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Welcome 
Today’s Date_______________________

Who is accompanying the child today?

Patient’s Name________________________________________

Name______________________________Relation:__________
                            Last                                     First                  MI

Patient’s Birthdate_____/______/_________ Age_________              Do you have legal custody of this child? Yes____No____
Home Phone(_____)_________________Male___Female___
Whom may we thank for referring you?________________
Home Address________________________________________
Other siblings__________________________________________
_______________________________________________________
General Dentist________________________________________
                  City                                   State                       Zip

 







Last Visit Date_________________________________________
E-mail Address________________________________________
Dentist’s Phone # (_____)____________________
School____________________________________Grade______
Relative or friend not living with you.

Hobbies/Sports_______________________________________
Name___________________________Phone#(____)__________
Parent’s Information
Who is responsible for account?_____________________
 Parent’s Marital Status Single___Married___ Partnered___ Widowed___ Divorced___ Separated___

Father____  StepFather____  Guardian____
Mother____  StepMother____Guardian____  Name_____________________________Birthdate___/___/___
Name_____________________________Birthdate___/___/___

Address(if different than child)



Address (if different than child)
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________
City                                      State                                Zip

City


State


Zip
SS#__________________________DL#_______________________
SS#__________________________DL#______________________
Wk#(____)_____________Ext____ Hm#(____)_______________
Wk#(____)_____________Ext____Hm#(____)______________
Cell#__________________________E-mail____________________
Cell#_______________________E-mail______________________
Employer____________________________Occupation________
Employer___________________________Occupation________
Employers Address______________________________________
Employers Address_____________________________________
__________________________________________________________
_________________________________________________________
City                                     State                                   Zip

City


State


Zip
If you have Orthodontic Insurance for the child, please fill
If you have Orthodontic Insurance for the child, please fill
out below:






out below:
Insurance Co. Name_____________________________________
Insurance Co. Name_____________________________________
Insurance Co. Address__________________________________
Ins Co Address__________________________________________
_________________________________________________________
_________________________________________________________
City                                      State 

               Zip

City


State


Zip
Insurance Phone (_____)____________________


Insurance Phone (____)____________________
ID#_______________________________Group#_______________
ID#__________________________________Group#____________






Authorization
This office reserves the right to verify the credit status of potential patients and/or parents of patients prior to extending credit for treatment fees and may, at the discretion of this office, use the services of one or more credit reporting services.  If this office accepts insurance, I understand that I am responsible for payment of services rendered and also responsible for paying any co-payment and deductibles that my insurance does not cover.  I herby authorize the orthodontist to release all information necessary to secure the payment of benefits.  And I assign directly to the doctor all insurance benefits otherwise payable to me.  I further authorize the use of this signature on all my insurance submissions, whether manual or electronic.






__________________________________________________________Date____________




Signature of Parent or Guardian/Responsible party
                                             Dental and Medical History

What are the main concerns about your teeth?


Has the patient experienced the following medical problems?
___________________________________________________

              Y  N  Abnormal Bleeding        
   
   Y  N   Hearing Impairment
Has your patient  ever been evaluated or had orthodontic                    Y  N   ADD/ADHD
     

   Y  N   Heart Murmer  treatment before?                     Y   N
               
                                                                     Y  N   AIDS/HIV+                      
 
   Y  N   Hemophilia



              



               Y  N   Any Hospital Stays/Operations   Y  N    Hepatitis
Have there been any injuries to the face,mouth, teeth or chin?           Y  N   Artificial Bones/Joints/Valves     Y  N   Kidney Problems 
                            Y  N  

               


               Y  N   Asthma                                                   Y  N   Liver Problems
Does the patient require antibiotics before dental treatment?             Y  N   Cancer                                                    Y  N   Mitral Valve Prolapse
                           Y  N
                                                                                        Y  N  Congenital Heart Defect                   Y  N   Prosthetics
Have the adenoids or tonsils been removed?     Y  N                                    Y  N  Convulsions
 Y  N  Rheumatic Fever
Does the matient have any mission or extra permanent teeth?             Y  N   Diabetes                                                  Y  N   Scarlet Fever
                                     Y  N                                                                                            Y  N   Epilepsy                                                  Y  N   Sickle Cell Disease
Has the patient ever had any pain/tenderness in his/her jaw                Y  N   Handicaps/Disabilities                      Y  N   Tuberculosis (TB) joint?(TMJ/TMD)  Y  N



                                  Has the child ever taken any diet pills such as phen-Fen?    Y  N

Does the patient brush his/her teeth daily?      Y   N 

                (Also known as Redux or Pondimin.) if so, when?______________

Floss his/her teeth daily?       Y  N                                                                        Are the patient’s immunizations current?                                 Y  N
Patient’s Physician:________________________________________                  Anything you would like to discuss with the Docter in private?

Phone #____________________ Date of last visit_______________







         Y  N

Is the child currently under the care of a physician?     Y  N

Please discuss any serious medical problems the patient has had:

Has puberty begun?       Y  N




_________________________________________________________________

Has menstruation begun       Y  N




_________________________________________________________________

Please describe the patient’s current physical health.

