
DENTISTRY

FOR

CHILDREN, P.C.

DENTAL HISTORY
❒   ❒ Is this your child’s first visit to the dentist?  If no, when was

the last visit and what was done for your child? ________

______________________________________________

❒   ❒ Do you expect your child to be a cooperative patient?  If

no, please explain. ______________________________

______________________________________________

❒   ❒ Do you have well water at home?

❒   ❒ Does your child take fluoride tablets or vitamins with

fluoride?

❒   ❒ Has your child bumped any teeth? If so, when? ________

❒   ❒ Has your child had a history of headaches, pain, popping

or clicking of the jaws?

❒   ❒ Does your child still have a night time bottle?

❒   ❒ Does your child have a toothache?

❒   ❒ Does your child have or has he or she had any of the

following problems or habits?

___Thumb Sucking How Long?_____    Still Active Y ❒  N ❒
___Finger Habit    How Long?_____    Still Active Y ❒  N ❒
___Pacifier        How Long?_____    Still Active Y ❒  N ❒

Reason for initial visit:  ❒ Cosmetic    ❒ Emergency    ❒ Decay

❒ Habit    ❒ Behavior    ❒ Physical or mental handicap

❒ Orthodontics    ❒ Other, Please specify __________

❒ Allergy to Penicillin

❒ Other drug allergy

❒ Radiation treatment

❒ Anemia

❒ Rheumatic fever

❒ Bone disorder

❒ Mental handicap

❒ Positive for H.I.V.

❒ Diabetes

❒ Epilepsy, seizures

❒ Bleeding disorder

❒ Tuberculosis

❒ Endocrine disorder

❒ Physical handicap

❒ Cleft palate

❒ Asthma

❒ Liver problems or hepatitis

❒ Malignancies or leukemia

❒ Speech problem

❒ Hyperactivity

❒ Attention Deficit Disorder

❒ Heart Ailment or Murmur.  Type, if known ____________  Is child

under the care of a cardiologist or special physician for the

problem?  If so, whom___________________________________

Phone _______________________________________________

Please comment on any problems that were checked in the above areas

_____________________________________________________________

_____________________________________________________________

DO YOU CONSIDER YOUR CHILD TO BE:
Advanced in the learning process                        ❒ Yes ❒ No

Progressing normally                                          ❒ Yes ❒ No

A slow learner                                                    ❒ Yes ❒ No

MEDICAL HISTORY
• Is your child presently under the care of your family physician for any

medical reason?  ❒ Yes   ❒ No   If yes, what? ______________________

FAMILY PHYSICIAN’S NAME ______________________________________

ADDRESS                                                   PHONE NUMBER

• Is your child in good health?  If no, what? ______________ ❒ Yes ❒ No

• Is your child under the care of a physician for other than

routine care?  If yes, explain. ________________________ ❒ Yes ❒ No

• Does your child have any drug allergies?  If yes, explain.        ❒ Yes ❒ No

____________________________________________

• Is your child taking any medications at this time?  If yes, list. ❒ Yes ❒ No

____________________________________________

• Has your child ever been hospitalized or treated in an            ❒ Yes ❒ No

emergency room for any particular trauma?  When and for 

what reason? ____________________________________

• Does your child have, or has he or she had, any emotional, ❒ Yes ❒ No

mental or nervous disorders?  If yes, please explain. ______

____________________________________________

• Have your child’s tonsils and/or adenoids been removed? ❒ Yes ❒ No

• Does your child breathe through the mouth?  If yes ❒ Yes ❒ No

(   )  Seldom  (   )  Often

PLEASE INDICATE IF YOUR CHILD HAS HAD ANY OF THE FOLLOWING:

ABOUT YOUR CHILD
CHILD’S NAME

NAME CHILD PREFERS TO BE CALLED

______    ❒ M   ❒ F________________________________________
AGE DATE OF BIRTH

ADDRESS                                                                     APT

CITY STATE                          ZIP

HOME PHONE                                    PATIENT’S SCHOOL

GRADE LEVEL PATIENT’S HOBBIES/PETS

OTHER CHILDREN AND THEIR AGES

REFERRED TO OUR OFFICE BY (We wish to thank them)

PARENT’S MARITAL STATUS:       ❒ MARRIED     ❒ DIVORCED

❒ SEPARATED     ❒ WIDOWED     ❒ SINGLE

YES NO



PREVENTIVE 
DENTAL HISTORY

How often does your child brush?______________________________

Is toothbrushing supervised? ❒ Yes ❒ No

By whom?_________________________________________________

Is dental floss used? ❒ Yes ❒ No

Does your child receive:

