<
(\ ~Se-Welcome!

Proper dental hygiene begins at

- child’s dental needs.

an early age. Please take a few minutes to complete the
following information so we can better care for your

\_/.‘_/

Date of last dental visit

Child’s Name Birthdate [OMale CIFemale
Social Security # KXWW Home Phone

Home Address

City State Zip
School Grade
Responsible Party

Relationship to Child

Name of Mother/Guardian Birthdate
Social Security # Home Phone

Address

City State Zip
Employer Business Phone

Cell Phone E-mail

Name of Father/Guardian Birthdate
Social Security # Home Phone

Address

City State Zip
Employer Business Phone

Cell Phone E-mail

Former Dentist Office Phone

Address

City State Zip

How often does your child brush?

How often does your child floss?
Please check all that apply to your child:
[J Thumb/Finger Sucking
[ Lip or Cheek Biting

Please check all that apply to your child:

[ Fingernail Biting
[ Jaw Difficulty: Clicking and/or Pain

[ Allergies [ Diabetes [ Hepatitis - Type
[J Anemia [J Epilepsy ] Rheumatic Fever
[J Asthma [ HIV/AIDS [ Scarlet Fever

% [ Cancer [] Heart Murmur [ Tonsillitis
Form #4073

[ Grinding Teeth

[ Tuberculosis
[J other

(0304)




Person Responsible for Account

Relationship to Patient Birthdate
Social Security # Home Phone

Address

City State Zip
Employer Business Phone

Business Address Occupation

Insurance Company

Insurance Company Address

Subscriber 1.D. # Group #

Additional Insurance

Person Responsible for Account

Relationship to Patient Birthdate
Social Security # Home Phone

Address

City State Zip
Employer. Business Phone

Business Address

Insurance Company

Occupation

Insurance Company Address

Subscriber I.D. #

Group #

Assignment and Rele:

| hereby authorize payment directly to

for all insurance benefits otherwise payable to me for services rendered. | understand that | am financially

responsible for all charges, whether or not paid by insurance, and for all services rendered on my behalf

or my dependents.

| authorize the above doctor and/or any provider or supplier of services in this office to release the

information required to secure the payment of benefits. | authorize the use of this signature on all

insurance submissions.

Signature of Responsible Party

Date




MEDICAL HISTORY QUESTIONNAIRE

Ném_e of Child: _ Name of Legal Guardian:

 Date of Birth /] _ Gender: - M F Height Weight:
. - - \ : 4
Name & telephone number of your child’s physician: ___ \
Date of last physical examination: bE) ' ety

Pharmacy inforrhation:

¢

1lsyourchlldmgoodhea!th? : | o o . YES NFO':

2. Has there been any change in their health W|thm the last year? V v YES NO-
3 Have they ever been hospltallzed or had surgery? R : : K YES  NO :
" Ifyes please explain, : . ., _
4.Are they taking any medlcme(s) mcludmg non- prescrupt!on mednczne? . | YES NO

Ifyes please explam ; o - ol
5.Are thelr lmmumzatlons up to.date? ] A YES- NO
6.Has your child had an allergic reaction to medlcme or foods? ' YES NO

" If yes please explain, ‘ : .

- 7. Is your child takmg fluoride vntamms? T g v YES NO

§

Please circle any of the follqwing that your child has'[had:

Heart Murmur'._b | ACongen‘itaI Heart Lésiohs S Damage/Artificial Heart Valves
Astﬁma g ' t Respiratofy Problem:sk' _ IS . Other Heart Conditions 'v
'A‘utis.r'n o ‘ _D‘iabete§ ,. / v Kidney Dibsease or Dialysis.
’ADHDl I Néurologic'aIvDisc.)fdér' . _ Sensorylntegratién Disqrder
- Liver Disease B ~ Seizure Dfsorde.r ) ' Arthritis / Painful Swollen Joints
'Psychiatri‘c bisorde‘r 'Anemia ‘ T " ~ Bruise Eésily
.Bléieding Préblems Cancer-or Tumor 1 ‘ Mononucleosis
Thyroid Condiﬁibn | Cbngenital_Disofdefi.- % ﬁ ‘ éenetic Disorder -

.Immune Disorder' - Mental Delays‘ ' Physical Delays

Please‘desdribe any other medical problems not listed above:

I certify that | have read and understand the above Mediéal'Histry Questionnaire. To the best of my knowledge
all of the preceding health history answers | have -given are ‘true and correct. | will not hold my dentist, or any .
- other staff responsible for any omissions that | may have made on the completlon of this form.

