
CHILD REGISTRATION FORM

Tell Us About Your Child

Date: __________________

Child’s Name: ____________________________________
First Last MI

Child’s Birthdate: ________________ Child’s Age: _______ 

Nickname: _______________________________________ 

Gender:   □ Male          □ Female           □ Non-Binary

Home Address: ___________________________________ 

________________________________________________

Cell Phone or Home Phone #: _______________________ 

School __________________________ Grade __________

Who Is Accompanying The Child Today?

Name:___________________________________________

Relation:_________________________________________

Do you have legal custody of the child? □ Yes □ No

Are there other family members in this practice? If so who?

________________________________________________

________________________________________________

Previous Dentist: __________________________________

Last visit date: ____________________________________

Parent’s marital status:
□ Single □ Married □ Separated □ Divorced □ Widowed

Parent’s or Guardian’s Information

Name:__________________________________________

Date of Birth:_____________________________________

Cell/Work/Home Phone #: __________________________

Employer:________________________________________

Person Responsible for Account 

Name:______________________________________ 

Relation:____________________________________ 

Billing Address: ______________________________ 

___________________________________________ 

Cell Phone #: ________________________________ 

Social Security #:_____________________________ 

Method of Payment:   □ Insurance   □ Credit Card

CONSENT:
I consent to the diagnostic procedures and treatment by
the dentist necessary for proper dental care.

I consent to the dentist’s use and disclosure of my records
to carry out treatment, obtain payment, and for those
activities and health care operations related to treatment
or payment.

I consent to the disclosure of my records to the following
persons who are involved in my care or payment for that
care.

My consent to the disclosure of records shall be effective
until I revoke it in writing.

I authorize payment directly to the dentist or dental group
of insurance benefits otherwise payable to me. I
understand that my dental care insurance carrier or payor
of my dental benefits may pay less than the actual bill for
services. By signing this statement, I revoke all previous
agreements to the contrary and agree to be responsible
for payment of services rendered, for any co-payments
and deductibles that my insurance does not cover or are
not paid, by my dental care payor.

__________________________________________
Parent’s/Guardian’s Signature

Date: _____________________________________



Child’s Name: ______________________________________________________ Date of Birth: ________________
First Last Mi

Parent/Guardian’s Name: ___________________________________________________________________

DENTAL HISTORY- Mark the appropriate answer Yes No
1. Is this your child’s first visit to a dentist? …………………………………………………………….... □ □
2. If not, how long since the last visit to the dentist? ____________________________________
3. Were any x-rays taken when your child previously visited the dentist?.......................................... □ □
4. Does your child eat between meals? ……………………………………………………..……………. □ □
5. Does your child eat sweets, such as candy, soda pop, or chewing gum?...................................... □ □
6. When does your child brush his/her teeth?
□ Upon arising □ After eating any food □ Right after meals □ Before going to bed

7. How does your child receive Fluoride?
□ Community water □ Well water □ Fluoride drops or tablets □ Fluoride gel or rinse

Yes No
8. Have any cavities noted in the past?…………………………………..………..………………………….…. □ □
9. Were any teeth (baby or permanent) removed by extraction?……………...………………….……...….... □ □

Was it suggested that the space be maintained?...……………………...……..…………………….. □ □
Was an appliance placed................................................................................................................ □ □

10. Have there been any injuries to teeth, such as falls, blows, chips, etc?..........................................…… □ □
11. Has anyone in the family, including parents, had orthodontics?............................................................ □ □
12. Has your child ever received a local anesthetic?................................................................................... □ □
13. Has your child ever had occlusal sealants…………………………………….……………………….…..... □ □
14. Does your child think there is anything wrong with his/her teeth?.......................................................... □ □
MEDICAL HISTORY - Mark the appropriate answer

