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PATIENT DEMOGRAPHICS:

Patient’s Name: _________________________________________Preferred Name: ________________________ 
Sex: ____M _____F     Date of Birth: ________________________
Address: ______________________________________City:___________________State:_______Zip:____________
Mother’s Name: ___________________________________ Address: _____________________________________
Cell Phone #: _________________________________ Email: ____________________________________________
Father’s Name: ___________________________________ Address: ______________________________________
Cell Phone #: _________________________________ Email: ____________________________________________
Physician’s Name: _________________________________ Address: _____________________________________ Physician’s Phone: _______________________________________________________________________________
Last Physical Examination: _______________________ Findings: ________________________________________
Dental Insurance Company: ______________________________________________________________________ Policy #/SSN: _______________________________________ Group #: ____________________________________ Policy Holder Name: __________________________ Policy Holder Date of Birth: _________________________ 
Referred By: _________________________________ Family or friends treated here? ______________________
PATIENT HISTORY:
Date of last dental visit: ___________________________ Previous Dentist:_____________________________________ 
Describe the primary concern with your child’s teeth:_______________________________________________________ 
Has your child had any unfavorable reactions to past dental treatment? If so, please explain: __________________________________________________________________________________________________
Does/Is your Child: 
o Yes o No  	Presently in dental pain? 
o Yes o No 	Need dental work completed (referred from another dentist or you feel they do) 
o Yes o No 	Require antibiotics for dental work? 
o Yes o No 	Have any extra, missing, or extracted teeth? If so, please circle answer
o Yes o No 	Gag easily 
o Yes o No 	Have a history or present today with trauma to the head, face or teeth? Which one(s)? 
o Yes o No 	Use a pacifier, suck thumb/finger/lip, bite lip  If so, please circle answer 
o Yes o No 	Bite or chew nails 
o Yes o No 	Grind teeth/clench Jaws/have TMJ pain? If so, please circle answer 
o Yes o No 	Have any other habits not listed above? 	If yes, please specify___________________ 
o Yes o No 	Brush daily	 If not, how often?____________ 
o Yes o No	Floss daily 	 If not, how often?____________ 
o Yes o No 	Breastfed  	Age discontinued____________ 
o Yes o No 	Bottlefed 	Age discontinued____________ 
o Yes o No 	Drink juice or other flavored beverages? If yes, how often? ________________
O Yes O No 	Immunizations up to date? 

Please check any problems or conditions that may apply to your child & circle exact answer:
O Asthma/Respiratory problems 	O Brain Injury 				O Rheumatic Fever 
O Epilepsy/Seizures 			O Endocrine 				O Speech Delay 
O Mental Disorder 			O ADD/ADHD 			O Heart Murmur 
O Bleeding disorder/Anemia 		O Gastrointestinal/Kidney 		O Transfusion 
O Cancer 				O Hepatitis/Liver/Infectious Dis 	O Tuberculosis 
O Cerebral Palsy/CNS problem		O Herpes/Fever Blisters 		O Vision Disorder
O Developmental Delay 		O Diabetes 				O Lung Problems 
O Drug/Alcohol Abuse 			O Autism
O Other:______________________________________________________   	O My child is healthy
If you said yes to any of the above, please explain: ____________________________________________________ 
Allergies or adverse reactions to any medications (e.g. penicillin/sulfas)___________________________________ 
Allergies to any substances (e.g. latex)______________________________________________________________
Previous hospitalizations, surgeries, or serious illnesses, and date_________________________________________ 
Has your child had any abnormal bleeding associated with previous extractions, surgery, or trauma? (If yes, please explain)______________________________________________________________________________________ 
Is there anything else you would like us to be aware of regarding your child?_______________________________

 Medical History Notes:				Please write below or attach a list of current
							medications and dosage: (including over the 
_______________________________________		counter medications)	
_______________________________________		______________________________________________
	
_______________________________________		______________________________________________

_______________________________________		______________________________________________

_______________________________________		______________________________________________

Authorization and Release:
To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can put my child’s health at risk and that it is my responsibility to inform the dental office of any changes in my child’s medical status. I authorize the dental staff to perform the necessary dental services that my child may need. I also authorize the dentist to release any information including the diagnosis and the records of treatment or examination rendered to my child during the period of such care to third party payers and/or other health practitioners as necessary. 
May we request release of your child’s medical and dental records?_________________ 
With your verbal permission, you agree to release your child’s records to another doctor at their/your request 