Signature of responsible party : _ --Réléiionship to patient ~ Date



~ APPOINTMENT POLICY OF MERRICK PEDIATRIC DENTISTRY

sgie '-i:_-~7AII appomtment tlmes are reserved especially for your Chlld

_Should you cancel or fail to keep your appomtment without -
-notlfylng us 24 hours in advance that tlme is lost and you will

L ._,_be subject to a missed appomtment fee of $50 00.

-We make every effort to stay on schedule and minimize walt'.

s ~ times. If you are ‘running late for your chlld’s appointment, gy

'f_'please contact our office to mform us as soon as possible.
~ Should you be more than 10 mmutes late, we may not be able

to see your child. However we will make every effort to
- accommodate you.

Patient name (please pvrivnt)"

Signature of Parent or guardian

. Date-



 FINANCIAL POLICIES OF MERRICK PEDIATRIC DENTISTRY

Payment is due in full at time services are rendered (if you do not have dental insurance). If you
~have dentali msurance, we are determined to help you recewe your maximum allowable beneflts
Please provide our office with a completed dental claim form or proof of insurance and we will

" assrst you by submlttlng your insurance claims. (Please -understand that New York State law

'-;stipulates that if you have two insurance policies, both insurances must be utilized).

e However,'you mus’t're‘alize:' " . - | N

1 Your insurance is a contract between you, your employer, and your msurance company.
We are not a party to that contract. Not all services are covered in all i insurance contracts.’
Some insurance companies exclude certam services' from- their plan. (It is your
responsabrhty not our office to understand your insurance gurdelmes)

~2. We cannot render service on the assumptlon that the charges will be paid for by an k

msurance company All charges are’your responsibility. from the date services are
rendered. :

‘3. Please understand that our recommendations follow standard of care, not what your
insurance will or will not cover We are committed to prowdmg you with the best possible

4. On the onset of treatmenit, We'Will‘prOVide’you with an “estimate” of your total treatment’
costs. Thrs is only an estimate, and’ occaswnally additional treatment may arise. We will
collect your estimated portion at the tlme services are rendered, submit to your
insurance company and then once insurance payment is received we will adjust your

_ account accordingly. (insurance guidélines state that insurance companies must pay
within 30 days, if for any reason your insurance company does not this becomes your -
responsibility) : ' §or '

We mustz emphasize that as: dental care prowders, our relatlonshlp is with you and not your
'insurance ‘company. Whlle fllmg of you . msurance ‘claims is a serwce that we extend to all of our
pattents all charges are your responSIb/Ilty from the date serwces are rendered.

| have read all the policies described in thié form. il ‘agree'to’ foIEow terms outlmed | understand
and accept my financial responsrbrllty to-the office. | understand that this office cannot guarantee
my insurance status, and any lnformatlon glven to meis and “estlmate” nota guarantee of actual
,msurance payment &t TR e - B

_Nameofpatlent: N e Date:

Signature-of responsible party: -



N

| ,'Merrick Pe'diatric D entistry, PLLC.

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
*You May Refuse to S|gn ThlS AcknowIedgement*
i have recelved a copy of thlS ofﬂce s Notlce of Prlvacy Practlces

Patlent Name(s) ‘PIease Prlnt '

.(.Parenf/ Legal Guardian Name- Please Prlnt) "

, _(_Pare_nt;/.LegaIG.uardian»Signature) - “,f"»(Date) =

o For‘O'ffice‘Use Only

We attempted to obtain wntten acknowledgement of recelpt of our Nottce of anacy Practuces,
' but acknowledgment could not be obtamed because

_ oindividual refused to sign
0 Communi'cati.on barriers prohibited obtaining t‘he acknowIedgement
B o An emergency sutuatlon prevented us from obtalnmg acknowIedgement

o Other (pIease specrfy)




