
PATIENT INFORMATION 

Patient Name ________________________________________                Male      Female 

Social Security # _________________  Birth Date ____________   Age __________________ 

Home Address ________________________________________________________________ 

City ______________________________________    State _____________    Zip __________  

Primary Phone # ____________      home   cell                Ok to leave Message?    Y   N 

Email _______________________________________________________________________ 

School _______________________________________     Grade _______________________ 

List any sports or extracurricular activities ___________________________________________ 

Siblings (names and ages) ______________________________________________________ 

PARENT / GUARDIAN INFORMATION 

Parent’s Marital Status    Single    Married    Divorced     Widowed    Significant Other 

 Mother    Step-Mother    Guardian    Other     Name ____________________________

Social Security # ______________   Birth Date __________   Driver License # _____________

Address (if different than child’s) __________________________________________________

City ____________________________________    State ________________    Zip _________

Phone # _____________    home   cell   Secondary Phone # ___________      home   cell

Employer’s Name ___________________________    Occupation_______________________

 Father    Step-Father    Guardian   Other     Name _____________________________

Social Security # ______________   Birth Date __________   Driver License # _____________

Address (if different than child’s) __________________________________________________

City _____________________________________    State _______________    Zip _________

Phone # ______________   home   cell    Secondary Phone # __________      home   cell

Employer’s Name ___________________________    Occupation_______________________

EMERGENCY CONTACT 

Emergency Contact Name (other than parent) _______________________________________ 

Phone # ____________________   Relation to child __________________________________ 

Address _____________________________________________________________________ 

City _____________________________________    State ________________    Zip ________  

Person(s) OK to release appointment or medically related information to concerning child. 

____________________________________________   Relation(s) _____________________

We would like to welcome you and your child to our office. In an effort to provide the best service 

possible, we ask you to fill out this form as completely as possible.  

Thank You! 



INSURANCE INFORMATION 

Primary Insurance Company ________________________    Phone Number ______________ 
Group # _________________    Policy # ________________ Member ID # ________________ 
Policy Holder’s Name _______________________________   Relation ___________________ 
Policy Holder’s Social Security # _______________   Policy Holder’s Birth Date ____________    
Employer ______________________________________     Work Phone # ________________ 
Co-pay (if known)  _______________   Deductible (if known)  ___________________________ 

Secondary Insurance Company ____________________    Phone Number ________________ 
Group # _________________    Policy # ________________ Member ID # ________________ 
Policy Holder’s Name ________________________________   Relation __________________ 
Policy Holder’s Social Security # _______________   Policy Holder’s Birth Date ____________    
Employer _______________________________________     Work Phone # _______________ 
Co-pay (if known)  _______________   Deductible (if known)  ___________________________ 

DENTAL HISTORY 

General Dentist ________________________________     Last Visit _____________________ 
How did you hear about our Practice?    

 Ad  Internet  Family or Friend  Physician  Other

Name of person referring (if applicable)  ____________________________________________ 

What are the main concerns you would like orthodontics to accomplish? 
____________________________________________________________________________ 
Has your child visited an orthodontist before?    Y    N    

When? ____________________     Reason? ________________________________________ 

Have we treated any other family members?  Y    N     Name ________________________ 

Have your child’s tonsils or adenoids been removed?    Y    N    

Has your child ever experienced jaw joint pain/discomfort (TMJ/TMD) ?    Y    N    

Does your child have any missing or extra permanent teeth?    Y    N    

Has your child ever had an injury to (select all that apply):    Teeth     Mouth     Chin 

Does your child have speech problems?    Y    N     If so, explain _____________________ 

Does your child currently or has your child ever had any of the following habits  

(check all that apply)

 Clenching/Grinding Teeth

 Lip Sucking/Biting

 Mouth Breathing

 Nail biting

 Thumb / Finger Sucking

 Chewing / Eating Problem

MEDICAL HISTORY 

Is your child currently being treated by a physician?   Y   N   Reason __________________ 

Physician  ________________________    Last Visit ______________   Phone ____________ 

Does your child have any allergies/sensitivities to medications or latex?   Y    N    
If yes, please list. 
____________________________________________________________________________ 
Is your child currently taking any prescription or over-the-counter medications?   Y    N    

Please list, with dosage.   _______________________________________________________ 

Has puberty and/or menstruation begun?   Y    N    N/A    



Has your child ever taken any of the group of drugs collectively referred to as “fen-phen?” These 

include combinations of lonimin, Apidex, Fastin (brand names of Phentermine), Pondimin 