Signature of Parent or Legal Guardian: _________________________________________________ Date: ______________       


Tooth Story Parent Guidelines
Our office is very small and mainly designed for the pediatric patient. School-aged children (ages 3 and older) are seen without a parent or guardian in toddler/minion room. Infants, toddlers and preschool children ages 2 and under can be seen with a parent or guardian for their first dental appointment in our consult room. Once a child exhibits age-ready behavior and cooperation, they “graduate” to the open bay area with other children and come back on their own. 
For all operative procedures (fillings, extractions, etc.), parents and guardians are asked to wait in the waiting area. For these appointments, it is imperative that Dr. Emilie is able to perform the delicate and skilled work needed efficiently and without distraction. This is done most effectively when the parent does not accompany the child during the procedure. After the treatment is completed, treatment will be discused and parents will be shown what was completed that day. 
If you accompany your child to the treatment area, such as new patient exams for patients ages 2 and under, we ask you follow our parent guidelines to help ensure your child has the best possible dental experience.
1. Please allow us to lead your child through the dental experience. We ask that you be supportive of the staff and doctor as they explain and show what we will do during the appointment.
2. Please be a silent observer. We ask that during the appointment you allow the doctor and/or team member to be the main communicator. This is important so we can clearly communicate and start to build a trusting relationship with your child. Children normally listen for their parents’ commands first. You may not understand what we are asking at any given moment and mistakenly mislead the child. It is easier for your child to listen to only one command at a time versus several from multiple people.
3. Please refrain from using “scary” words such as “shot”, “needle”, “drill”, “hurt”, “pain”, “yank” or “pull”. We use a friendlier dental language to help create a more positive experience. Our intent is not lie to the child but to use words that help ease common dental anxiety.
4. Please plan to have another adult with additional children in the waiting area. Only patients can come to the treatment area during the appointment time. Siblings or additional children must wait and play in the waiting area with adult supervision. An exception can be made when all children are ages 5 and under, in which the family may be in the new patient exam room together at the same time.
5. If your child is not following directions or is acting out and causing disruption to the other children in the office, we may ask you to return to the waiting area. Many times, when the parent has left, the child’s behavior improves and the appointment is finished more smoothly. After the appointment, we will invite you back again and Dr. Emilie will discuss the appointment and the need for any further treatment.

We thank you for your assistance in providing a positive dental experience for your child. Our goal at Tooth Story is to create a fun environment for dentistry and we thank you for your advanced cooperation!
Please sign below that you have read and understand the above statements and that you agree to follow the guidelines.  

[bookmark: _Hlk209615779]Signature of Parent or Legal Guardian: _______________________________________________ Date: __________________  

              


            Tooth Story’s Informed Consent
 Informed Consent for Patient Management Techniques
Please read carefully and feel free to ask about anything on this form. We will be happy to explain it further. 
It is our intent that our dental care delivery be the best quality available. We are highly experienced in helping children overcome anxiety and we ask that you allow your child to accompany us through the dental experience. Dental anxiety is not uncommon in children so please try to not be concerned if your child exhibits some negative behavior; this is normal and will soon lessen with time. Studies and experience have shown that most children react more positively when permitted to experience the dental visit in an environment designed for them. 
Every effort will be made to obtain your child’s cooperation through warmth, charm, humor, and understanding. When these fail, there are several behavior management techniques our office uses to minimize disruptive behavior. The techniques used are recommended by the American Academy of Pediatric Dentistry and are described below.
  Tell-Show-Do: The dentist or assistant first explains to the child what is to be done, then demonstrates on a model or on the child’s finger. Finally, the procedure is completed on the patient’s tooth. Praise is used to reinforce cooperative behavior.
  Positive Reinforcement: This technique rewards the child who displays any desirable behavior. The rewards include compliments, praise, and/or a prize.
  Voice Control: The attention of a disruptive child is gained by changing the tone, increasing, or decreasing the volume of the practitioner’s voice. 
 Mouth Props: A rubber device is gently placed in the child’s mouth to prevent either intentional or unintentional closure on the dentist’s fingers or drill. 
 Touch and Go by dentist/assistant: A child is held in a way so they cannot grab a moving drill or a sharp object. They are not able to grab the practitioner’s hand while delicate work is being performed. This is for the safety of the child and to facilitate treatment.

