
​DR. YULIA PATERSON​
​DDS, NMD, IBDM​

​PEDIATRIC INTAKE FORM​

​CONGRATULATIONS!​
​You​​made​​the​​right​​choice​​for​​your​​child’s​​dental​​health!​ ​Please​​fill​​out​​the​​following​​intake​​form​​to​​allow​​us​​to​
​learn​ ​more​ ​about​ ​your​ ​child.​ ​Everything​ ​you​ ​share​ ​is​ ​confidential​ ​and​ ​will​ ​be​ ​used​ ​for​ ​diagnostic​ ​and​
​educational purposes.  We appreciate you trusting Link Dental Health with the health of your child.​

​Name:​
​Last Name​ ​First Name​ ​MI​ ​Preferred​​Name​

​DOB:​ ​Gender:  � M  � F     What school does​​the child attend?​

​Address:​
​Address​ ​City                                          State                                                    Zip Code​

​Parent/Guardian Name:​

​Phone #:​ ​Cell #:​ ​Email:​

​Emergency Contact:​
​Name​ ​Relationship​ ​Contact Phone #​

​How may we contact you?​ ​� Phone Call   � Text​ ​� Email    If calling, is it ok to leave a message?   � Y   � N​
​(Check all that apply)​

​How did you hear about us?​

​INSURANCE INFORMATION​

​�  No Insurance​ ​�  Insurance through Parent/Guardian’s Employer          �  Self Purchased Policy​

​Insurance Policy 1​

​Your relationship to the subscriber:  � Dependent/Child    � Other​

​Subscriber Name:​ ​Subscriber DOB:​

​Insurance Company:​ ​Employer/Group Name:​

​Subscriber ID:​ ​Group #:​ ​Ins Phone #:​

​Insurance Policy 2​

​Your relationship to the subscriber:  � Dependent/Child    � Other​

​Subscriber Name:​ ​Subscriber DOB:​

​Insurance Company:​ ​Employer/Group Name:​

​Subscriber ID:​ ​Group #:​ ​Ins Phone #:​



​DR. YULIA PATERSON​
​DDS, NMD, IBDM​

​MEDICAL  / DENTAL HISTORY​

​Patient Name:​

​Name of Pediatrician:​

​Place of birth: ◻ Hospital​ ​◻ Home Birth​ ​◻ Birthing Center​ ​◻ Other_________________​

​Location of birth:​ ​Mode of Delivery:    ◻​ ​Vaginal​ ​◻  C-Section​
​City​ ​State​

​DURING PREGNANCY​​(Check if Yes)​
​◻  Antibiotics​ ​◻  Vitamins​
​◻  Trauma​ ​◻  Other Medications​
​◻  Illness​

​CHILD HABITS​​(Check if Yes)​
​◻  Sucking finger / thumb / lip / pacifier​ ​◻  Tossing and turning during sleep​
​◻  Nail Biting​ ​◻  Nightmares​
​◻  Speech Delay​ ​◻  Sleepwalking​
​◻  Snoring​ ​◻  Mouth Breathing​
​◻  Teeth Grinding​ ​◻  Bottle feeding to sleep​
​◻  Wetting bed after 4 years of age​ ​◻  Sippy Cup​

​Does the child have a daily​​ORAL HYGIENE​​routine​​?​
​◻  Brushing​
​◻  Flossing​
​◻  Nasal Hygiene​

​NUTRITION as a baby/infant​​(Check if Yes)​
​◻  Breast Milk​ ​◻  Reflux​
​◻  Formula​ ​◻  Mouth Breathing​
​◻  Spitting Up​ ​◻  Constant Night Feedings​
​◻  Drooling​ ​◻  Food Sensitivities / Allergies​

​Did the child have trouble breast or bottle feeding?​ ​◻  Yes​ ​◻  No​

​At what age did you introduce solid foods?​

​What is your child’s favorite food / snack?​

​MEDICAL HISTORY​
​Has the child been diagnosed with any condition / disease?​

​What medications does the child take?​
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​What vitamins does the child take?​