(fenfluramine) and Redux (dexfenfluramine)?   Y  N 

Has your child had any serious illnesses or operations? If yes, describe: 

____________________________________________________________________________ 

Has your child ever had a blood transfusion?  Y  N 

If yes, give approximate dates: _____________________________________________ 

Is your child pregnant?  Y  N Nursing?  Y  N Taking birth control pills?  Y   N 

Check if your child has or has ever had any of the following: 

 Anemia

 Arthritis, Rheumatism

 Artificial Heart Valves

 Artificial Joints

 Asthma

 Back Problems

 Blood Disease

 Cancer

 Chemical Dependency

 Chemotherapy

 Circulatory Problems

 Cortisone Treatments

 Cough, Persistent

 Coughing Blood

 Diabetes

 Epilepsy

 Fainting

 Glaucoma

 Headaches

 Heart Murmur

 Heart Problems

 Hemophilia

 Hepatitis

 High Blood Pressure

 HIV/AIDS

 Jaw Pain

 Kidney Disease

 Liver Disease

 Mitral Valve Prolapse

 Pacemaker

 Radiation Treatment

 Respiratory Disease

 Rheumatic Fever

 Scarlet Fever

 Shortness of Breath

 Skin Rash

 Stroke

 Swelling of Feet or Ankles

 Thyroid Problems

 Tobacco Habit

 Tonsillitis

 Tuberculosis

 Ulcer

 Venereal Disease

AUTHORIZATION 
 I understand that the information that I have given today is correct to the best of my knowledge. I also

understand that this information will be held in the strictest of confidence and it is my responsibility to
inform the office of any changes in my child’s medical status.

 I hereby authorize the release of any information pertaining to my child’s medical treatment necessary to
process any insurance claims. I further authorize the application for benefits on my behalf for covered
services and payment of any benefits to the office. I understand that I am responsible for any amount not
covered by insurance.

 I understand that where appropriate, credit bureau reports may be obtained.

___________________________________________________________ ___________ 
Patient Signature and/or Responsible Party  Date 



ABOUT DENTAL INSURANCE 

Even if you have dental insurance, payment is your responsibility, but we can 
help. Regardless of what we might calculate as your dental benefits in dollars, we 
must stress the fact that as the patient, you are responsible for the total 
treatment fee. Dental insurance does not pay all fees, but is a great supplement 
to allow you to obtain the highest quality of dental care available. 

As a courtesy to you, we do accept assignment of benefit payments for most 
insurance companies. This will reduce your immediate out-of-pocket 
expenditures. Our estimates are based on limited information obtained from 
your insurance company. We allow 60 days for your insurance company to make 
payment. After that period of time, all inquiries, follow ups, and payments due, 
become the responsibility of you, the patient. 

I understand that after the 60-day period of time, I am responsible for ALL fees, 
regardless of insurance coverage. Interest charges of 1.5% per month (18% per 
year) will be added to the entire unpaid balance after 60 days. I agree to pay all 
costs of collection, including, but not limited to, reasonable attorney's fees. 

Signature Date 

ACCIDENTAL EXPOSURE FROM PATIENT TO STAFF 

The law in Virginia provides, that whenever any person who is rendering health 
care services to a patient, and is directly exposed to the patients' bodily fluids 
through an accidental needle stick, the patient will consent to be tested for HIV, 
Hep Band Hep C. Caring for Kids and Parents would be responsible for all lab 
fees. The results will be released to the person who was exposed to the bodily 
fluids. 

Signature Date 



HIPAA Consent Form 
Caring for Kids and Parents 

Our Notice of  Privacy Practices provides information about how we may use and disclose protected health information about you. The 
Notice contains a Patient Rights section describing your rights under the law. You have the right to review our Notice before signing 
this consent by requesting a copy from the receptionist. The terms of Notice may change. If we change our Notice, you may obtain a 
revised copy by contacting our office. 

You have the right to request that we restrict how protected health information about you is used or disclosed for treatment, payment 
or health care operations. W e  are not required to agree to this restriction, but if we do, W e  Shall honor that agreement. 

By signing this form, you consent to our use and disclosure of protected health information (PHI) about you for treatment payment and 
health care operations. You have the right to revoke this consent in writing, signed by you. However, such a revocation shall not affect 
any disclosures we  have already made in reliance on your prior consent. The practice provides this form to comply with the Health 
Insurance Portability and Accountability Act Of 1996 (HIPAA). 

