
Child Health/Dental History Form

Child’s History Yes No
1. Is the child taking any prescription and/or over the counter medications or vitamin supplements at this time? ............................................... 1. q 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. q q

3. Is the child allergic to anything else, such as certain foods? If yes, please explain: ____________________________________________________ 3. q 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. q q

6. Has the child ever been hospitalized? ........................................................................................................................................................... 6. q q

7. Does the child have a history of any other illnesses? If yes, please list: ______________________________________________________________ 7. q q

8. Has the child ever received a general anesthetic? ......................................................................................................................................... 8. q q

9. Does the child have any inherited problems?................................................................................................................................................. 9. q q

10. Does the child have any speech difficulties?..................................................................................................................................................10. q q

11. Has the child ever had a blood transfusion?..................................................................................................................................................11. q q

12. Is the child physically, mentally, or emotionally impaired?...............................................................................................................................12. q q

13. Does the child experience excessive bleeding when cut? ..............................................................................................................................13. q q

14. Is the child currently being treated for any illnesses? .....................................................................................................................................14. q q

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: _____________________________15. q q

16. Has the child had any problem with dental treatment in the past? .................................................................................................................16. q q

17. Has the child ever had dental radiographs (x-rays) exposed? ........................................................................................................................17. q q

18. Has the child ever suffered any injuries to the mouth, head or teeth? ............................................................................................................18. q q

19. Has the child had any problems with the eruption or shedding of teeth? .......................................................................................................19. q q

20. Has the child had any orthodontic treatment? ...............................................................................................................................................20. q q

21. What type of water does your child drink? q City water q Well water q Bottled water q Filtered water
22. Does the child take fluoride supplements? .............................................................................................................................................22. q q

23. Is fluoride toothpaste used? .....................................................................................................................................................................23. q q

24. How many times are the child’s teeth brushed per day? ___________ When are the teeth brushed?_____________________________________24. q q

25. Does the child suck his/her thumb, fingers or pacifier?..................................................................................................................................25. q q

26. At what age did the child stop bottle feeding? Age ____________ Breast feeding? Age ____________
27. Does child participate in active recreational activities? ...................................................................................................................................27. q q

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
I certify that I have read and understand the above. I acknowledge that my questions, if any, about inquiries set forth above have been answered to my
satisfaction. I 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 I may have made in the completion of this form.

Parent’s/Guardian’s Signature ___________________________________________________________________Date __________________________________________

For completion by dentist
Comments ________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

For Office Use Only: q Medical Alert q Premedication q Allergies q Anesthesia Reviewed by_________________________________________________________________________________

Date _______________________________________________________________________________________________________________________________________________________________________

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

Has the child had any history of, or conditions related to, any of the following:
q Anemia
q Arthritis
q Asthma
q Bladder
q Bleeding disorders
q Bones/Joints

q Cancer
q Cerebral Palsy
q Chicken Pox
q Chronic Sinusitis
q Diabetes
q Ear Aches

q Epilepsy
q Fainting
q Growth Problems
q Hearing
q Heart
q Hepatitis

q HIV +/AIDS
q Immunizations
q Kidney
q Latex allergy
q Liver
q Measles

q Mononucleosis
q Mumps
q Pregnancy (teens)
q Rheumatic fever
q Seizures
q Sickle cell

q Thyroid
q Tobacco/Drug Use
q Tuberculosis
q Venereal Disease
q Other_____________

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

Name of Physician______________________________________________________________________________________Phone ______________________________

Have you (the parent/guardian) or the patient had any of the following diseases or problems? ................................................................................ q Yes q No
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.

