ﬁI*S ING STARS Rising Stars Pediatric Dentistry
lebiatic Potstry  NEW PATIENT

WELCOME! we are excited to see you for your dental visit! Please fill out the form below so we may better serve you. A copy of our Notice of

Privacy Practices (NPP) is available from our office or from our website at SmileLikeAStar.com. Thank you.

PATIENT INFORMATION

FIRST NAME MIDDLE NAME LAST NAME PREFERRED
BIRTH DATE / / AGE: SEX:OMOF  CONTACT #
STREET ADDRESS CITY STATE ZIP

DENTAL HISTORY

What is purpose of your visit today?

O Yes O No s the patient's first visit to the dentist? If no, date of the last visit.

Please describe any concerns you have had about a previous dental or medical visit.

O Yes O No Does the patient receive fluoride in any form?  Please describe if yes.

O Yes O No Have there been any injuries to the patient's teeth?  Please describe if yes.

The patient brushes teeth __ times per . Patient uses Electric Toothbrush? O Yes O No The patient flosses teeth times per

O Yes O No Do the birth parents have any dental history we should be aware of? Please describe if yes.
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MEDICAL HISTORY

PATIENT'S PHYSICIAN PHYSICIAN PHONE #

PHYSICIAN ADDRESS

O Yes O No s the patient in good general health?  If no, please describe
O Yes O No DOES THE PATIENT HAVE A LATEX ALLERGY?

O Yes O No Has the patient ever had a reaction to or problem with an anesthetic? If yes, describe
O Yes O No Has the patient ever had a REACTION OR ALLERGY TO NUTS, ANTIBIOTICS, SEDATIVES, OR OTHER MEDICINES/SUBSTANCES?

Please list all allergies the patient has.

O Yes O No Has the patient ever experienced a convulsion or seizure?  If yes, what is the date of the last seizure?

O Yes O No Has the patient ever been hospitalized, had surgery or a significant injury, or been treated in an emergency department? List and describe

DOES THE PATIENT NOW HAVE OR EVER HAD THE FOLLOWING?

O Yes O No Heart disease or heart murmur O Yes O No Cancer or tumors O YesQNo Abnormal bleeding or blood disorder

O Yes O No Hepatitis A, B or C O Yes O No HIV/AIDS virus QOYesQONo Rheumatic heart disease (RHD)

O Yes O No Kidney Disease O YesONo Diabetes QOYesQONo Complications with dental anesthetic No
O Yes O No Liver disease O Yes(QNo Slow blood clotting OYesQONo Steroids therapy or chemotherapy

O Yes O No Thyroid disease OYesONo Asthma OYesONo Sensory integration issues

O Yes O No Tuberculosis OYesONo Growths or cysts OYesONo Autism spectrum

O Yes O No Tuberculosis exposure OYesONo Ear, nose or throat conditions OYesONo ADD/ADHD

O Yes O No Eating disorders



MEDICATIONS
LIST ALL CURRENT MEDICATIONS TAKEN BY PATIENT (over-the-counter AND prescription). Please ask if you need more room.
NAME AND STRENGTH FREQUENCY REASON TAKEN
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ACCOMODATIONS and CONCERNS

Are there any accommodations that we can make to better the patient's visit?

Is there anything else you would like to add regarding the patient’s health?

What brings joy to the patient? (pet, toy, game, friend, hobby, etc.)

PEDIATRIC DENTISTRY CONSENT FOR DENTAL PROCEDURES

| hereby authorize the doctors of Rising Stars Pediatric Dentistry assisted by other dentists and/or dental auxiliaries of their choice, to perform dental
services or oral surgery procedures including the use of any necessary or advisable local anesthesia, radiographs (x-rays) or diagnostic aids upon the
patient.

| hereby state that | have read and understand this consent and that all questions about the procedure or procedures have been answered in a
satisfactory manner and | understand that | have a right to be provided with answers to questions which may arise during the course of the patient's
treatment.

| fully understand there is a possibility of surgical and/or medical complications developing during or after a procedure. In the event of such
complications, | further authorize the doctors of Rising Stars Pediatric Dentistry to perform treatment as may be needed to preserve the health and life of
the patient.

