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Children’s Dentistry

Today's Date:

NOTE: The parent or Guardian who accompanies the child is responsible for payment at the time of service.

I 1. | Tell Us About Your Child

Child's Name
Gst

First M

Goes by: O mae [ remate

Siblings that we treat

Child’s Birthdate / { Child's Age

School Grade

f
Child’s Home #

SS#

Child’'s Home Address;

City State

Email Address:

IZ] Who may we thank for referring you to our oftice?

E] Mother’s Information

Name

Mother  Stepmother Guardian Birthdate i !

Employer
Work # ( . Ext.
Home # ( )

Cellular Phone # (_ )
SS# DL#

Father’s Information

Name

Father  Stepfather Guardian Birthdate / /

Employer
Work #( ) Ext.

Home # ( )
Cellular Phone # ( ).
SS# DL#

Name

5.‘1"‘0 is Accompanying the Child Today?

Relationship,

Do you have legal custody of this child? [ Yes

erson Responsible for Account

Name,

[ no

Relationship,

Billing Address

City ¢ Tp
Home# ___ )

(
Work #

7
Cellular # | J

E-mail

EAR
Primary Dental Insurance
Insurance Co. Name

Insurance Co. Address

[ 1)
Insurance Co. Phone # | ).

Group # (Plan, Local, or Policy #)

Policy Owner's Name

Relationship to Patient

Policy Owner’s Birthdate / /

Social Security #
Policy Owner's Employer

| 8'lecondary Dental Insurance

insurance Co. Name

Insurance Co. Address

f
Insurance Co. Phone # | )

Group # (Plan, Local, or Policy #)

Policy Owner's Name

Relationship to Patient,

Policy Owner’s Birthdate / /

Social Security #

Policy Owner's Employer
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Dental History Héa!th History

Is this your child's first visit to the dentist? Has the child ever had any of the following conditions?
If not, how long since the last visit to the dentist? Y N Abnormal Bleeding Y N Handicaps/Disabilities
Previous Dentist's Name ¥ N Allergies to any Drugs Y N Hearing Impairment
Were any x-rays taken at previous dental visits? ¥ N Ay Hosple! Saye Y Nlteart Dnasosinrur
3 Y N Any Operations Y N Hemophilia/Blood Disorders
Have there been any injuries to the teeth, face ormouth? ____
Y N Asthma Y N Hepatitis
If i
iading i Y N Cancer Y N HIV+/AIDS
Y N Congenital Birth Defects Y N Kidney/Liver Conditions
Y N Convulsions/Epilepsy Y N Rheumatic/Scarlet Fever
Why did you bring the child to the dentist today? Y N Pregnancy Y N Allergies to Latex Product
Y N Tuberculosis Y N Diabetes

Please discuss any serious medical conditions the child has had

Does the child have any of the following habits?

Y N Lip Sucking / Biting Y N Nail Biting
Y N Nursing / Bottle Habits ¥ N Thumb / Finger Sucking Please list all drugs the child is currently taking

Has the child ever had a serious or difficult problem associated

with previous dentalwork?  Yes  No Please list all drugs the child is allergic to

if yes, please explain

Child's Physician
Is the child’s water fluoridated? Yes No Phons ( »
Is the child taking fluoride supplements? Yes  No Is the child currently under the care of a physician? Yes No

Has the child ever had any pain or tenderness in his/her jaw/ Please describe the child's current physical heaith...

joint? (TMJ/TMD)? Yes No Good Fair Poor

Does the child brush his’her teeth daily? Yes No oo o . ; r
y? Our office is committed to meeting or exceeding

Flass his / her teath daily? Yes No the standards of infection control mandated by
OSHA the CDC, and the ADA.

| understand that the information | have given is correct to the best of my knowledge, that it will be held in the
strictest of confidence and it is my responsibility to inform this office of any changes in my child's medical status.
| authorize the dental staff to perform the necessary dental services my child may need.

Signature of Parent or Guardian Date Relationship to Patient

For Office Use Only

| verbally reviewed the medical / dental information above with the . Doctor's Comments
parent / guardian and patient named herein.

Initials Date
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KIDS WORLD CHILDREN’S DENTISTRY

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

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

(Please Print Patient’s Name)

(Parent’s Signature/Guardian’s Signature)

(Date)

FOR OFFICE USE ONLY

__ Individual refused to sign.

__ Communication barriers prohibited obtaining the acknowledgement.

___ An emergency situation prevented us from obtaining acknowledgement.

__ Other (please specify).




KIDS WORLD CHILDREN’S DENTISTRY
7001 INDIANA AVE SUITE #9
RIVERSIDE, CA 92506
P: 951-782-0093

F:951-782-0096

FINANCIAL AGREEMENT
PATIENT NAME:
PARENT/GUARDIAN’S NAME
DATE:

¢ You will be charged $50.00 PER CHILD for any appointment that is broken,
cancelled same day, or no showed without a 24 hour notice. (Initials)

o After completion of treatment/routine cleaning, | understand that it is my

responsibility to schedule an appointment to return in 6 months from the last
time seen to maintain good dental hygiene. (Initials)

¢ | understand that during treatment, additional procedures can be found and
additional fees will be implemented into the treatment plan. (Initials)

¢ Insurance verification & billing is done as a courtesy by our office. If for any
reason your insurance company does not pay their ESTIMATED co-payment or is
not eligible, you will be responsible for the remaining amount. (Initials)

Signature (Parent or Guardian) Date

If you have any questions, please feel free to ask the front staff..