​Does the child have a history of frequent ear infections?​

​Asthma?​
​Has the child seen an ENT (ear/nose/throat) specialist in the past?​
​Does the child have occasional cold sores on lips or inside the mouth?​
​Other Surgeries/Procedures:​
​Does the child have a daily bowel movement?​
​Is the child seeing any specialty/wellness practitioners? (Chiropractor, myofunctional therapist, speech​
​pathologist, etc.)​

​CHILD’S VACCINATION SCHEDULE​​(Check one)​
​◻  CDC recommended schedule​
​◻  Alternative (delayed) schedule​
​◻  Child never had vaccines​

​DENTAL HISTORY​
​Is this the child’s first visit to the dentist?​
​If not, when was the last dental visit?​
​Did the child have X-rays taken in the past?​
​Did the child have dental caries (cavities) in the past?​
​Did the child have teeth extractions in the past?​
​Did the child have local anesthesia?​
​Did the child have conscious sedation or general anesthesia?​
​How did the child do/cope with past dental treatment?​
​Does the child participate in sports/activities?​

​PARENTS​ ​(Check one)​
​◻  Unmarried​
​◻  Married​
​◻  Separated​
​◻  Divorced​

​HOUSEHOLD​
​List Siblings and their ages:​

​Pets in the household:​

​Your relationship to child:​

​Who does the child live with?​
​Page 2​



​Does anyone smoke in the house?​

​Mother’s profession:​

​Father’s profession:​

​Are both biological parents raising the child?​

​What are you most concerned about with regards to your child’s dental health?​

​Any additional comments:​

​We would love to hear your feedback after your visit.  Please let us know where we can improve.​
​Also feel free to share your positive feedback on social media or with a Google Review.  We get so much joy​
​from having an opportunity to help another child (family).​

​Thank you so much for choosing Link Dental Health!​
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​DR. YULIA PATERSON​
​DDS, NMD, IBDM​

​HIPAA ACKNOWLEDGEMENT​

​I​ ​have​ ​had​ ​full​ ​opportunity​ ​to​ ​read​ ​and​ ​consider​​the​​contents​​of​​the​​Notice​​of​​Privacy​​Practices.​​I​​understand​​that​​I​​am​
​giving​ ​my​ ​permission​ ​to​ ​your​ ​use​ ​and​ ​disclosure​ ​of​ ​my​ ​protected​ ​health​ ​information​ ​in​ ​order​ ​to​ ​carry​ ​out​ ​treatment,​
​payment activities, and healthcare operations. I also understand that I have the right to revoke permission.​

​A copy of the Notice of Privacy Practices is available for you upon request.​

​RELEASE OF INFORMATION​

​Please let us know how your personal health information may be released:​

​◻  I am the only one who should receive information regarding my personal health information.​

​Best way to contact me:​

​Home phone ____________________________  Permission to leave a message?​ ​◻ Yes​ ​◻ No​

​Cell Phone ______________________________ Permission to leave a message?​ ​◻ Yes​ ​◻ No​

​◻ I, _________________________, authorize the release of my medical information including appointment information,​
​diagnosis, records, examination rendered to me and claims/billing information. This information may be released to:​

​Name​ ​Relationship​ ​Phone #​

​Patient Name (please print):​

​Patient Signature:​

​Date:​
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​HIPAA POLICY​

​THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND​
​HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.​

​The​​Health​​Insurance​​Portability​​&​​Accountability​​Act​​of​​1996​​(“HIPAA”)​​is​​a​​federal​​program​​that​​requires​​that​​all​​medical​
​records​​and​​other​​individually​​identifiable​​health​​information​​used​​or​​disclosed​​by​​us​​in​​any​​form,​​whether​​electronically,​​on​
​paper,​ ​or​ ​orally,​ ​are​ ​kept​ ​properly​ ​confidential.​ ​This​ ​Act​​gives​​you,​​the​​patient,​​significant​​new​​rights​​to​​understand​​and​
​control​ ​how​ ​your​ ​health​ ​information​ ​is​ ​used.​ ​HIPAA​ ​provides​ ​penalties​​for​​covered​​entities​​that​​misuse​​personal​​health​
​information.​

​As​​required​​by​​HIPAA,​​we​​have​​prepared​​this​​explanation​​of​​how​​we​​are​​required​​to​​maintain​​the​​privacy​​of​​your​
​health information and how we may use and disclose your health information.​

