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Wayne Smiles

Pediatric Dentistry and Orthodontics

Patient Information

Date
Last Name First Name Preferred Name Sex oM oF
Age Weight Birthdate
Child’s First Language? Second Language?
In the event of an emergency, whom should we contact? Name Relationship
Phone
How were you referred to our office? o Our Website/Google o Insurance Website 0 Other Doctor
o Friend/Relative o Sibling o Previous Patient
a Other
ADDITIONAL SIBLINGS BEING SEEN: (if applicable)
Last Name First Name Preferred Name Sex oM oF
Age Weight Birthdate
Last Name First Name Preferred Name Sex oM oF
Age Weight Birthdate

Parent/Guardian Information
o Father O Stepfather o Guardian
Name DOB SS# Employer
Home Address City Zip Code
Home Phone Work Phone Cell
c~mail @ *if email is provided, we may contact you for appointment reminders
or account information
o0 Mother O Stepmother o Guardian
Name DOB Ss# Employer
Home Address City Zip Code
Home Phone Work Phone Cell
e-mail @ *if email is provided, we may contact you for appointment reminders
or account information

Dental History

Reason for this visit;
o Checkup/cleaning
o Other

0 Dental Cavities o Mouth injury o Toothache o Crooked teeth o Oral Habits

Last Dental Visit and Reason
Any unhappy dental experience?

Dentist’s name

How do you think your child will behave during this visit: o Friendly o Happy o Anxions oTimid o Afraid o Resistant




Medical History

Patient Name:

Date of Birth
Patient's Pediatrician: Phone:
Is child under care of a physician now ?..........__No__Yes{explain)
Receiving any medications or d rugs?..............___No__Yes(eprain)

Ever been hospitalized ?..................................__No__Yes(eprain)

Ever had surgery? ................... s _NO__ Yes(explain)

Are there any Drug/Food/Latex allergies......... —No__ Yes(explain)

HAS YOUR CHILD HAD ANY HISTORY OF:

—__Anemia —Cerebral Palsy ___Heart Disease — Premature Birth
—__Asthma —Convulsions ___Heart Murmur —_Problems with anesthesia
___Autism —Developmental Delay —_Hearing Problems —_Prolong bleeding when cut
__ADHD __Diabetes —_Hepatitis/Liver Disease ___Rheumatic Fever

___Birth defect — Down Syndrome —_High/Low blood pressure —Seasonal Allergies
___Blood Disorder —_Epilepsy ___Kidney Disease —__Tuberculosis

___Cancer —_Ear, eye, nose trouble __Lung Disease —Thyroid Disease
___Gastric Reflux —Other (explain)

Acknowledgement of Patient Information/Authorization for Initial Evaluation

The information | have given is correct to the best of my knowledge. | understand that all information is confidential, and it is my
respensibility to inform this office of any changes in my child's medical status, | authorize the dental st

Signature of Parent/Guardian Date

Delegation of Power by Parent or Guardian

I give my consent to allow person(s) named below other than myself to accompany and oversee my child for appointment
healthcare information for the appointment or to

time by providing written notice,

Persons who have consent in my absence are :
1)
2)

Relationship to patient

Relationship to patient

Signature of parent or guardian date




Patient HIPAA Awareness

With my permission, Wayne Smiles Pediatric Dentistry and Orthodontics may use and
disclose protected health information (PHI) about me to carry out treatment, payment and
healthcare operations (TPO). Please refer to Wayne Smiles Pediatric Dentistry and Orthodontics
Notice of Privacy Practices for a more complete description of such uses and disclosures.

[ have the right to review the Notice of Privacy Practices prior to signing this consent.
Wayne Smiles Pediatric Dentistry and Orthodontics reserves the right to revise its Notice of
Privacy Practices at any time. A revised Notice of Privacy Practices may be obtained by
forwarding a written request to the Privacy Officer.

With my permission, Wayne Smiles Pediatric Dentistry and Orthodontics may call my
home or other designated locations and leave a message on voice mail or in person in reference
to any items that assist the practice in carrying out TOP, such as appointment reminders,

insurance items and any call pertaining to my clinical care, including laboratory results among
others.