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 M q F q

Home                                                                                            Work



 
Spouse or Responsible Party Information 

The following is for:    the patient's spouse     the person responsible for payment 
 

Name:    
                     Male    Female                                Married    Single    Child    Other   
 

Social Security #: ________________________________  Birth Date:   
 

Phone (Home): ________________ (Work): ________________ Ext: ______  Best time to call:   
 

Address:    
                                  Street                                                                                                                                                                                                         Apartment # 

   
                                  City                                                                                                                                                         State                                                 Zip Code 

Employment Information 
The following is for:    the patient                   the person responsible for payment 
 

Employer Name:      Occupation:   
 
Address:       
                                 Street                                                                                                                                                      City,           State    Zip Code                            Phone 

Insurance Information 
Primary 
Name of Insured: _______________________________________________  Is insured a patient?   Yes    No 
                                                           Last                                                            First                                        MI 

Insured's Birth Date: _________________  ID #: _____________________  Group #:   
 

Insured's Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

Insured's Employer Name:   
 

              Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

      Patient's relationship to insured:   Self    Spouse    Child    Other ___________________ 
 

Insurance Plan Name and Address:     
 

   
Secondary 
Name of Insured: _______________________________________________  Is insured a patient?   Yes    No 
                                                           Last                                                            First                                        MI 

Insured's Birth Date: _________________  ID #: _____________________  Group #:   
 

Insured's Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

Insured's Employer Name:   
 

              Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

      Patient's relationship to insured:   Self    Spouse    Child    Other ___________________ 
 

Insurance Plan Name and Address:     
 

   
 

Consent for Services 
As a condition of your treatment by this office, financial arrangements must be made in advance.  The practice depends upon reimbursement from the patients for the costs incurred in their care and 

financial responsibility on the part of each patient must be determined before treatment. 
 
All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the time services are performed. 
 
Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is personally responsible for payment of all dental services.  This 

office will help prepare the patients insurance forms or assist in making collections from insurance companies and will credit any such collections to the patient's account.  However, this 
dental office cannot render services on the assumption that our charges will be paid by an insurance company. 

 
A service charge of 1½% per month (18% per annum) on the unpaid balance will be charged on all accounts exceeding 60 days, unless previously written financial arrangements are satisfied. 
 
I understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient examination. 
 
In consideration for the professional services rendered to me, or at my request, by the Doctor, I agree to pay therefore the reasonable value of said services to said Doctor, or his assignee, at the time 

said services are rendered, or within five (5) days of billing if credit shall be extended.  I further agree that the reasonable value of said services shall be as billed unless objected to, by 
me, in writing, within the time for payment thereof.  I further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver of any further term or 
condition and I further agree to pay all costs and reasonable attorney fees if suit be instituted hereunder. 

 
I grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form. 
 

I have read the above conditions of treatment and payment and agree to their content. 
 
____________________________________________________  Date: _____________  Relationship to Patient:   
Signature of patient, parent or guardian 
 
____________________________________________________  Date: _____________  Relationship to Patient:   
Signature of guarantor of payment/responsible party  
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DENTAL TREATMENT CONSENT FORM 
 

Patient Name_________________________________________ 
 
Please read and initial the items checked below and read and sign the section at the bottom of form 
1. WORK TO BE DONE: 

I understand that I am having the following work done:  
□ Fillings __________ 
□ Bridges _____________ 
□ Crowns _____________ 
□ Extractions__________  

□ Impacted teeth removed_____  
□ General Anesthesia _________  
□ Root Canals Therapy________ 
□ Other______________________ 

 (Initials_______) 
2. DRUGS AND MEDICATIONS: 
I understand that antibiotics and analgesics and other medications can cause allergic reactions causing redness and swelling of tissues, 
pain, itching, vomiting, and/or anaphylactic shock (severe allergic reaction.)   

(Initials_______) 
3. CHANGES IN TREATMENT PLAN: 
I understand that during treatment it may be necessary to change or add procedures because of conditions found while working on the 
teeth that were not discovered during examination, the most common being root canal therapy following routine restorative procedures. I 
give my permission to the dentist to make any/all changes and additions as necessary.      
               