​We may use and disclose your medical records only for each of the following purposes:​

​●​ ​Treatment​​means​​providing,​​coordinating,​​or​​managing​​health​​care​​and​​related​​services​​by​​one​​or​​more​
​health​ ​care​ ​providers.​ ​Examples​ ​of​​this​​might​​include​​coordinating​​medication​​with​​your​​medical​​doctor,​
​implant services, lab services etc.​

​●​ ​Payment​ ​means​ ​such​ ​activities​ ​as​​obtaining​​reimbursement​​for​​services,​​confirming​​coverage,​​billing​​or​
​collection​​activities,​​and​​utilization​​review.​​An​​example​​of​​this​​might​​be​​filing​​a​​claim​​with​​your​​insurance​
​company.​

​●​ ​Health​ ​care​​operations​​include​​the​​business​​aspects​​of​​running​​our​​practice,​​such​​as​​conducting​​quality​
​assessment​ ​and​ ​improvement​ ​activities,​ ​auditing​ ​functions,​ ​cost​ ​management​ ​analysis,​ ​and​ ​customer​
​service. An example would be an internal quality assessment review.​

​We​ ​may​ ​also​ ​create​ ​and​ ​distribute​ ​de-identified​​health​​information​​by​​removing​​all​​references​​to​​individually​​identifiable​
​information.​

​We​​may​​contact​​you​​to​​provide​​appointment​​reminders​​or​​information​​about​​treatment​​alternatives​​or​​other​​health-related​
​benefits and services that may be of interest to you.​

​Any​ ​other​ ​uses​​and​​disclosures​​will​​be​​made​​only​​with​​your​​written​​authorization.​​You​​may​​revoke​​such​​authorization​​in​
​writing​ ​and​​we​​are​​required​​to​​honor​​and​​abide​​by​​that​​written​​request,​​except​​to​​the​​extent​​that​​we​​have​​already​​taken​
​actions relying on your authorization.​

​You have the following rights with respect to your protected health information, which you can exercise by presenting a​
​written request to the Privacy Officer:​

​●​ ​The right to request restrictions on certain uses and disclosures of protected health information, including​
​those related to disclosures to family members, other relatives, close personal friends, or any other​
​person identified by you. We are, however, not required to aggress to a requested restriction. If we do​
​agree to a restriction, we must abide by it unless you aggress in writing to remove it.​

​●​ ​The right to reasonable requests to receive confidential communications of protected health information​
​from us by alternative means or at alternative locations.​

​●​ ​The right to inspect and copy your protected health information.​
​●​ ​The right to amend your protected health information.​
​●​ ​The right to receive an accounting of disclosures of protected health information.​
​●​ ​The right to obtain and we have the obligation to provide to you a paper copy of this notice from us at your​

​first service delivery date.​
​●​ ​The right to provide and we are obligated to receive a written acknowledgement that you have received a​

​copy of our Notice of Privacy Practices.​



​We are required by law to maintain the privacy of your protected health information and to provide you with a notice of our​
​legal duties and privacy practices with respect to protected health information.​

​We are required to abide by the terms of the Notice of Privacy Practices currently in effect. We reserve the right to change​
​the terms of our Notice of Privacy Practices and to make the new notice provisions effective for all protected health​
​information that we maintain. We will post and you may request a written copy of a revised Notice of Privacy Practices​
​from this office.​

​You have recourse if you feel that your privacy protections have been violated. You have the right to file a formal, written​
​complaint with our office, or with the Department of Health & Human Services at the address below, Office of Civil Rights,​
​about violations of the provisions of this notice or the policies and procedures of our office. We will not retaliate against​
​you for filing a complaint.​

​Centralized Case Management Operations​
​U.S. Department of Health and Human Services​
​200 Independence Avenue, S.W.​
​Room 509F HHH Bldg.​
​Washington, D.C. 20201​

​I have had full opportunity to read and consider the contents of the Notice of Privacy Practices. I understand that I am​
​giving my permission to your use and disclosure of my protected health information in order to carry out treatment,​
​payment activities, and healthcare operations. I also understand that I have the right to revoke permission.​