❒ Fluoride in vitamins

❒ Fluoride tablets/drops

❒ Fluoridated water

❒ Bottled water

❒ Well water

RESPONSIBLE PARTY
FATHER / MOTHER

FATHER’S FULL NAME

ADDRESS                                                              

CITY STATE                                ZIP

SS#                                                                   BIRTH DATE

HOME PHONE #                                        BUSINESS PHONE #

EMPLOYER                                                     

OCCUPATION                                    
DENTAL INSURANCE ❒ YES ❒ NO

INSURANCE COMPANY GROUP OR PLAN NUMBER

INSURANCE COMPANY PHONE

MOTHER’S FULL NAME

ADDRESS                                                              

CITY STATE                                ZIP

SS#                                                                   BIRTH DATE

HOME PHONE #                                        BUSINESS PHONE #

EMPLOYER                                                     

OCCUPATION                                    
DENTAL INSURANCE ❒ YES ❒ NO

INSURANCE COMPANY GROUP OR PLAN NUMBER

INSURANCE COMPANY PHONE

NEAREST 
RELATIVE / FRIEND
NAME

ADDRESS                                                              

CITY STATE                                ZIP

PHONE 

RELATIONSHIP

IN CASE YOU ARE NOT AT HOME, WHAT IS YOUR NEIGHBOR’S

NAME PHONE 

FINANCIAL
INFORMATION

Method of Payment:  Please Check One

❒  Check or cash at time of treatment

❒  Visa, Mastercard, American Express or Discover

❒  Insurance form with co-payment at time of treatment

❒  Other:______________________________________________

______________________________________________________

• Payment is expected at time of treatment

• All emergency patients (being seen for the first time) are required

to pay in full at time of treatment

• Patients with insurance may pay their estimated portion, including

deductible, at the time of service.  It is the parents responsibility to

see that the insurance company makes prompt payment.  Any

insurance balance over 60 days is due and payable by the parent.  

If  my account requires servicing by a collection agency or by

an attorney, I understand that I will be liable for collection

fees, attorney fees, and applicable court costs, in addition to

my outstanding balance.  I hereby authorize payment directly

to Dentistry for Children, PC, the group insurance benefits

otherwise payable to me and authorize release of information

regarding treatment to the insurance company.

SIGNED (INSURED PERSON) 

I give my consent to needed dental services, local anesthetic, nitrous oxide analgesia (laughing gas) and use of proper and acceptable methods to complete same.  I

accept responsibility for payment of services rendered for _________________________________________ (child’s name).  I understand that I will be informed of any

treatment (other than routine cleanings, fluoride treatments, x-rays and examinations) before that treatment is performed.

SIGNED (parent or legal guardian) DATE





Dentistry for Children, PC 
_________________________________________________________________________________________________________________ 

NOTICE OF PRIVACY PRACTICES 
_________________________________________________________________________________________________________________ 

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW 
YOU CAN GET ACCESS TO THIS INFORMATION. 

 
PLEASE REVIEW IT CAREFULLY. 

THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US. 
_________________________________________________________________________________________________________________ 
OUR LEGAL DUTY 
We are required by applicable federal and state law to maintain the privacy of your health information.  We are also required to give you this 
Notice about our privacy practices, our legal duties, and your rights concerning your health information.  We must follow the privacy 
practices that are described in this Notice while it is in effect.  This Notice takes effect March 1st, 2003, and will remain in effect until we 
replace it. 
 
We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by 
applicable law.  We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all health 
information that we maintain, including health information we created or received before we made the changes.  Before we make a 
significant change in our privacy practices, we will change this Notice and make the new Notice available upon request. 
 
You may request a copy of our Notice at any time.  For more information about our privacy practices, or for additional copies of this Notice, 
please contact us using the information listed at the end of this Notice. 
_________________________________________________________________________________________________________________ 
USES AND DISCLOSURES OF HEALTH INFORMATION 
Your child’s health information and the rights associated with that health information also rest with the “personal representative” of that 
individual, generally the parent or legal guardian.   
 
We use and disclose health information for treatment, payment, and healthcare operations.  For example: 
 
Treatment:  We may use or disclose your health information to a physician or other healthcare provider providing treatment to your child. 
 
Payment:  We may use and disclose your health information to obtain payment for services we provide to you. 
 
Healthcare Operations:  We may use and disclose your health information in connection with our healthcare operations.  Healthcare 
operations include quality assessment and improvement activities, reviewing the competence or qualifications of healthcare professionals, 
evaluating practitioner and provider performance, conducting training programs, accreditation, certification, licensing or credentialing 
activities. 
 