Is the child currently under the care of a physician? ………………………………………….……. □ □
Please explain: __________________________________________________________________
Are immunizations current? ……………………………………………………………………………..…. □ □
Is your child taking any medications?.....…………………………………………………………..………. □ □
Please list: __________________________________________________________________________
Please list all drugs and/or things that cause the child allergic reactions:
___________________________________________________________________________________
Anything you would like to discuss with the Doctor in Private? ……………………………………………… □ □
Has the Child had/experienced any of the following:
□ Abnormal Bleeding □ Chicken Pox □ High Blood Pressure □ Mononucleosis
□ AIDS/ HIV □ Convulsions □ Lupus □ Scarlet Fever
□ Allergies □ Diabetes □ Low Blood Pressure □ Sickle cell anemia
□ Anemia □ Epilepsy □ Liver problems □ Tonsillitis
□ Any Hospital Stay/surgery □ Heart Murmur □ Measles □ Tuberculosis (TB)
□ Asthma □ Hemophilia □ Mitral Valve Prolapse □ Rheumatic Fever
□ Blood Transfusion □ Hepatitis □ Hearing Impairment □ Skin Rash
□ Congenital Heart defects □ Hives □ Handicaps/ Disabilities □ Cancer

Please discuss any serious medical problems the child experiences/ed 
___________________________________________________________________________________________________________

Parent’s/Guardian’s signature:_______________________________________________ Date: _____________________________

CHILD DENTAL & MEDICAL HISTORY FORM



LAKESHORE FAMILY DENTISTRY

Office Policies

It is our mission to provide the best dental care possible and to be helpful regarding office
issues. To do so, we need your partnership and a clear understanding of our office policies.
Therefore, we ask that you read and consider the following.

Insurance Policies

Note to patients with insurance: WE ARE IN-NETWORK PROVIDERS FOR DELTA DENTAL
PPO AND PREMIER ONLY for all other dental insurance plans we are considered
out-of-network, which means that your benefit levels and co-payments could be affected, so
please check with your insurance for coverage details.

If you have a dental insurance plan, we are happy to process any insurance claim as a service
to you and accept the assignment of your insurance benefits. However, your deductible and the
estimated co-payment are due and payable when services are rendered.

We shall make an effort to inform you of your payment before your dental treatment. In some
instances, additional charges may arise on the appointment date from additional unexpected
treatment performed.

We will estimate your deductible and the portion not covered by your insurance. Our estimates
may differ somewhat from your insurance company's calculations; therefore the amount due in
our office may be adjusted accordingly. Please remember that any insurance reimbursement
quoted is only an estimate and we cannot predict what the insurance company will do.

Your insurance coverage is a unique contract between you, your employer, and your insurance
company. Not all services are covered by every insurance plan. Please be aware that our staff
does its best to provide you with the correct information regarding your insurance, but we
cannot possibly know all of the details of your policy. Ultimately you are responsible for payment
for the services we provide and any balance remaining after the Insurance Company has paid
the claim.

Most companies pay a percentage of our accepted fees. The percentage may vary by the type
of procedure. Other companies reimburse based on a percentage of an arbitrary "schedule" of
fees, which bears no relationship to the current standard cost in this area.

While we do our best to work within your insurance limits and/ or inform you of services not
covered by your insurance plan, our main goal is to recommend the absolute best treatment
available based on your individual dental needs. We do not base treatment recommendations
on what your insurance company will cover.



We strive to bill correctly, and we are willing to correct any errors. However, the reality is
insurance may still not cover some services, even if they are medically appropriate and billed
correctly.

Returned Checks and Collection Procedures

* All returned checks are subject to a $35.00 non-sufficient funds fee.

* We reserve the right to forward any balance past due by 90 days to a third-party collection
agency for collection purposes.

* A service charge will be added if a balance due is not paid within 60 days. The percentage
rate is 1.5% per month and 18% annually.

For your convenience, we accept cash, checks, Visa, MasterCard, Discover, and American
Express.

Appointment Policies

Your appointment time is reserved exclusively for you. Please be considerate of others and give
us 48 hours notice for cancellation or rescheduling of your appointment. Please call us; do not
send emails. If an appointment is not kept or canceled without the proper notice you will be
charged a fee of $50.00 per hour. If you do not arrive for a scheduled appointment, you will be
charged a $ 75.00 per hour No-Show fee.

If you have any questions about the above information or any uncertainty regarding insurance
coverage, Please do not hesitate to ask our office manager. We are here to help you.

__________________

Date

_______________________________________________

Patient or Guardian’s Signature
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