             (Initials_______) 
4. REMOVAL OF TEETH: 
Alternatives to removal have been explained to me (root canal therapy, crowns, and periodontal surgery, etc.) and I authorize the Dentist to 
remove the following teeth____________ and any others necessary for reasons in paragraph #3. I understand removing teeth does not 
always remove all the infection, if present, and it may be necessary to have further treatment. I understand the risks involved in having teeth 
removed, some of which are pain, swelling, spread of infection, dry socket, loss of feeling in my teeth, lips, tongue and surrounding tissue 
(Paresthesia) that can last for an indefinite period of time (days or months) or fractured jaw. I understand I may need further treatment by a 
specialist or even hospitalization if complications arise during or following treatment, the cost of which is my responsibility.  
                                                                        (Initials_______) 
5. CROWN, BRIDGES AND CAPS: 
I understand that sometimes it is not possible to match the color of natural teeth exactly with artificial teeth. I further understand that I may 
be wearing temporary crowns, which may come off easily and that I must be careful to ensure that they are kept on until the permanent 
crowns are delivered. I realize the final opportunity to make changes in my new crown, bridge, or cap (including shape, fit, size, and color) 
will be before cementation.             
             (Initials_______) 
6. DENTURES, COMPLETE OR PARTIAL: 
I realize that full or partial dentures are artificial, constructed of plastic, metal, and/or porcelain. The problems of wearing these appliances 
have been explained to me, including looseness, soreness, and possible breakage. I realize the final opportunity to make changes in my 
new dentures (including shape, fit, size, placement, and color) will be the “teeth in wax” try-in visit. I understand that most dentures require 
relining approximately three to twelve months after initial placement. The cost for this procedure is not included in the initial denture fee. 

                                   (Initials_______) 
7. ENDODONTIC TREATMENT (ROOT CANAL): 
I realize there is no guarantee that root canal treatment will save my tooth, and that complications can occur from the treatment, and that 
occasionally metal objects are cemented in the tooth or extend through the root, which does not necessarily affect the success of the 
treatment, I understand that occasionally additional surgical procedures may be necessary following root canal treatment (apicoectomy.) 

                                    (Initials_______) 
8. PERIODONTAL LOSS (TISSUE AND BONE): 
I understand that I have a serious condition, causing gum and bone infection or loss and that it can lead to the loss of my teeth. Alternative 
treatment plans have been explained to me, including gum surgery, replacements and/or extractions. I understand that undertaking any 
dental procedures may have a future adverse effect on my periodontal condition.       
                                                                                                                                                                      (Initials_______) 
 
I understand that dentistry is not an exact science and that, therefore, reputable practitioners cannot fully guarantee results. I acknowledge that 
no guarantee or assurance has been made by anyone regarding the dental treatment which I have requested and authorized. I have had the 
opportunity to read this form and ask questions. 
My questions have been answered to my satisfaction. I consent to the proposed treatment. 
 
______________________________________________________  
Signature of patient or the Parent/Guardian If patient is a minor    Date__________________ 
 
Dr’s Signature______________________________________    Witness_______________ 
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FINANCIAL POLICY 
 
INSURED PATIENTS:  We will be happy to process your insurance forms as a service to you.  However, we do 
require that you furnish our office with all of the necessary insurance information at the time of your appointment. 
If we have to re-bill your insurance because of incorrect insurance information given to us, there will be an 
additional charge of $5.00 for each claim. 
 
INSURANCE BENEFITS: Benefits depend solely on what the purchaser (employer) wishes to offer.  Some plans 
cover as little as 15% or as much as 100% of covered services with most falling in the 50% to 80% range.  The 
insurance contract is between the patient and the insurance company. 
 
“USUAL AND CUSTOMARY”: Patients should be aware that some insurance companies will only pay claim 
percentages based on their evaluation of what is “usual and customary” and not on our fee schedule.  Our fees 
are filed with and approved by Delta Dental Services. 
 
PRE-AUTHORIZATION: It is the patient’s responsibility to inform us if their insurance company requires a pre-
authorization of intended treatment.  We will be glad to preauthorize your treatment.  Pre-authorization takes 
between 4-6 weeks. 
 
ACCOUNT BALANCE:  Account balance is due in full within 60 days of services rendered regardless of any 
previously paid co-payment and/or outstanding insurance claims.  The patient is responsible for the financial 
portion the insurance does not pay.  All adjustments will be done after insurance payment is received.  We 
suggest you contact your insurance company if payment has not been made within 30 days from the date of 
service.   
 