Your Authorization:  In addition to our use of your health information for treatment, payment or healthcare operations, you may give us 
written authorization to use your health information or to disclose it to anyone for any purpose.  If you give us an authorization, you may 
revoke it in writing at any time.  Your revocation will not affect any use or disclosures permitted by your authorization while it was in effect.  
Unless you give us a written authorization, we cannot use or disclose your health information for any reason except those described in this 
Notice. 
 
To Your Family and Friends:  We must disclose your health information to you, as described in the Patient Rights section of this Notice.  
We may disclose your health information to a family member, friend or other person to the extent necessary to help with your healthcare or 
with payment for your healthcare, but only if you agree that we may do so. 
 
Persons Involved In Care:  We may use or disclose health information to notify, or assist in the notification of (including identifying or 
locating) a family member, your personal representative or another person responsible for your care, of your location, your general condition, 
or death.  If you are present, then prior to use or disclosure of your health information, we will provide you with an opportunity to object to 
such uses or disclosures.  In the event of your incapacity or emergency circumstances, we will disclose health information based on a 
determination using our professional judgment and our experience with common practice to make reasonable inferences of your best interest 
in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other similar forms of health information. 
 
Marketing Health-Related Services:  We will not use your health information for marketing communications without your written 
authorization. 
 
Required by Law:  We may use or disclose your health information when we are required to do so by law. 
 
Abuse or Neglect:  We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible 
victim of abuse, neglect, or domestic violence or the possible victim of other crimes.  We may disclose your health information to the extent 
necessary to avert a serious threat to your health or safety or the health or safety of others. 



National Security:  We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances.  
We may disclose to authorized federal officials health information required for lawful intelligence, counterintelligence, and other national 
security activities.  We may disclose to correctional institution or law enforcement officials having lawful custody of protected health 
information of inmate or patient under certain circumstances. 
 
Appointment Reminders:  We may use or disclose your health information to provide you with appointment reminders (such as voicemail 
messages, postcards, or letters). 
_________________________________________________________________________________________________________________ 
PATIENT RIGHTS 
Access:  You have the right to look at or get copies of your health information, with limited exceptions.  Contact us using the information 
listed at the end of this Notice for a full explanation of time and fees involved. 
 
Disclosure Accounting:  You have the right to receive a list of instances in which we or our business associates disclosed your health 
information for purposes, other than treatment, payment, healthcare operations and certain other activities, for the last 6 years, but not before 
April 14, 2003.  If you request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-based fee for 
responding to these additional requests. 
 
Restriction:  You have the right to request that we place additional restrictions on our use or disclosure of your health information.  We are 
not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency). 
 
Amendment:  You have the right to request that we amend your health information.  (Your request must be in writing, and it must explain 
why the information should be amended.)  We may deny your request under certain circumstances. 
 
Electronic Notice:  If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive this Notice in written 
form. 
_________________________________________________________________________________________________________________ 
QUESTIONS AND COMPLAINTS 
If you want more information about our privacy practices or have questions or concerns, please contact us. 
 
If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your health 
information, you may complain to us using the contact information listed at the end of this Notice.  You also may submit a written complaint 
to the U.S.  Department of Health and Human Services.  We will provide you with the address to file your complaint with the U.S. 
Department of Health and Human Services upon request. 
 
We support your right to the privacy of your health information.  We will not retaliate in anyway if you choose to file a complaint. 
 
Contact Officer:  Tammy Jones 
Telephone:  770-473-1350    Fax:  770-692-0098 
Address:  125 Eagles Pointe Pkwy, Suite 120, Stockbridge, GA  30281 
_________________________________________________________________________________________________________________ 
Authorization for additional disclosure: 
I am the “personal representative” of  (generally parent or legal guardian) and have legal authority to make health care decisions about the 
following minor patient: 
 
______________________________________________________________________ 
Patient Name 
As the “personal representative” of the above named patient, I authorize the following individuals to accompany my child and have access to 
health information. 
  Name:       Relationship 
 
1.)____________________________________________________  _______________________________________ 
 
2.)____________________________________________________  _______________________________________ 
 
3.)____________________________________________________  _______________________________________ 
 
4.)____________________________________________________  _______________________________________ 
 
5.)____________________________________________________  _______________________________________ 
 
6.)____________________________________________________  _______________________________________ 
 
 
_______________________________________________________________  _________________ 
“Personal Representative” (Parent or Legal Guardian)     Date 
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