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Patient’s Name Nickname Date of Birth
LAST FIRST INITIAL
Parent's/Guardian’s Name Relationship to Patient
Address
PO OR MAILING ADDRESS CITY STATE ZIP CODE
Phone Sex MO FQ
Home Work
Have you (the parent/guardian) or the patient had any of the following diSEases Or ProBIEMS? .....cc.vviiiiiie i dYes QNo

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:

a Anemia Q Cancer U Epilepsy Q HIV +/AIDS Q Mononucleosis d Thyroid

U Arthritis Q Cerebral Palsy 4 Fainting O Immunizations 4 Mumps 4 Tobacco/Drug Use
Q Asthma QA Chicken Pox 4 Growth Problems Q Kidney 4 Pregnancy (teens) d Tuberculosis

U Bladder 4 Chronic Sinusitis 4 Hearing U Latex allergy 4 Rheumatic fever 4 Venereal Disease
U Bleeding disorders U Diabetes 4 Heart Q Liver 4 Seizures Q Other.

1 Bones/Joints QA Ear Aches O Hepatitis 4 Measles Q Sickle cell

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

Name of Physician Phone
Chlld 3 HIS'#OI"Q Yes No
Is the child taking any prescription and/or over the counter medications or vitamin supplements at this time? ...........c.ovvvviiiiiiii e, 1.0 Q
If yes, please list:
2. Is the child allergic to any medications, i.e. penicillin, antibiotics, or other drugs? If yes, please explain: 2.0 0
3. Is the child allergic to anything else, such as certain foods? If yes, please explain: 3. 4a Q
4. How would you describe the child’s eating habits?
5. Has the child ever had a serious illness? If yes, when: Please describe: 5.
6. Has the child ever DEEN NOSPITANIZEA? ... ..ciiiiiiiie et e e e e e e e e e e e e e e et ettt ettt et e e e e e e e e e e e e e e e eeeeeeeeee s 6.
7. Does the child have a history of any other illnesses? If yes, please list:
8. Has the child ever received a general anesthetic? .......
9. Does the child have any inherited problems?...............
10. Does the child have any SPEECH AIffICUIIES? ... ... .o oot e e e e e e e e ettt ettt ettt bbb e e e e e e e e eaaaaas 10.
11. Has the child ever had @ DIOO trANSTUSIONT ....... it b et e e e e o e ettt et e e e e e 4ottt et e e e e e e e e 11.

12. s the child physically, mentally, or emotionally impaired?
13. Does the child experience excessive bleeding when cut? .. .
14. Is the child currently being treated fOr @NY IINESSES? ....iii ittt e oottt et e e e o4ttt ettt e e a4 e e ettt e e e e e e e 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:

| S I I iy Wy
[ i iy Wy

16. Has the child had any problem with dental treatment iN the PAST? ... e e 16.

17. Has the child ever had dental radiographs (x-rays) eXposSed? ...........oovuvriiiiiiiieiiiiiiiiiiiiiieeee .

18. Has the child ever suffered any injuries to the Mouth, Nead OF TEETNT ... ....i et s e e e e e 18.

19. Has the child had any problems with the eruption or Shedding Of TEETN? ... e e 19.

20. Has the child had any orthodONTIC trEAIMENTT? ... i i et e e e e e e e e e e e e e et e et e b ettt e e e a e a2 e e e e e e e e eaaaaessbasseees 20.

21. What type of water does your child drink? Q City water Q Well water Q1 Bottled water (Q Filtered water

22. Does the child take fluOride SUPPIEMENTS? ... . ... i oo £ttt e 4o e e e e e e e e e e e e e e e teeeeeeee s bt 22.Q Q
23. Is flUOKide 100tRPASTE USEU? ... ... et oo e e oo e e e e e e e et e i ettt e e e e e e e e e e e e e e e ettt 23. Q Q4
24. How many times are the child’s teeth brushed per day? When are the teeth brushed? 24, 4 Q
25. Does the child suck his/her thumb, fINGEIrS OF PACITIEI? ........iiiiiiii bttt e e 25. a0 Q
26. At what age did the child stop bottle feeding? Age Breast feeding? Age

