another patient may use the time reserved for me. If not, there will be a charge of $50.00
for missed appointment or late cancellations.

PATIENTS WHO HAVE DENTAL INSURANCE BENEFITS

Payment is expected on the day of treatment unless other arrangements have been made prior to the
appointment. As a COURTESY, we will submit the fees for your treatment to your insurance company on
your behalf. However, the financial responsibility and legal obligation for any uncovered treatment
remains with you, including any remaining balance, even though an estimated co-payment may be
collected at the time of your appointment. We will attempt to gain as many benefits as possible from
your insurance for the services provided but your insurance policy is a contract between you and your



insurance company; we are not a party to that contract. We accept assignment of benefits as a courtesy
to our patients. Any claim not paid by your insurance carrier within 120 days will be billed to you, the
patient. If needed, a pre-treatment estimate will be sent to your insurance company to determine what
benefit you may receive. Patients are responsible for any ‘patient portion’ not covered by insurance,
which will be due at the time of service. Please be advised, this is an ESTIMATE and not a promise or
guarantee of coverage from the insurance carrier.

Patient/Responsible Party Signature Date

Patient/Responsible Party Name



Temp

Patient Advisory and Acknowledgment
Receiving Dental Treatment During the COVID-19 Pandemic

Dear Patient:

You have come to our office today for a routine dental evaluation and/or treatment that will be

done
during the COVID-19 pandemic. Please be advised of the following;

*While our office complies with State Health Department and the Centers for Disease

Control and Prevention infection control guidelines to prevent the spread of the COVID-19

virus, we cannot make any guarantees,

*Our staff are symptom-free and, to the best of their knowledge, have not been exposed to
the virus. However, since we are a place of public accommodation, other persons (including

other patients) could be infected, with or without their knowledge.

To reduce the risk of spreading COVID-19, we have asked you a number of “screening”
questions below. For the safety of our staff, other patients, and yourself, please be truthful and

candid in your answers.

Please Answer “Yes” or “No” to the following questions:
ARE YOU CURRENTLY AWAITING THE RESULTS OF A COVID-19 TEST?
DO YOU HAVE A FEVER?
DO YOU HAVE ANY SHORTNESS OF BREATH?
DO YOU HAVE A DRY COUGH?
DO YOU HAVE A RUNNY NOSE?
DO YOU HAVE A SORE THROAT?

DO YOU HAVE SNEEZING, WATERY EYES. AND/OR SINUS PAIN/PRESSURE
THAT IS UNUSUAL AND NOT RELATED TO SEASONAL ALLERGIES?

HAVE YOU EXPERIENCED HEADACHES, FATIGUE. OR WEAKNESS?
HAVE YOU LOST YOUR SENSE OF TASTE AND/OR SMELL?
WITHIN THE LAST 14 DAYS, HAVE YOU TRAVELLED TO ANY FOREIGN COUNTRY?

WITHIN THE LAST 14 DAYS, HAVE YOU TRAVELLED WITHIN THE UNITED STATES?
IF SO, WHERE?

YES/NO
YES/NO
YES/NO
YES/NO
YES /NO

YES /NO

YES /NO
YES/NO
YES/NO
YES /NO

YES/NO

Patient Signature Date



Glowing_ Bmites

Patient Photo Release Form

Patient Name DOB

| , hereby authorize Glowing Smiles or any of their
assignees to take photographs, slides, and videos of my teeth, jaws, and face.

| understand that these will be used as a record of my care, and may be used for communication with
other health care professionals, educational publications (dental journals), and educational lectures.

The content may also be used for advertising purposes (including website publication, social media such
as facebook/instagram posts, etc).

| further understand that if the photographs, slides, and videos are used in any publication or as a part
of a demonstration, my identifying information (first name only) could be used unless stated differently
below. | do not expect compensation, financial or otherwise, for the use of these photographs.

If | wish to revoke this consent, | may do so in writing.

Please initial one option:

I do not mind if my photographs are used in any of the above stated situations.

I only agree to have my teeth shown without any identifying features.

| decline the use of my imaging records.

Parent/Guardian Name Date

Parent/Guardian Signature




