GOWASACK

FAMILY DENTISTRY DATE:

WELCOME

TELL US ABOUT YOUR CHILD
Today'’s Date: Child’s Home Phone: SS#:
Child’s name: Child’s Birthdate: ______ Child’s Age:
LAST FIRST MI
Nickname: 1 Male O Female School: Grade:

Child’s Address:

WHO IS ACCOMPANYING THE CHILD TODAY?

Name: Relation:
Do you have legal custody of this child? 1 Yes 1 No Isthe child adopted? 1 Yes [dNo
Is the child in a foster home? (1 Yes [1No Whom may we thank for referring you?

Neighbor or relative not living with you:

Name: Relation: —_________ Work Phone #: Home Phone #:
Address
STREET Ty STATE ZIP
Marital status: [ Married [ Divorced [ Widowed [ Separated [ Remarried [ Single
MOTHER: [ Step Mother [ Guardian Birthdate:—________HomePhone#: _______ Work Phone#:
Name: SS#: Driver’s Lic.#:
Address:
Employer: Length of Employment:
FATHER: 1 Step Father [ Guardian Birthdate:__________ HomePhone#: —_____________ Work Phonet:
Name: SS#: Driver’s Lic.#:
Address
Employer: Length of Employment:
PERSON RESPONSIBLE FOR ACCOUNT
Name: Relation: SS#:
Billing Address:
Work Phone#: ___________ Home Phone#:__Employer: Driver Lic. #:
Who is responsible for making appointments?
INSURANCE COVERAGE
PRIMARY Medical Coverage? dYes [dNo  Dental Coverage? dYes [dNo  Orthodontic Coverage? [dYes [ No
Insurance Co.Name: Phone#:_____ Group # (Plan, Local or Policy#):
Insurance Co. Address:
Policy Owner’s Name: Relation:
Policy Owner’s Birthdate: Policy Owner’s SS#:
Policy Owner’s Employer: Employer’s Address:

PRIMARY Medical Coverage? dYes [dNo  Dental Coverage? dYes [dNo  Orthodontic Coverage? [dYes [ No
Insurance Co.Name: Phone#:______ Group # (Plan, Local or Policy#):
Insurance Co. Address:

Policy Owner’s Name: Relation:
Policy Owner’s Birthdate: Policy Owner’s SS#:
Policy Owner’s Employer: Employer’s Address:




DENTAL HISTORY

Is the child currently in pain? [1Yes 1 No Why has the child come to the dentist today?
Has the child now or ever experienced pain or discomfort in the jaw joint (TMJ or TMD)? [ Yes (1 No

Have the child ever had problems associated with any previous dental work? ............... dYes [ONo
Is the child’s water fluoridated? dYes [dNo
Is the child taking fluoride supplements? dYes dNo
Does the child brush daily? dYes dNo
Does the child floss daily? dYes [No
Previous/Present Dentist: Date of last visit:

Why did you leave?
What did you like most about any dentist you've seen?

Least?

Has the child had/experienced any of the following:
Y N BreastFed Y N Mouth Breather Y N Thumb/Finger Sucking
Y N Chewing on Objects Y N Nail Biting Y N Tongue/Cheek Biting
Y N Clenching/Grinding Teeth Y N Nursing Bottle Habits Y N Tongue Thrust
Y N Lip Sucking/Biting Y N Speech Problems Y N Used Pacifier

MEDICAL HISTORY

Child’s Physician: Phone #: Date of last visit:

Address:

Is child currently under the care of a physician? [ Yes [ No If yes, please explain:
Child’s current physical health is: 1 Good [dFair [dPoor Arelmmunizations current? Yes [1No
Please list all drugs child is currently taking:
Please list any drugs/other things child is allergic to:

Anything you would like to discuss with the Doctor in private? d Yes 1 No
Has the child had/experienced any of the following:

Y N Abnormal bleeding Y N Diabetes Y N Low Blood Pressure
Y N AIDS/HIV+ Y N Epilepsy Y N Lupus

Y N Allergies Y N Handicaps/Disabilities Y N Measles

Y N Anemia Y N Hearing Impairment Y N Mitral Valve Prolapse
Y N Any Hospital Stays/Operations Y N Heart Murmur Y N Mononucleosis

Y N Asthma Y N Hemophilia Y N Rheumatic Fever

Y N Blood Transfusion Y N Hepatitis Y N Scarlet Fever

Y N Cancer/Chemotherapy Y N High Blood Pressure Y N Sickle Cell Disease/Traits
Y N Chicken Pox Y N Hives Y N Skin Rash

Y N Congenital Heart Defect Y N Kidney Problems Y N Tonsillitis

Y N Convulsions Y N Liver Problems Y N Tuberculosis (TB)