27. Does child participate in active reCreatioNal @CTIVITIES? ... .. vuuiuuiiiiiiie ettt e e e e e e e e e e e e e e et ettt ettt e e e e e e e e e e e e e aaeaaaaarae 27.Q Q4

NOTE: 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: Q0 Medical Alert Q1 Premedication Q Allergies 1 Anesthesia  Reviewed by
Date

© American Dental Association, 2006 To Reorder call 1-800-947-4746
Form S707 or go online at www.adacatalog.org
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McDonald Family Dentistry
Patient Financial Policy

Our office wants all of our patients to be able to comfortably afford dental care. We proudly
offer the following financial policy so that our patients can have the opportunity to decide
which payment option best suits your needs.

Insurance:

We are committed to providing you with the best possible dental care. If you have dental
insurance, we will help you receive your maximum benefits and we are pleased fo file a claim
for you at no charge. Most dental insurance plans do not cover 100% of your cost of freatment.
Because of this, you will be asked to pay your deductible and your co-payment for the charges
on the day the service is rendered. We will estimate as closely as possibly your coverage, but
we can make no guarantee of any estimated coverage. Because the insurance policy is an
agreement between you and your insurance company, the ultimate responsibility for all
charges lies with you. If after 60 days the insurance company has not paid on the claim, you
will be responsible for the total balance including finance charges (1.5% per month). Please be
sure to follow-up with your insurance company to ensure payment of claims submitted.

Payment Options:
1. Cash or Check is gladly accepted. No post-dated checks are accepted.
2. Credit Card: Our office also accepts MasterCard or Visa.
3. Outside Financing: Financial services through Care Credit or Citi Health Card Services for
low or no interest financing to support you in having optimal treatment when necessary.
These companies will ask you to do a brief application and will verify your credit history
prior to extending credit.

*Payment not made for services after a reasonable period of time will be forwarded to a
collection agency or attorney and formal action to collect the debt will be initiated. You will be
responsible for any attorney's fees and/or collection charges incumed.

** A $25 charge will be incurred for any checks returmed for non-sufficient funds.

Thank you for reviewing our financial policies. We make every effort to explain in advance of
treatment your costs to you so that we can avoid misunderstandings and focus on your dental
health. If you have any questions, please ask. We are here to serve you.

By signing below, | understand and agree to the terms stated above. | have also received a
copy of this agreement for my records.

Signed Date




Patient Acknowledgment of Receipt

of Privacy Practices Notice

Please Print

L , hereby acknowledge that I have reviewed and received a copy

of this office’s Notice of Privacy Practices explaining:
B How this office will use and disclose my protected health information.
B My privacy rights with regard to my protected health information.

B This office’s obligations concerning the use and disclosure of my protected health information.

I understand that the Notice of Privacy Practices may be revised from time to time and that I am entitled to receive a copy of any revised

Notice of Privacy Practices upon request.

I also understand that if I have any questions or complaints, I may contact:

You may also contact the Secretary of the U.S. Department of Health and Human Services with any concerns regarding our privacy and security
policies and procedures. Please contact our office for information on how to contact the U.S. Department of Health and Human Services.

Patient or Personal Representative

Signature: Date: / /

Name:

Please Print

Relationship to Patient:

For Office Use Only )

We made a good-faith effort to obtain an acknowledgment of s

receipt of our Notice of Privacy Practices. In spite of these efforts, our office has been unable to obtain a signed
acknowledgment of receipt for the following reasons (check all that apply):

[J Patient refused to sign (date of refusal) / / .
] Communications barriers prohibited obtaining an acknowledgment.

[ An emergency situation prevented us from obtaining an acknowledgment.

[0 Other
Attempt was made by: Date: / /
& J
This product is designed to provide accurate and authoritative information. However, it is not a substitute for legal advice and does not provide legal opinions TTORNE
COMPL GHT“‘ on any specific facts or services. The information is provided with the understanding that any person or entity involved in creating, producing or distributing A Y

this product is not liable for any damages arising out of the use or inability to use this product. You are urged to consult an attorney concerning your

©2010 EDI particular situation and any specific questions or concerns you may have. Products printed by ComplyRight are provided on recycled paper.

Ttem #A1339 Important note: This is approved for use by the purchaser only. This form may not be shared publicly or with third parties.



