
REGISTRATION
PATIENT'S
NAME:	 	 NICKNAME

Patient's Address: 		 Zip 		 DENTAL INSURANCE 1ST COVERAGE

Patient's Phone #:
Date of Birth:	 Male	Female 	Employee Name:	

Email: 	 	Employee Date of Birth: 	
Employer:

Mother's Name: 	  D.O.B	 Name of Insurance Co.:
•Group or Policy #: 	

Mother's Address:
Employee SS#: 	

Mother's Phone #:H:	 W:

	

Mother's SS#: 	  
DENTAL INSURANCE 2ND COVERAGE

Mother's Employer:
Employee Name:	
Employee Date of Birth: 	

ather's Name: 		 D.O.B	 Employer:

ather's Address:	 Zip	.	Name of insurance Co.: 	

7.ather's Phone #: H:	 W: 	Group or Policy #: 	
Employee SS#: 	'.:ather's SS#:

:ather's Employer:
Cell:

Child Lives With:
Both Parents _	_ Mother _ _ Father

	 Other:	
In Case of Emergency: (if we cannot contact parents)

_egal Guardian: (if applicable)	 Please Contact:	
3uardian's Name:	 Phone #:
3uardian's Address:
3uardian's Phone #: Home	Work		Referral Doctor:
3uardian's SS#: 		 (if applicable)

arental consent is necessary on pediatric patients; legally they are minors. Diagnosis of services needed will be discussed with
he doctor before any treatment is rendered.

lour signature authorizes the doctor to render dental services, medications and behavior therapy as needed and to employ such
assistance as he deems fit.

RELEASE:

authorize release of any information concerning my (or my child's) health care, advice and treatment provided for the purpose of evaluating
and administering claims for insurance benefits.

authorize release of any information concerning my (or my child's) health care, advice and treatment to another dentist.

hereby authorize payment of insurance benefits directly to the dentist or dental group, otherwise payable to me.

understand that my dental care insurance carrier or payor of my dental benefits may pay less than the actual bill for services. I understand
am financially responsible for payments in full of all accounts. By signing this statement, I revoke all previous agreements to the contrary

and agree to be responsible for payment of services not paid, in whole or in part by my dental care payor.

attest to the accuracy of the information on these two pages.

DATE	'ATIENT'S OR GUARDIAN'S SIGNATURE	



CHILD DENTAL MEDICAL HISTORY

MED. ALERTANEST.

)ENTAL HISTORY - CIRCLE THE APPROPRIATE ANSWER
1. Is this your child's first visit to a dentist? 	  YES NO
2. If not, how long since the last visit to the dentist? 	
3. Were any x-rays or radiographs taken when your child previously

visited the dentist?	  YES NO
4. Does your child eat between meals ? 	YES NO
5. Does your child eat sweets, such as candy, soda pop, chewing gum ? 	YES NO
6. When does your child brush his/her teeth?	0 Upon arising

U After eating any food ^ Right after meals 0 Before going to bed
7. How does your child receive Fluoride?

0 Community water	C3 Well water	0 Bottled water
CI Fluoride drops or tablets	0 Fluoride rinse or gel

8. Have any cavities been noted in the past?	 YES NO
9. Is there anything about your child our office should know to better

plan his/her dental treatment?	
10. Have there been any injuries to teeth, such as falls, blows, chips, etc. ? 	 YES NO

If so, describe	
11. Has your child had any problem with dental treatment in the past?	 YES NO
12. Has anyone in the family, including parents, had orthodontics?	YES NO
13. Has your child ever received a local anesthetic?	 YES NO
14. Has your child ever had sealants? 	  YES NO
15. Does your child think there is anything wrong with his/her teeth?		 YES NO

MEDICAL HISTORY
1. Does your child have a health problem ? 	YES NO
2. Is your child under the care of a physician?	 YES NO

If yes, since when and why? 	
3. Name of physician	

Phone	
4. Is your child receiving any medication ?	YES NO

What?
5. Is your child allergic to penicillin, antibiotics or other dugs?	 YES NO
6. Does you child have other allergies ? 	 YES NO
7. Has your child had any serious illness ? 	YES NO

When	 	What
8. Has your child ever had surgery? 	 YES NO
9. Does your child have a heart murmur?	 YES NO
0. When was patient's last tetanus shot? 	
1. Does your child experience severe or prolonged bleeding?	 YES NO
2. Does your child have AIDS or has he/she tested HIV positive? 	YES NO
3. Has your child tested positive for hepatitis? 	  YES NO
4. Is your child subject to nervous disorders 	 YES NO

0 Fainting 0 Seizures 0 Dizziness? C:1 Behavioral/Learning problems?
5. Does your child have frequent headaches?	 YES NO
6. Has your child had history of (Circle appropriate responses.) diabetes, heart trouble,

asthma, kidney infection, rheumatic fever, epilepsy, cerebral palsy, liver problems,
congenital birth defects, mental retardation, eyesight problems, cancer, infections,
speech impairments, hearing loss.

:Else turn over and complete the back page



Child's Name:

Chillicothe Pediatric Dentistry
Office Information	 Updated 10/2013

Date of Birth: 	

1. Appointments are scheduled in our office at the discretion of our staff. We are open most weekdays
from 8:30 AM until 5:00 PM. We prefer that young children schedule in the morning, while school-age
children be preferentially appointed in the afternoon.

2. We do require a 24-hour notice of cancellation for missing scheduled appointments. If a documented
pattern of missed appointments is noted, you will be asked to transfer to another dental office.

3. As always, we encourage parent involvement and input in the treatment process. You are ALWAYS 
welcome back into treatment areas with your child. When your child is receiving dental care that
requires anesthetic, sedation and/or laughing gas, it is our strong recommendation that you allow us to
accompany your child ourselves, and guide them carefully through the treatment process. Please call
Dr. Griffin PRIOR to your appointment if you have strong objections to this recommendation.

4. Payment for our services is due at the time services are rendered. We will endeavor to inform you in
advance when a co-payment is due, or when provided treatment is not covered by your insurance.
Keeping an unpaid balance with our office is not acceptable. We will withhold appointments until the
balance is paid, or a payment plan agreed upon. A copy of our financial policies is available upon
request.

5. Updating personal, insurance, and financial information is critical to our properly filing claims for
treatment, and/or communicating effectively with you. Appointments are confirmed by text, e-mail,
and/or phone up to 24 hours in advance of the appointment. If we are unable to contact you to confirm 
the appointment due to outdated or incorrect contact information, the appointment will be cancelled.

6. In our office, nitrous oxide ("laughing gas") is routinely used during dental treatment. If you have an
objection to, or a question about the use of nitrous oxide, please ask Dr. Griffin or our staff.

7. We ask for your help in using careful words when describing dental treatment. Avoid terms like
"shots," "needles," etc. The vast majority of children treated here are able to receive care in a very
comfortable manner, but a lot of this depends on what they are told in advance of the appointment.

8. Personal, health, and financial information provided to us is protected by law, and will be used for the
following reasons: to affect payment by insurance companies, to effectively communicate with
referring medical or dental professionals, or when the child's health or well-being is in questionable
jeopardy. Any other release of protected health or personal information requires the direct approval of
the patient's verified parent or guardian.

9. Still photographs may be taken of your child to be used on our website and/or facebook page, and will
be used only for entertainment purposes. If you'd prefer that your child's picture not be published to
our website (www.chillicothekidsdentist.com) or our facebook page, please let our staff know.

"I have read and understand the above information, and have had any pertinent questions answered."

Parent or Guardian Signature 	 Date
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