The patient understands that 
• Protected health information (PHI) may be disclosed or used for treatment payment or health care operations
• The practice has a Notice of Privacy Practices and that the patient can review this notice
• The Practice reserves the right to change the Notice of  Privacy Practices
• The patient has the right to restrict the use of their information, but the practice does not have to agree to those restrictions
• The patient may revoke this consent in writing at any time and all future disclosures will then cease
• The Practice may condition treatment upon execution of this consent

0 Caring for Kids and Parents has permission to use any contact information written on riatient registration form.

By checking this box, you give permission for the practice to leave, as thorough of a message as needed, from our dental office. This will include, but not limited to, appointment 
day, time and treatment scheduled, documents to be signed, financial and collection concerns or pre and post treatment directions. Any source other than the USPS is not 
considered 100% secure. (Examples include cell phones, email and fax lines) 

If you did not check the box above, below is a list of  ways the office may contact you. Please check any that you DO NOT want the office to 
contact. 

0 Work Phone O Work Email 
0 Home Phone O Home Email 
0 Any of the above

0 Work Fax 
0 Home Fax 

FOR PATIENTS UNDER 18 YEARS OLD 

0 Mail to Work 
0 Mail to Home

I give consent to the following people to accompany my child/children to 
their dental appointments and to act on my behalf to give consent for 
dental or diagnostic treatment. I also give them permission to receive 
private information about my child/children's financial information, 
health history, condition, recommended treatment, past dental 
treatment received, etc. 

Name Relationship to Child Phone Number 

Name Relationship to Child Phone Number 

0 Personal Cell 
0 Emergency Contact

FOR PATIENTS 18 AND OLDER 
I give consent to the following people to have access to my private 
information in my chart including financial information, health history, 
past treatment received, future treatment recommended, etc. 

Name Relationship to Patient 

Name Relationship to Patient 

Phone Number 

Phone Number 

Patient gives office permission to forward any verified contact information and PHI to patients' specialists. Office may discuss pertinent patient information, 
including PHI, with labs, and product representatives Involved in patient's case through verified, unsecured. unencrypted means. The Privacy Rule allows those 
doctors, nurses, hospitals, laboratory technicians, and other health care providers that are covered entities to use or disclose protected health information, 
such as x-rays, laboratory and pathology reports, diagnoses, and other medical information for treatment purposes without the patient's authorization. This 
includes sharing the information to consult with other providers, including providers who are not entities, treat a different patient, or to refer the patient. See 
45 CFR 164.506. Any source other than your Healthcare Providers, will sign a Business Associate Agreement. Patient understands if permission is not granted, 
USPS, is the only means of communication with those involved in patients' case, which is considered HIPAA compliant. Treatment may take considerably longer 
in this case. This office will not be held responsible for any delay in mail which then causes increase in treatment time or treatment costs. Patients or approved 
contacts may request and pick up copies of PHI to be hand delivered. 

Print Patient N a m e _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
Print Parent/Legal Guardian Name _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
Signature of Patient or Parent/Guardian _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Date _ _ _ _ _ _ _ _ _ _ _ 
D Patient refused to sign HIPAA Consent. Patient has the right to refuse. USPS or patient pick up will be used for PHI transfer.
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Caring for Kids & Parents 
901 Enterprise Pkwy, Suite 500 I Hampton, Virginia 23666 I 757-896-4900 

Appointment Confirmations/Broken Appointments 
We understand that everyone's time is important. However, once you make an 

appointment for either yourself or someone in your family, we expect you to keep it unless it is 
canceled at least 48 hours before the time slot that has been reserved for you or your family 
member. We will give you several opportunities to cancel and re-schedule well in advance 
should you need to do so. Our office policy is to send you a reminder one {1) week before the 
scheduled time, and a second reminder three {3) days before. If neither of those is confirmed 
via email or text, you will receive a phone call to confirm your appointment. We reserve the 
right to charge you $100 for an appointment that is broken, that is not canceled, or rescheduled 
at least 48 hours before your confirmed scheduled appointment. We have a busy practice, and 
if you fail to show for your appointment, it takes a time slot away from other patients within 
our practice. Our office also understands that circumstances do arise that may prevent you 
from coming even though you may have confirmed. But please do your best to give us at least a 
48-hour notice so we may use that time to serve other patients.

Patient/Legal Guardian/Parent Signature Date 
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