The above listed pediatric dentistry behavior management techniques have been explained to me. I understand their use, and the risks/benefits/alternatives available. I have had all my questions answered and I realize I can always seek further information or revoke permission for any of these techniques.



Signature of Parent or Legal Guardian: _______________________________________________ Date: __________________                




TOOTH STORY HIPAA
Patient Authorization for Use and Disclosure of Protected Health Information
This authorization/disclosure is provided so that I can make an informed decision whether to allow release of information.  This authorization permits Tooth Story Dental to use and/or disclose any individually identifiable health information about me pertaining to my treatment or to obtain payment for the services provided to me.
*In addition I can be contacted at the following places, and receive messages for the following purpose: Please answer yes or no:
Contact Numbers:			Appt. Confirmation		 Financial/Accounting
Cell:  _________________________  	           ______     	    	                      _______
*Please ask for a text opt-out form if you do not wish to be contacted via text message.
Home:  ________________________                     ______                                            _______
Work:  _________________________                    ______                                            _______ 
Email:  _________________________                   ______                                            _______    
*By signing, I authorize Tooth Story Dental to use and/or disclose certain protected health information (PHI) about me to the following family member(s) and/or friend(s):
Name						Relationship
1.____________________________________ 	_______________________________________
2.____________________________________	_______________________________________
3.____________________________________	_______________________________________
I was given an opportunity to read and/or take with me a written copy of Tooth Story Dental’s Notice of Privacy Practices.  I do not have to sign this authorization in order to receive treatment from Tooth Story Dental. In fact, I have the right to refuse to sign this authorization.  When my information is used or disclosed pursuant to this authorization, it may be subject to redisclosure by the recipient and may no longer be protected by the federal HIPAA Privacy Rule.  I have the right to revoke this authorization in writing except to the extent that the practice has acted in reliance upon this authorization.  My revocation must be submitted to the Privacy Officer at:
Tooth Story Dental

Signed by:  __________________________________________________________________  Date:  ________________

Print Patient’s Name:  __________________________________________ Print Name of Legal Guardian_____________