With my permission, Wayne Smiles Pediatric Dentistry and Orthodontics may mail to my
home or other designated locations and items that assist the practice in carrying out TOP, such

as appointment reminder cards and patient statements. This also includes texting appointment
reminders.

With my permission, Wayne Smiles Pediatric Dentistry and Orthodontics may e-mail to
my home or other designated location any items that assist the practice in carrying out TPO, such
as appointment reminder cards and patient statements. I have the right to request that Wayne
Smiles Pediatric Dentistry and Orthodontics restrict how it uses or discloses my PHI to carry out

TPO. However, the practice is not required to agree to my requested restrictions, but if it does, it
is bound by this agreement .

By signing this, I am allowing Wayne Smiles Pediatric Dentistry and Orthodontics the use and
disclosure by PHI for TPO.

I may revoke my consent in writing except to the extent that the practice has already
made disclosures in reliance upon my prior consent.

Signature of Patient or Legal Guardian

Print Name of Patient or Legal Guardian Date



\_{_ACKNOWLEDGMENT OF RECEIPT OF N OTICE OF PRIVACY PRACTICES
You May Refuse to Sign This Acknowledgment,

I have received a copy of this office’s Notice of Privacy Practices,

Signature of Parent/Guardian Date

FOR OFFICE USE ONLY

Communications barrjers prohibited obtaining the acknowledgment

An emergency situation prevented us from obtaining acknowledgment
[ other (Please Specify)

Name (Please Print)

T T

Signature ] ___ Date
- e s

Practice Financial Policy

2.-PAYMENT: Payment is due at the time of service. The adult accompanying a minor and/or the parent (or guardian of the minor) is

responsible for payment at the time of appointment. Additionally, if you have a balance following an insurance payment from a previous
visit, you will be expected to pay that amount as well.

3.-CHANGES IN PERSONAL INFORMATION: Changes in your address or telephone numbers should be kept current with our office.

4-PAYMENT PLANS: Our office offers Third Party Financing with 12 months no interest if needed to assist Yyou in paying for any
necessary treatment.

5. CANCELLATIONS/ MISSED APPOINTMENTS - We request 48-hours notice if you are cancelling your appoinment. There

will be $25 cancellation fee that will be DONATED TO CHARITY for missed or cancelled appointment within 24 hours of your

regular scheduled appoinment. If you cancel without 48 hours notice for a hospital, or sedation appointment you will be charged a
$75 fee.

Signature of Parent/Guardian Date
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NOTICE OF PRIVACY PRACTICES

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: we may use or disclose your health information to a physician or other healthcare provider providing treatment to you.
Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We mnay use and disclose your health information in connection with our healthcare operations.

Your Autherizafion: In addition to our use of your health information for treatment, payment or healthcare operations, you may give us

Marketing Health-Related Services: We will not use your health mformation for marketing communications without your written
authorization.

Required by Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible
victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health information to the extent
necessary to avert a serious threat to your health or safety or the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances.
We may disclose to authorize federal officials health information required to lawful intelligence, counterintelligence, and other national
security activities. We may disclose to correctional institution or law enforcement official having lawful custody of protected health
information of inmate or patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as voicemail
messages, postcards, or letters).

PATIENT RIGHTS

Access: You have access to the right to look at or get copies of your health information, with limited exceptions. You may request that we
provide copies in a format other than photocopies. You must make a request in writing to obtain access to your health information. If you
prefer, we will prepare a Summary or an explanation of your health imformation for a fee.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health
information for purposes, other than treatment, payment, healthcare operations and certain other activities. If you request this accounting
more than once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.
Restriction: You have the right to request that we place additional restrictions on our use of disclosure of your health information. We are
not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency).

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concerns, please contact us. If you are concemned that we
may have violated your privacy rights, or you disagree with a decision we made about access to your health information, you may complain
to us. You also may submit a written complaint to the U.S. Department of Health and Human Services. We will provide you with the
address to file your complaint with the U.S. Department of Health and Human Services upon request,

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint with us
or with the U.S. Department of Health and Human Services.
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