g ppleasant e ducatlonal Our practice is based on préventnve care.
We strive to teach gzod oral care that will enable yougchild toliavaral teattitulemile that lasts a litetime!

Tell Us About Your Child General Information
Today's Date: Who is accompanying the child today?

Child's Name: Name: Relation:
! Do you have I of this child? |

Child's Birthdate: / / Child's Age:

Whom may we

myl
Al

Nickname: | Male ‘emale Other siblings:

School: Grade: Previous / Present Dentist: Last Visit Date

Haobbies: Dentist's Phone #: ( )

Child" - Relative or Friend not living with you:
Child's Home #: ( \ 56 #: ative or Friend not living wit you:

Child's Home Address:

Name: Phone: (_____

Address: )

Who is responsible for account? Parent's Marital Status | Single [ Married Fartnered Widowed vorced eparated

Father | Step Father ] Guardian Mother tep Mather Guardian

Name: Birthdate: /_ / Name: Birthdate:_ [ ]
1

Addrese: (If different than Child's) Hm #: ( Address: (If different than Child's) Hm #: (

5 # DL # 5 #: N _DL#

Wk #: (_ Xt _ Cell/Other #: ( ) Wk #: ( ) Ext: Cell/Other #: ( N

Email: = Email:

Employer: o e

Employer's Address: Employer's Address: e

hsurance Co. Name: = —

Ineurance Co. Name:

Insurance Address: . N

nsurance Address:

naurance Fhone: ( )

up # (Plan, Local, or Policy #):

roup # (Plan, Local, or Folicy #):

Release

Insurance Co. and | assign all insurance benefite otherwise payavie Lo me. | understand that

l—\

is signature on all my insurance submissions,

ertify 1
| am resp

e dentist to release all information necessary to secure the payment ¢ f benefite. | autho

rize

le that my Insurance does not cover. | hereby authorize

t and deduc

sible for payment of services rendered and also re '~[".m~31t'\.~ for paying any copayme
whether

manual or electronic

COhﬁnued on Back



__ (Also known as Redux or Fondimin.) If so, when?

Has the child experienced the following medical problems?

Why did you bring the child to the dentist today? _

N Abnormal Bleeding / Herm;vrr\i;a N Heart Murmur
N ADD/ADHD ) Hr‘path ] .|
i . - N AIDS/HIV4 N  High Blood Pressure
Has the child ever taken any diet pills such as Phen-Fen? } y _ ¥y
Anemia Hives

; ; e N Any Hospital Stays/( Jpz':'giﬁm':c? N Kidney / Liver Problems
|5 the child currently in pain? | N b ) - ) . L
3 N Artificial Bones/Joints/Valves | Low Blood Pressure
Does the child require antibiotice before dental treatment? es 1 N M Acthms N Lunle
. \athma v LUpus

Has the child ever had a serious/difficult problem associated with N Cancer N Measles
previous dental worke | N Chicken Pox | Mitral Valve Prolapse
ls the child's water fluoridated? . | N Y N Congenital Heart Defect } Mononucleosis

N N  Convulsions N Prosthetics

s the child taking fluoridated supplements? ¢ |
Rheumatic Fever

Has the child ever had any pain/tenderness in his/her Diabe
jawjoint (TMJ/TMD)7 es LI N N f;mr"rwy

N carlet Fever

Does the child brush his/her teeth daily? i | N rv’l‘f‘"""i to HIV, but Neg. N ickle Cell Disez
e ] >, Handicaps/Disabilities ! Skin Rash
Floss his/her teeth daily? andicay /Disabilities Skin Rz
Hearing Impairment N Tuberculosis (TB)

Child's Physician: ___

. L Are the child's immunizations urrent?
Phone #: Date of Last Visit:

Anything you would like to discuss with the Doctor in privates

|5 the child currently under the care of a physician?

Please discuss any serious medical problems the child experiences/ea:
Please describe the child's current physical health: e et l

[ | f | ———

il ran I

Please list all prescription / over the counter or herbal supplement drugs — —

that the child is currently taking:

Nursing Bottle Habits

x Y N hewing on Objects N peech Problems
Clenching/Grinding Teeth N  Thumb/Finger Sucking
¢ 9 Y

Biting

P N  Mouth Breather N Tongue Thrust

— | affirm that the information | have given is

N Latex N Metals/Nickel N Plastic N Nail Biting N Used Pacifier

Our office is HIPAA compliant and is committed to meeting or exceeding the standards of infection control mandated by OSHA, the CDC and the ADA.

and it is my responsibility to inform this

orrect to the best of my knowledge. It will be held in the strictest confidenc

+ffice of any chahges in my child's medical status. | authorize the dental staff to perform the necessary dental services my child may need.

‘1 ,' ‘

rm

OFFICE USE ONLY OFFICE OFFICE USE ONLY

| have verbally reviewed the medicalldental information above with the parent/guardian & patient named herein
Signature of Dentist

Dentist's Commente:

Medical History Update

Has there been any change in your child's health statue since their last visit? LI ' N —
POt i Parent/Guardian Signature

If Yes, please explain.

B | Dentist Signature

ere bee C ae - ~hild's health status since their last visits | T T - u
Has there been any change in your child's health status since their last visibe LI T L Parent/Guardian Signature

If Yes, pleage explain.

Dentist Signature
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Financial Policy

The Exchange Dental Group strives to be punctual, therefore we ask that our
patients keep their appointments and also arrive on time. If a patient must cancel an
appointment, we require at least 24 hours notice, with the exception of Sunday
appointments which must be cancelled by Friday 12pm the latest. There will be a $100
charge for EACH appointment missed or not cancelled 24 hours prior to the
scheduled time, or by Friday 12pm respectively.

The Exchange Dental Group will make every effort possible to assist our patients
with their insurance, however please keep in mind that dental insurance is a contract
between the insurance company and the patient, not the dental provider. Itisup to the
patient to fully understand his/her benefits to ensure the appropriate disbursement of
benefits under the terms of each individual plan.

It is the patient’s responsibility to notify The Exchange Dental Group should there
be any change in the insurance plan. It is also the patient’s responsibility to notify us of
any dental procedures that have been done in other dental offices that may reduce the
insurance benefits available for the year.

As a courtesy to our patients, The Exchange Dental Group provides a treatment
plan of which includes an estimate of the recommended treatment, the expected coverage
from the dental coverage as well as the patient’s copayment respectively. Benefits
quoted to you are only an estimate provided by the insurance company and not a
guarantee of payment or eligibility at the time the services are performed. The
Exchange Dental Group will submit claims and accept the assignment of benefits from
the insurance company on behalf of the patient provided the patient pays their co-
payment for each visit, due at the time of treatment, unless prior arrangements have been
made, as we offer various financial programs to assist our patients with affordable
monthly payments.

In the event that the claim is not paid by the insurance company within 30 days,
the balance becomes the patient’s responsibility and is due immediately. Any balances
that remain unpaid after 90 days will be turned over to collections.

* Please note that a $25 returned check fee will be added to the balance for all returned
checks.

A misunderstanding can be an obstacle in establishing a successful relationship. If
at any time you have a question regarding treatment, fee or service, please discuss it with
us promptly and openly.

I, the undersigned, have read and understood the above and I consent to all the
terms and conditions set forth in this agreement.

Signature Date




