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We are pleased to welcome you to our practice.  Please take a few minutes to fill out this form as
completely as possible.  If you have any questions we’ll be happy to help.  We look 
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forward to working with you to maintain your child’s dental health.

1.  Tell Us About Your Child   
Child’s Name_________________________________________
                               Last

First

MI

Nickname ____________________    Male    Female

Child’s Birthdate_____/_____/_____ Child’s Age ______

Child’s Home # (_____)___________________________

Child’s Home Address_____________________________

_______________________________________________
Referred by_____________________________________

2.  Mother’s Information

Name __________________________________________

Birthdate _____/_____/_____    Stepmother Guardian  
Employer_______________________________________

Work # (_____)__________________________________

Home # (_____)__________________________________

Cell # (_____)___________________________________
SS #___________________________________________

E-mail Address:__________________________________

Marital Status  SingleMarriedSeparated

 WidowedDivorced

Active duty military at this time? Yes   No

3.  Father’s Information

Name __________________________________________

Birthdate _____/_____/______  Stepfather Guardian  
Employer_______________________________________

Work # (_____)__________________________________

Home # (_____)__________________________________

Cell # (_____)___________________________________

SS #___________________________________________

E-mail  Address_________________________________

Active duty military at this time? Yes   No
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4.  Who is Accompanying the Child Today?

Name __________________________________________

Relationship ____________________________________

Do you have legal custody of this child?    Yes     No

5.  Person Responsible for Account
Name__________________________________________

Billing Address __________________________________

_______________________________________________

 City                                                   State                                 Zip

If billing address is a P.O. Box, you MUST provide a physical address!
Physical Address:_________________________________

_______________________________________________

City                                              State

          Zip

6.  Primary Dental Insurance  
Insurance Co. Name_______________________________

Insurance Co. Phone # (_____)______________________

Policy #_____________________ Group #____________
Policy Owner’s Name_____________________________

Relationship to patient_____________________________

Policy Owner’s Birth date ______/______/_________

Social Security # _________________________________

Policy’s Owner’s Employer ________________________

7.  Secondary Dental Insurance (if applicable) 

Insurance Co. Name_______________________________

Insurance Co. Phone # (_____)______________________

Policy #_____________________ Group #____________

Policy Owner’s Name_____________________________

Relationship to patient_____________________________

Policy Owner’s Birth date ______/______/_________

Social Security # _________________________________

Policy’s Owner’s Employer ________________________
9. Health History 

Child’s Physician_________________________________

Phone (_____)___________________________________

Is the child under the care of a physician?    Yes  No

Ever been hospitalized / surgery?                  Yes    No

Does your child have any allergies?
      Yes   No

If so, please list_________________________________

______________________________________________

Is your child allergic to:      Latex         Penicillin Amoxicillin      Tetracycline      Dental Anesthesia   Aspirin      Other(s): _________________________

___________________________________________________

Please list all medications and dosage the child is currently taking:________________________________________________________________________________________

Does your child require pre medication before dental treatment?  ____ Yes   ____No

Has the child ever had any of the following problems?
Please check all that apply:
Tonsillitis 

           Respiratory Problems
Asthma

           Blood Transfusion(s)

Leukemia/Anemia
           Diabetes/Hypoglycemia

Hemophilia

           Abnormal Bleeding

High/Low Blood Pressure        Hepatitis Liver/Kidney Problems            Cancer/Tumors


HIV/AIDS/ARC
          Tuberculosis TB

Psychiatric Problems
          Hyper Active/ADD

Fainting/Seizures                      Cerebral Palsy

Heart Murmur    
          Rheumatic Fever Congenital Heart Defect          Artificial Heart Valves

Scarlet Fever

          Cleft lip/Palate


Please relate any other significant medical problems the child has: _______________________________________

_______________________________________________

10.  I understand that the information I have given is correct to the best of my knowledge, that it will be held in the strictest of confidence and it is my responsibility to inform this office of any changes in my child’s medical status. I am the parent, guardian, or personal representation of the child listed above and there are no court orders in effect that prohibit me from signing this consent. I do hereby request and authorize the dental staff to perform necessary dental services for the child named above, including but not limited to x-rays, and administration of anesthetics, which are deemed advisable by the doctor, whether or not I am present when the treatment is rendered. I certify that my dependent is covered by the insurance listed above and assign directly to Gainesville Pediatric Dentistry all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I authorize the use of my signature on all insurance submissions. Gainesville Pediatric Dentistry may use my child’s health care information and may disclose such information to the above named insurance company and their agents for the purpose of obtaining payment for services and determining benefits or the benefits payable for related services.

11. In the event that I am unable to bring my child in for an appointment, the following individuals have my permission to accompany my child, as well as make any necessary decisions for my child’s care. This includes consenting to any necessary treatment. IMPORTANT: The legal guardian must accompany their child/children for the first appointment.
NAME:









CONTACT NUMBER:

______________________________________________________________________________    _________________________________

______________________________________________________________________________    _________________________________

______________________________________________________________________________    _________________________________
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12. I am aware that under state law (Virginia Code Section 32.1-45.1), health care providers are authorized to test patients for HIV antibodies or Hepatitis B and C whenever the health care provider, or any person employed by the health care provider, is exposed to the body fluids of a patient in a manner which may transmit human immunodeficiency virus or HIV or Hepatitis B or C virus. According to this law, I understand that I will be deemed to have consented to such testing, and to have a consented to the release of the test results to the health care provider or any person who may have been exposed. Positive test results will also be disclosed to me as medically necessary, as otherwise required for my treatment and as required or permitted by law. I understand that I will be given an opportunity for counseling in connection with such test results. In the event that any individual involved with my care is accidentally exposed to my blood or body fluids, I also consent to the drawing and testing of my blood for exposure to the above viruses. The results will remain confidential. However, I consent to the release of the test results to the exposed individual through his/her treating physician. 
Guardian Signature_____________________________________________Date_____________________
Gainesville Pediatric Dentistry Financial Policy
Thank you for choosing us as your child’s dental health care provider. We are committed to your child’s treatment being successfully completed. Please read and sign our financial policy. The person responsible for the account (as listed on the patient information form) is the person required to sign our financial policy. This person is legally responsible for the payment of all charges. Statements cannot be sent to other parties. Payment is requested at each appointment. 