_________________________________________________________________

   Good         Fair        Poor 




Does/Did the patient experience any of the following?

Please list all drugs that the patient is currently taking.

Y  N   Breast Fed                                             Y  N   Nursing Bottle Habits

_____________________________________________________________
Y  N   Clenching/Grinding Teeth              Y  N   Speech Problems

_____________________________________________________________                  Y  N   Lip Sucking/Biting

       Y  N   Thumb/Finger Sucking

_____________________________________________________________
 Y  N   Mouth Breather                                  Y  N   Tongue Thrust

Aside from items listed below, list all drugs/things patient

 Y  N   Nail Biting                                             Y  N   Used Pacifier

Is allergic to:                                                                                                                  List any musical instruments played.____________________________

_____________________________________________________________                   __________________________________________________________________
Latex   Y  N                 Nickel/Metals   Y  N              Plastic   Y  N

Our office is HIPAA compliant and is committed to meeting or exceeding the standards of infection control mandated by OSHA, the

CDC, and the ADA.

I understand that the information I have given is correct to the best of my knowledge, that it will be held in the strictest confidence

And that it is my responcibility to inform this office of any changes in my child’s medical status.  I authorize the dental staff to perform

The necessary dental/orthodontic services the patient may need.

                                                                                                                                          ____________________________________________________Date___________

                                                                                                                                           Signature of Parent/Guardian

Office use only

I have verbally reviewed the medical/dental information above with the parent/guardian and patient named herein.

____________________________________________________Date____________                 

                                                                                     
Signature of Orthodontist

Comments:________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________

                         HIPPA PRIVACY NOTICE
                                             ARAPAHOE ORTHODONTICS

This notice is required by the new patient privacy regulations issued by the United

States Department of Health and Human Services (“HHS”), and describes how your

Medical information may be used or disclosed, and how you may gain access to your

medical information.

Your protected medical information (i.e., individually identifiable information, such as

Names, dates, phone/fax numbers, email addresses and demographic data) may be used or

Disclosed by us in one or more of the following respects:

· To other health care providers (i.e., your general dentist, oral surgeon, etc.) in

connection with our rendering orthodontic treatment to you;

· To third party payors or spouses (i.e., insurance companies, employers with direct

reimbursement, administrators of flexible spending accounts, etc.) in order to obtain

payment of your account;

· To certifying, licensing and accrediting bodies (i.e., the American Board of

Orthodontics, state dental boards, etc.) in connection with obtaining certification,

licensure or accreditation;

· Internally, to all staff members who have any role in your treatment; and/or

· To other patients and third parties who may overhear conversations about your

treatment, scheduling, etc.

Under the new privacy rules, you have the right to:

· Request restrictions on the use and disclosure of your protected health information;

· Request confidential communication of your protected health information;

· Inspect and obtain copies of your protected health information through asking us;

· Amend or modify your protected health information;

· Receive an accounting of certain disclosures made by us of your protected health

      information; and,

· You may file a complaint with the HHS Secretary as to any violation by us of your

privacy rights, which must be filed within 180 days of the violation.

We have the following duties under the privacy rules:

· To only utilize your protected health information as set forth in the attached Consent

and/or Authorization;

· To obtain your written consent to use your protected patient information for

treatment, payment or health care operations, and to refuse treatment if you refuse to

sign the consent;

· To obtain your written authorization to use your protected patient information for any

purpose other than treatment, payment or health care operations;

· To use reasonable efforts to limit the amount of protected health information that is

used, disclosed or requested to the minimum degree necessary where such

information is used, disclosed or requested for purposes other than treatment; and,

· To obtain satisfactory assurances from our business associates who render services to

our office that your protected health information will be safeguarded by them.

Please note that we are not obligated to:

· Honor any request by you to restrict the use or disclosure of your protected health

information;

· Amend your protected health information if, for example, it is accurate and complete;

or,

· Provide an atmosphere that is totally free of the possibility that your protected health

information may be overheard by other patients and third parties.

If you have any questions about the information in this Notice, please let us know. 

Thank you.

PRIVACY CONSENT
ARAPAHOE ORTHODONTICS

HIPAA

This form is required by the new patient privacy regulations recently issued by the United States Department of Health and Human Services.  Prior to commencing your orthodontic treatment, you must review, sign and date this form.

Your protected health information (i.e., individually identifiable information such as names, dates, phone/fax numbers, email addresses and demographic data) may be used in connection with your treatment, payment of your account or health care operations (i.e., performance reviews, certification, accreditation and licensure).

You have the right to review our office’s privacy notice prior to signing this Consent.

You have the right to request restrictions on the use of your protected health information.  However, we are not required to, and may not, honor your request. 

We may amend our privacy notice at any time.  If we do, we will provide you with a copy of the changes, and the changes may not be implemented prior to the effective date of the revised notice.

You may revoke this Consent at any time in writing.  However, such revocation will not 

be effective to the extent that any action has been taken in reliance with this Consent.

Thank you for your cooperation.  Please let us know if you have any questions. 

_________________________

_______________________________

Patient’s Signature


Parent’s Signature (if under 18 yrs. old)

_________________________

Print Name

_________________________

Date 