INTEREST:  18% Annual interest may be charged on accounts with balances over 60 days. 
 

PATIENTS WITH NO DENTAL INSURANCE: 
We request that payment be made at the time of treatment. 
 
RETURNED CHECKS: $25 will be charged for non-sufficient checks returns. 
  
APPOINTMENTS, If you must cancel or re-schedule your appointment we request the following: 
 
General Dentist - 48 hour notice to cancel or reschedule is required to avoid $50 charge. 
 
Specialist appointments -  72 hour notice is required for specialist appointments to avoid $250 charge. 
There will be a charge for canceling or re-scheduling appointments without proper notice. 
 
COPY OF RECORDS:  There is a $50 charge for copy of records. 

 
I have read this agreement and fully understand its content.  I understand that I am responsible for all charges 
regardless of my insurance coverage.  I have received a copy of this agreement. 
 
Signature:___________________________PrintName____________________________      
Signature of Patient or Parent if patient is a minor           
 
 
 CHART#__________________Patient Name: _____________________________________ 
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Notice of Privacy Practices 
 
You have the right to inspect and copy your protected health information.  Under federal law, however, you 
may not inspect nor copy the following records: psychotherapy notes; information compiled in reasonable 
anticipation of, or use in, a civil, criminal, or administrative action or proceeding; and protected health information 
that is subject to law that prohibits access to protected health information. 
 
You have the right to restrict your protected health information. 
This means you may ask us not to use or disclose any part of your protected health information for the purposes 
of treatment, payment or healthcare operations. You may also request that any part of your protected health 
information not be disclosed to family members or friends who may be involved in your care or for notification 
purposes as described in this Notice of Privacy Practices. 
 
Your doctor is not required to agree to a restriction that you may request. If doctor believes it is in your best 
interest to permit use and disclosure of your protected health information, your protected health information will 
not be restricted. You then have the right to use another Healthcare Professional. 
 
You have the right to request to receive confidential communications from us by alternative means or at 
an alternative location. You have the right to obtain a paper copy of this notice from us, upon request, even if 
you have agreed to accept this notice alternatively, i.e., electronically. 
 
You may have the right to have your doctor amend your protected health information. If we deny your 
request for amendment, you have the right to file a statement of disagreement with us and we may prepare a 
rebuttal to your statement and will provide you with a copy of any such rebuttal. 
 
You have the right to receive an accounting of certain disclosures we have made, if any, of your protected 
health information. 
We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right 
to object or withdraw as provided in this notice. 
 

Complaints 
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have 
been violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will 
not retaliate against you for filing a complaint. 
 
This notice becomes effective on/or before May 23, 2010. 
 
We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy 
practices with respect to protected health information. If you have any objections to this form, please ask to speak with our 
HIPAA Compliance Officer in person or by phone. Signature below is only acknowledgement that you have received this 
Notice of our Privacy Practices: 
 
Signature:_____________________Print Name __________________Date______________ 
Signature of Patient or Parent if patient is a minor                         
 
CHART#__________________Patient Name: _____________________________________ 
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ORTHODONTIC EVALUATION FORM 

 
 

Patient: _______________________     Date: ___________________ 
 
Doctor:________________________ Staff: ____________________ 
 

Orthodontic treatment is recommended for the following: 
  

_____ Moderate / Severe crowding potentially affecting periodontal health 
  

_____ Moderate / Severe crowding creating risk for decay 
  

_____ Excessive tooth wear caused by poor occlusion (bite) 
  

_____ Moderate / Severe spacing causing food impaction 
 
_____ Straighten / Rotate/ Upright teeth for aesthetic profile  

 
 

  
 
                  

 
 
 
 
 
 
 
 
 
Notes: 
 

 

 
 
 

 

Treatment Recommendation (circle one): 
 
Invisalign 
 
Traditional Braces 
 
Length of Treatment:________________ 
 
Other:____________________________ 
_________________________________ 
 

O r t h o d o n t i c  T r e a t m e n t  c a n  s i g n i f i c a n t l y  i m p r o ve  yo u r  o r a l  h e a l t h  