Please discuss any serious medical problems the child has/had:

AUTHORIZATIONS

| affirm that the information | have given is correct to the best of my knowledge. It will be held in the strictest confidence and it is my
responsibility to inform this office of any changes in my child’s medical status. | authorize the dental staff to perform the necessary dental
services my child may need. My method of payment will be:

Signature of parent/guardian Date

| certify that my child is covered by insurance company and | assign directly to Dr.
all insurance benefits, otherwise payable to me.l understand | am responsible for payment of services rendered and also responsible for paying
any co-payment and deductible that insurance does not cover.| hereby authorize the dentist to release all information necessary to secure the
payment of benefits. | authorize the use of this signature on all my insurance submissions, whether manual or electronic.

Signature of parent/guardian Date

The parent or guardian who accompanies the child is responsible for payment at time of service.
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OFFICE FINANCIAL POLICY

Please understand that payment of your bill is considered a part of your treatment. We ask that your payment be made
at the time of treatment for ALL services. For your convenience, we accept cash, personal checks, VISA, Mastercard,
Discover, American Express or CareCredit. All personal checks will be processed through our Electronic Check Service.

There is a $30 Service Charge on any Returned Check.

You are responsible for all fees incurred at this office including any attorney fees or legal fees required to collect payment
on your account. All accounts not paid within 90 days will be charged a one-time fee of $25.00. Broken or late
Cancellations of Appointments will be charged $25.00 - $50.00. **We ask that you give at least 2 business days notice for
all cancellations of appointments.

A WORD ABOUT INSURANCE

We recognize that filing an insurance claim for your reimbursement can be a difficult task. That is why we continue to
provide that service as a courtesy to you. Our business office will file your claim electronically ensuring that your
necessary claims information has been forwarded to your insurance carrier in the most efficient way available.

Please keep in mind that if you are required to choose from a list, our office will not appear on it. Please recognize,
however, that your level of reimbursement, schedule of allowable services and UCR fee schedule are solely dependent
upon your employer’s contract with your insurance company. We are only the service provider, and do not have a
contractual relationship with any carrier.

Please read and acknowledge the “FACTS ABOUT INSURANCE” form that we have provided for you to help answer any
guestions you may have about your insurance plan.

| have read the Financial Policy. | understand and agree with this policy.

Signature of patient or responsible party if minor Date

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

*You May Refuse to Sign This Acknowledgement*

l, , have reviewed a copy of this office’s Notice of Privacy Practices.

Signature of patient or responsible party if minor Date

O Please provide me with a printed copy of this office’s Notice of Privacy Practices.
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We want to help you maximize your insurance coverage! We are happy to assist you with
researching your plan and filing your claims. Following are a few Facts about Dental
Insurance:

e Most dental insurance plans are a business arrangement between an insurance company and an
employer. It is important to remember that reimbursement and benefit levels are based on carrier and
employer business decisions and not on an individual’s need for treatment.

o Dental plans are set up to pay only a portion of your dental health expenses. Dental plan maximum
benefits average $1,000 to $1,500 per year.
- Patients that have major restorative or surgical needs for treatment of disease or bite dysfunction
often cannot afford to delay treatment and spread it over multiple insurance plan years, as their
condition may worsen if they wait to have necessary procedures.
- Premiums for dental insurance coverage average approximately $50 per month for an individual. If
these funds were set aside in a health savings plan, this would total $600 per year that could be used
for both dental and medical needs, without exclusions or limitations on how it is spent.

e Most dental plans exclude coverage for cosmetic treatments, such as teeth whitening or veneers.
Many have age or frequency limitations, such as for fluoride treatments or dental sealants.

o Some dental plans do not offer coverage for pre-existing conditions, such as missing teeth. This type
of plan would not cover prosthetic tooth replacement procedures, such as bridges, partial dentures,
full dentures or dental implants. Most dental plans also have waiting periods for replacement of
defective restorations, such as crowns, bridges or implants.

e Many insurance plans will apply “alternate benefits” towards a service, such as paying for silver
fillings rather than tooth-colored fillings, or, not covering major restorative services, such as a
crowns, inlays or onlays, and paying for regular fillings instead.

e Some dental plans may use the terms "usual, customary and reasonable” (UCR) to determine
insurance benefits. This term applies to fee research methods used by dental insurance carriers to set
reimbursement levels across the country. The criteria upon which this research is based; such as
region, time intervals, type of dentist, etc. can vary greatly from one insurance carrier to another.

Our Commitment is to Your Health, regardless of insurance status.
Facts About Insurance is for general use and information for our patients. It is not intended to be a
guarantee of coverage or acceptance of insurance plans in our office.
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