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Patient Information
Child’s Name:______________________________________Date of Birth:___________________________ Male____ Female____
Mailing Address:__________________________________________________City____________________Zip code:______________
Home Phone:______________________Cell Phone:____________________Email:________________________________________
Please indicate the FINANCIALLY RESPONSIBLE PARTY: ____ Mother  ____  Father  ____Guardian 
Mother’s/Guardian’s Name__________________________________________________ Date of birth:_______________________
Address___________________________________________________________City_________________Zip code_______________
Home phone:________________________	Cell phone:_________________________
Father’s Name:___________________________________________________ Date of birth: _______________________________
Address________________________________________________________City______________________Zip code_____________
Home phone:________________________	Cell phone:_________________________
How did you hear about our office? _______________________________________________________________________________
Is your child covered by DSHS?	____Yes  ____No		If yes, Provider One #:_______________________________________
Is your child covered by Private insurance?	____Yes	____No		If no, you may skip the next section
Primary Dental Insurance
Employee/Subscriber Name:____________________________________ Date of Birth:_____________________________________
Dental Insurance Provider:______________________________________ Policy I.D.#:______________________________________
Group #:______________________________             Relationship to Patient:____________________________________
Secondary Dental Insurance
Employee/Subscriber Name:_____________________________________ Date of Birth:__________________________________
Dental Insurance Provider :______________________________________ Policy I.D.#:____________________________________
Group #:_______________________________             Relationship to Patient:___________________________________

Dental History
Is this your child’s first dental visit?	____Yes	____No
Does your child have any of the following habits? (Circle any that apply):
Pacifier/Thumb sucking		Finger/Lip sucking		Teeth grinding		Jaw problems	
Mouth breathing		Bottle at bedtime		Tongue thrust			
Medical History

Child’s Physician:__________________________________________________________Phone:____________________________________

Does your child have any of the following medical conditions?  (Circle all that apply):
Heart murmur		Tonsillitis		High/Low blood pressure	Diabetes/Hypoglycemia
Tuberculosis		Hepatitis		Artificial heart valve		Artificial bones/joints/implants	
Scarlet Fever		Organ problems	HIV/AIDS			Asthma/Respiratory problems
Cancer/tumors		Leukemia		Chemotherapy		Congenital heart defect
Anemia			Rheumatic fever	Seizures/Epilepsy		Hemophilia/Abnormal bleeding
ADD/Hyperactive		Surgeries		Cerebral palsy		Speech/Vision/Hearing problems	
Other_________________________________________________________________________________________________________________________________

Does your child have any allergies or unusual reactions to the following? (Circle all that apply):

Latex			Penicillin/Amoxicillin		Tetracycline		Aspirin
Anesthetics		Bees			Food Allergies		Other_________________________________________________


List any medications your child is taking  (Including over the counter drugs, herbals & vitamins): ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Other pertinent information about your child’s dental health or previous treatment:___________________________________________________________________________________________________________________________________________________________________________________________
Does your child have a history of mental disabilities, brain damage, psychological or emotional problems? 
____Yes        ____No  (If yes, please explain)______________________________________________________________
Is there anything regarding your child’s health that would be important for us to know before starting treatment?___________________________________________________________________________________________________________________________________________________________________________________________
To the best of my knowledge the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or my child’s) health. It is my responsibility to inform the dental office of any changes in my medical status. 
Child’s Name___________________________________________________________________
Signature of  Parent/Guardian_________________________________________________________________Date_______________

Consent to Dental Treatment
1. I hereby authorize the doctor and designated staff to take x-rays, study models, photographs and any other diagnostic aids deemed appropriate by the doctor to make a thorough diagnosis of my dental needs.
2. Upon such diagnosis, I authorize the doctor to perform all recommended treatment mutually agreed upon by the patient and/or legal guardian and to employ such assistance as required in which to provide proper care.
3. I authorize the dentist to release all necessary information to my insurance company to secure payment of benefits.

(Please initial by each)	I understand and agree to the following procedures (if necessary):
	_____ Screening/Exam		_____ Endodontics (Root canal)
	_____ Fluoride treatment		_____ Restorative (Fillings)
	_____ Prophylaxis (Cleaning)		_____ Oral surgery (Tooth removal)
	_____ X-rays			_____ Treatment under Nitrous Oxide
	_____ Sealants
Cancellation/No show policy: 
Scheduled appointments are a contract between the doctor and patient. We understand that it is sometimes necessary to cancel or reschedule appointments, but we ask that you give at least 24 hours’ notice when cancelling or rescheduling. Please call during business hours, as messages left during the weekend will not be considered acceptable advance notice. It is your duty to call if you are running late, and we will do our best to still see you. Evernook Dentistry reserves the right to cancel and/or reschedule patients running more than 15 minutes late. Two appointments cancelled with less than 24 hours’ notice, or a failure to arrive for two scheduled appointments may incur a $50 fee (not billable to insurance). For ProviderOne insurance, two missed appointments will result in termination from the practice.
Financial Responsibility:
All payments are due at the time of service unless arrangements have been made and agreed upon by the treating doctor and/or staff. Estimation of insurance benefits is not a guarantee of coverage. It is the patients’ responsibility to understand their insurance benefits and pay their balance regardless of insurance coverage. In the event payments are not received by the agreed upon dates, we will discontinue care until the account is brought current or arrangements have been made. Accounts 90 days past due will be sent to  a collection agency. 
I understand the above information and certify that these forms were completed to the best of my knowledge. I understand that is my responsibility to inform Evernook Dentistry staff of any changes to the information I have provided.	
Patient Name_____________________________________________________________________ Date______________________
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