WE REQUIRE PAYMENT IN FULL AT THE TIME OF SERVICE.

We accept Cash, Check (Verified by TeleCheck), Visa, MasterCard, Discover or CareCredit.

Our office is a Preferred Provider for the following insurance companies:

1. Delta Dental (PPO only)

2. United Concordia (PPO & TDP only)

3. Virginia Medicaid (Smiles for Children)

If you have any of the insurance companies and plans listed above, you are not required to pay in full today. We will collect from you the estimated amount insurance is not expected to pay (co-insurance, co-payments, etc.)  We will submit your claim and should there be a balance we will bill you for the remainder of what your insurance does not cover. Payment is expected within 30 days of the billing statement.

If you have another dental insurance please bring your insurance information with you to your appointment. If we have received all your insurance information on the day of the appointment, we will be happy to file your claim for you. You must be familiar with your insurance benefits, as we will collect from you the estimated amount insurance is not expected to pay.  We will submit your claim and should there be a balance we will bill you for the remainder of what your insurance plan does not cover. Payment is expected within 30 days of the billing statement. Should you have an HMO, DHMO or POS plan, please be aware that we do not accept these plans, nor do we file the claims for you. Therefore, payment is due at the time services are rendered.

Please note that insurance is a contract between you and your insurance company.  We are not a part of that contract.  We will not become involved in a dispute between you and your insurance company regarding deductibles, co-payments, covered or non-covered charges, “usual and customary” charges, etc. other than to supply factual information regarding services rendered.  If you have any questions regarding why the insurance covered a certain amount, please address them to your insurance company.  
Exceptions

Should you have any of the following insurance companies, please be aware that we do not work with any of their plans, PPO or HMO and we do require payment in full at the time services are rendered.  We will provide you with a statement of services rendered for you to submit to your insurance company for your direct reimbursement.

1. Blue Cross/Blue Shield




2. Mega Life and Health Insurance



Payment Plans

If your child should require extensive dental treatment and you have concerns regarding financial responsibility, we recommend preauthorizing the treatment to your insurance company for an accurate indication of out of pocket expenses.  In addition, we also accept CareCredit, which is a convenient, low minimum monthly payment program specifically designed to pay for health care services. 

Overdue Balance
You are ultimately responsible for any balance on your account. If you have not paid your balance within 60 days of receipt of an invoice, a $5 billing charge will be added each month until resolved.  Any balance remaining unpaid for 90 days or more will receive a final notice letter before being sent to collections. In the event that your account is sent to collections, you will be responsible for any and all costs incurred in the collection of this debt. This includes: an interest rate of 1.5% of the unpaid balance from the last date of service, attorney fees and court costs.

I have read, understood and agree to abide by this financial policy.

Signature:__________________________________________​                   Date:                             ​

Updated 3/20/10

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

GAINESVILLE PEDIATRIC DENTISTRY

7534 Limestone Drive

Gainesville, VA 20155

703-754-1580

I understand that, under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I have certain right to privacy regarding my protected health information.  I understand that this information can and will be used to:

· Conduct, plan, and direct my treatment and follow-up among the multiple health care providers who may be involved in that treatment directly and indirectly.

· Obtain payment from third-party payers.

· Conduct normal health care operations such as quality assessments and physician certifications.

I have received, read, and understood your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health information.  I understand that this organization has the right to change its Notice of Privacy Practices from time to time and that I may contact this organization at any time at the address above to obtain a current copy of the Notice of Privacy Practices.  

I understand that I may request in writing that you restrict how my private information is used, or disclosed, to carry out treatment, payment or health care operations.  I also understand you are not required to agree to my requested restrictions, but if you do agree then you are bound to abide by such restrictions.

I understand that when contacting me about my appointments, Gainesville Pediatric Dentistry will leave the name(s) of my child(ren) on my machine, but no other information will be left in order to secure my family’s privacy.

Preferred number for messages :(________) _______________________________________

Patient name:  _________________________________________________________________

Relationship to patient:  __________________________________________________________
Signature:  __________________________________________   Date: ____________________
24 Hour Cancellation Policy
Gainesville Pediatric Dentistry has a strict 24-hour cancellation policy in the event you are unable to make your appointment. This allows us the opportunity to schedule another patient in need of dental care.   Many dental offices charge a fee for broken appointments, however, we have opted not to charge broken appointment fees.  Instead, we have adopted a 3 strikes policy for broken appointments without 24 hours notice.  This is due to the high volume of patients awaiting dental care at our office.  For this reason, if a dental appointment is missed without 24 hours notice, 3 times, we will no longer be able to provide dental care for you.  

I have read and understand the 24 hour cancellation policy 

Patient’s Name: _________________________________________________________________

Guardian’s Signature______________________________________________________________







