
DENTAL INFORMATION
 

Are you concerned about the appearance of your child' s teeth for any 
What prompted you to seek dental care at this time for your child? reason? DYes D 

Does your child brush hislher own teeth? D Yes D No 
How long since your child has been to the dentist? _ 

How often does your child brush hislher teeth? _ 
What was done then? _
 

Does your child use dental floss? DYes D No
 
Are you satisfied with past dental care for your child? D Yes D No 

Do your child's gums bleed when brushing or flossing? D Yes D No 
Has the fear of discomfort kept your child from regular dental visits? 

D Yes D Have you ever been told your child has periodontal (gum) disease? 
DYes D No 

Why are you changing dentists? _ 

Are you aware of any swelling or lump in your child 's mouth? 
Has your child lost any teeth prematurely? DYes D No DYes D No 

Why? _ Does your child grind or clench hislher teeth? DYes D No 

Are any of your child 's teeth sensitive to: Are you aware of your jaw clicking, popping or making grating-like 
noises? DYes D NoD Heat D Cold D Biting Pressure 

Has your child ever had TMJ treatments? DYes D NoHas your child had braces or any orthodontic treatment? DYes D No 

Does your child have cleft lip or palate? D Yes D No 

CONSENT: The undersigned hereby authorizes the Doctor to take X-rays, study models, photographs, or any other diagnostic aids deemed appropriate 
by Doctor to make a thorough diagnosis of my child's dental needs. I also authorize Doctor to perform all recommended treatment for my child agreed 
upon by me and to use the appropriate medication and therapy indicated for such treatment. I understand that using anesthetic agents embodies a certain 
risk. I understand that responsibility for payment for dental services provided in this office for myself or my dependents is mine, due and payable at the 
time services are rendered unless other arrangements have been made. In the event payment is not received by the agreed upon dates, I understand that a 
monthly 1.5% finance charge (18% APR) or $2 monthly rebilling fee, whichever is greater , may be added to my accoun t. In the case of default of 
payment I will additionally pay any collection costs and reasonable attorney fees incurred to effect collection on this account. 

Patient (or Guardian) Signature Date _ 

IF YOU HA VE DENTAL INSURANCE ••• • Please complete the following thoroughly. We can place the information into our computer and bill your 
insurance carrier automatically. This service is FREE to you. A completed and signed insurance form MUST be provided on each visit unless otherwise 
informed by this office. As an additional courtesy, our office will accept assignment of benefits if you sign the release below. 

PRIMARY INSURANCE SECONDARYINSURANCE I
 
Insured's Name Birth date Insured's Name Birth date 

Social Sec # Employee ill # Social Sec # Employee ID # 

Insurance Company Insurance Company 

City State City State 

Phone # ( ) GrouplLocaJ # Phone # ( ) GrouplLocal # 

Effective Date Relation to Patient Effective Date Relation to Patient 

Insured' s Employer Insured 's Employer 

How long with Company? How long with Company? 

ASSIGNMENT OF INSURANCE BENEFITS: I hereby authorize and request my Insurance Company to pay directly to the Doctor the amount due on 
my claim for services rendered to me or my dependent. I further agree that should the amount be insufficient to cover the entire dental expense, I will be 
respons ible for payment of the difference. 

SIGNED Date _ 