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION

| authorize Rising Stars Pediatric Dentistry to release to hospital or health care service plans, insurance companies, self-insurers, or their
representatives, any and all information and records (including x-rays) about my medical history, or about services rendered or treatment given to my
child/children that is needed to review, investigate or evaluate any claim for benefits. If my coverage is under a group master agreement held by my
employer, an association, trust fund, union or a similar entity, this authorization also permits disclosure to them for purposes of utilization review or
financial audit.

AUTHORIZATION FOR SUBMISSION OF CLAIMS AND ASSIGNMENT OF BENEFITS

| authorize Rising Stars Pediatric Dentistry to submit claims for payment for services to current healthcare service plans or insurance companies that
provide coverage for the patient, on my behalf and in my name, and assign insurance benefits otherwise payable to me to Rising Stars Pediatric
Dentistry, but not to exceed the provider's actual charges for covered services.

This authorization shall remain effective for any services rendered to the patient by Rising Stars Pediatric Dentistry. | know | have a right to receive a
copy of this authorization if requested. | also understand that although Rising Stars Pediatric Dentistry strives to give the most accurate insurance
information possible with regards to my plan, it is ultimately my responsibility as the insured/subscriber to know and understand my benefits, limitations
and exclusions of my individual policy.

Date Signature of Parent or Guardian

Patient’'s Name Printed Name

Relationship to Patient




PARENT/GUARDIAN INFORMATION

FIRST NAME MIDDLE NAME LAST NAME PREFERRED

BIRTH DATE / / SSN CONTACT #

RELATION TO PATIENT Q Father QO Stepfather O Mother QO Stepmother O Guardian QO Other

STREET ADDRESS CITY STATE ZIP
(if different from patient)

EMPLOYER WORK # CELL # EMAIL

PARENT/GUARDIAN INFORMATION

FIRST NAME MIDDLE NAME LAST NAME PREFERRED

BIRTH DATE / / SSN CONTACT #

RELATION TO PATIENT Q Father Q Stepfather O Mother QO Stepmother O Guardian QO Other

STREET ADDRESS CITY STATE ZIP
(if different from patient)

EMPLOYER WORK # CELL # EMAIL

Have we previously seen any siblings? O Yes QO No
If yes please list their names.

Whom may we thank for referring you to our office?
How did you hear about our practice?
[COMailer CJOur Website [1Google/Web [JFriend [] Insurance Company [JPediatrician []JPhonebook []Other

INSURANCE

Do you have dental insurance or Medicaid? QYes (O No

In order to file a claim on your behalf, we require a copy of your insurance card and the following information:

PRIMARY DENTAL INSURANCE

NAME OF PERSON INSURED RELATIONSHIP TO PATIENT
INSURANCE COMPANY INSURANCE PHONE #
MEMBER ID# GROUP #

GROUP NAME OR EMPLOYER

SECONDARY DENTAL INSURANCE

NAME OF PERSON INSURED RELATIONSHIP TO PATIENT
INSURANCE COMPANY INSURANCE PHONE #
MEMBER ID# GROUP #

GROUP NAME OR EMPLOYER

TERTIARY DENTAL INSURANCE

NAME OF PERSON INSURED RELATIONSHIP TO PATIENT
INSURANCE COMPANY INSURANCE PHONE #
MEMBER ID# GROUP #

GROUP NAME OR EMPLOYER
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FINANCIAL POLICY

. Payment is due at the time of service.

. The insurance company determines the insurance portion of payment at the time of claim processing.

. The insurance portion is estimated, when possible, at the time of service.

. Your estimated payment at time of service is the office fee minus the estimated portion from your current insurance coverage.
. Any remaining balance is due upon receipt of your statement.

. Rising Stars Pediatric Dentistry will refund any overpayment.

HOSPITAL
. Estimated portion of dental fees for scheduled hospital or surgery center procedures is due upon scheduling of the surgery date.
. Any remaining balance is due upon receipt of your statement.

MISSED APPOINTMENTS POLICY

. Late arrivals (more than 15 minutes) may require rescheduling to another day.

CANCELLED APPOINTMENTS POLICY

. Cancellations require a 24-hour notice.
. Excessive missed hygiene appointments may be charged a $25 missed appointment fee.
. Excessive missed treatment appointments may be charged a $50 missed appointment fee.

| have read and understand the above financial policy and agree to its terms.

Date

Signature of Guarantor

Printed Name
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