TOOTH STORY FINANCIAL POLICY
WE ARE COMMITTED TO PROVIDING YOU WITH THE BEST POSSIBLE CARE. YOUR CLEAR UNDERSTANDING OF OUR FINANCIAL
POLICY IS IMPORTANT TO OUR PROFESSIONAL RELATIONSHIP.  PLEASE ASK IF YOU HAVE ANY QUESTIONS ABOUT OUR FEES,
FINANCIAL POLICY, OR YOUR RESPONSIBILITY.
ALL CO-PAYMENTS ARE DUE AT TIME OF SERVICE.  WE ACCEPT CASH, CHECK, 
MASTERCARD, VISA, DISCOVER, AMERICAN EXPRESS AND CARE CREDIT.
1. IF INSURANCE IS INVOLVED, CO-PAYMENT AND ANY DEDUCTIBLE IS TO BE PAID AT THE TIME SERVICES ARE RENDERED.
1. PAYMENT PLANS MAY BE ARRANGED IN ADVANCE BASED UPON ESTIMATED FEES, SUBJECT TO CREDIT APPROVAL.
1. ANY ACCOUNT HOLDER FAILING TO MAKE AGREED UPON PAYMENTS THROUGH TWO STATEMENT CYCLES WILL BE ASSESSED $5.00 FOR EVERY STATEMENT THEREAFTER UNTIL BALANCE IS PAID IN FULL.  _________INITAL
1. FAILURE TO ADHERE TO THE AGREED UPON PAYMENT ARRANGEMENTS WILL REQUIRE FULL PAYMENT OF CURRENT CHARGES AND INTEREST UP TO THE CURRENT RATE GIVEN BY OUR FINANCING COMPANY, AS WELL AS ADVANCE PAYMENT OF ANY FUTURE SERVICES. _______INITAL
1. THE PARENT OR GUARDIAN WHO ACCOMPANIES A MINOR TO THE APPOINTMENT IS FINANCIALLY RESPONSIBLE FOR THE ACCOUNT.
1. WE REQUIRE 48 HOURS NOTICE FOR ANY CHANGE OF APPOINTMENT. FAILURE TO COMPLY MAY RESULT IN A FEE TO REAPPOINT.
1. HAVE YOU FILED BANKRUPTCY IN THE PAST 10 YEARS OR ARE YOU IN THE BANKRUPTCY PROCESS AT THIS TIME.  YES  /  NO _______INITAL
WE FILE INSURANCE AS A COURTESY TO OUR PATIENTS IF CURRENT INFORMATION IS PROVIDED TO US. INSURANCE IS A CONTRACT   BETWEEN YOU AND YOUR INSURANCE COMPANY.  YOUR BENEFITS DEPEND ON WHAT YOU OR YOUR EMPLOYER NEGOTIATED WITH THE INSURANCE CARRIER.  IT IS IMPOSSIBLE FOR US TO HAVE COMPLETE KNOWLEDGE ABOUT THE NUMEROUS DENTAL AND MEDICAL INSURANCE COMPANIES CONTRACTS WITH EMPLOYERS OR YOUR STATUS WITH YOUR PARTICULAR COMPANY.  PLEASE NOTE THAT MANY INSURANCE COMPANIES DO NOT PROVIDE THEIR ALLOWED FEES UNTIL AFTER TREATMENT IS COMPLETED OR A WRITTEN PRE AUTHORIZATION IS RECEIVED FROM YOUR INSURANCE COMPANY. THIS CAN SOMETIMES MAKE IT DIFFICULT TO ACCURATELY ESTIMATE YOUR INSURANCE CO-PAYMENT BEFORE TREATMENT IS RENDERED.

UPON RECEIPT OF AN INSURANCE PAYMENT, ANY REMAINING BALANCE IS BILLED TO YOU. A REFUND IS ISSUED WHEN YOU HAVE A CREDIT BALANCE RESULTING FROM A PATIENT OVERPAYMENT. 



WE WILL NOT BECOME INVOLVED IN DISPUTES BETWEEN YOU AND YOUR INSURANCE REGARDING DEDUCTIBLES, CO-PAYMENTS, COVERED CHARGES, SECONDARY INSURANCE, OR OTHER MATTERS REGARDING REIMBURSEMENT.  IF ACTION BECOMES REQUIRED TO COLLECT A DEBT, YOU WILL BE RESPONSIBLE FOR ANY AND ALL COURT COSTS INCURRED IN THE PROCESS. THE PERSON WHO SIGNS THIS FINANCIAL POLICY IS THE ONLY PERSON WE WILL HOLD LIABLE FOR CHANGES INCURRED IN THIS PRACTICE AS THEY ACCEPTED IT UPON SIGNING THE AGREEMENT.
 
 I UNDERSTAND I AM RESPONSIBLE FOR ALL COSTS OF TREATMENT REGARDLESS OF WHAT MY INSURANCE CARRIER MAY OR MAY NOT PAY.  THIS SIGNATURE WILL ALSO SERVE AS SIGNATURE ON FILE FOR ASSIGNMENT OF INSURANCE BENEFITS.  I AUTHORIZE RELEASE OF 
  INFORMATION RELATING TO INSURANCE CLAIMS.
  * IF THE PATIENT IS OVER 18 AND ON A PARENT’S INSURANCE POLICY, THE PARENT MUST SIGN THE FINANCIAL POLICY.
          PATIENT NAME					INSURANCE COMPANY NAME
          _________________________________		___________________________________________		

          POLICY HOLDER NAME (IF DIFFERENT)		 	POLICY HOLDER DATE OF BIRTH

           __________________________________		____________________________________________	
	


 PATIENT /GUARANTOR  SIGNATURE________________________________________________________ DATE___________________



P: 785.370.8004 | F: 785.370.8007 | DrEmilie@ToothStoryDental.com
320 Sunset Ave, Manhattan, Kansas 665020| www.ToothStoryDental.com
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