Janesville Pediatric

Welcome! We at Janesville Pediatric Dental Care are pleased that your children will be joining
our dental home as new patients. Dr. Jackie Martin and our staff have dedicated their careers to
providing your children with the best that dentistry has to offer.

Informing the parent is a priority at Janesville Pediatric Dental Care. Dr. Jackie’s main assistant
will meet with you prior to your children’s appointments' to discuss any cares, concerns, or
questions you may have. You will be asked, at that time, to have a seat in the reception area with
the other parents, as your children visit the clinical area. Our staff members will make this
transition as easy as possible for both your children and you. If at anytime, our staff feels the
necessity for parent assistance, they will inform you.

During a new patient appointment, your children will receive a professional cleaning, necessary
radiographs (x-rays), fluoride treatment, and a comprehensive oral examination. Feel confident
that your children are receiving the highest quality of dental care.

To help make your initial appointments a success, we ask that you complete the enclosed
registration and health history paperwork, prior to your arrival, as well as providing a copy of
your insurance card to remain on file for the submission of your dental claims. Please
familiarize yourself with the details of your dental insurance plan so we may assist you in
estimating your portion of any diagnosed treatment costs. If your children are uninsured, a staff
member would be happy to give you an estimate. Payment in full will be required on the day of
service. Our office does offer financing options.

If you have any questions or concerns regarding your upcoming appointments, please feel free
to contact us at (608)756-3149. We look forward to meeting both you and your children, and
welcome to our dental family!



Janesville Pediatric
Dental Care Today’s Date:

Patient Name: Preferred Name:

Birth Date: Age: Gender:
RESPONSIBLE PARTY

The parent(s) who bring the child(ren) to their initial visit is the responsible party for the account. In the case of divorce or separation the party
responsible for the account prior to the divorce or separation remains responsible for the account. After a divorce or separation, the parent authoriz-
ing treatment for a child, irregardless of who carries the insurance, is the parent responsible for those subsequent charges, if the divorce decree
requires the other parent to pay all or part of the treatment costs, it is the authorizing parent’s responsibility to collect from the other.

Who is responsible for the account? (if married, both parents are responsible)

Parent/Guardian #1:

Marital Status?: Married Single Divorced Seperated

Relation to Patient:

Parent/Guardian #2:

Marital Status?: Married Single Divorced Seperated

Relation to Patient:

Street Address: Street Address:

City/State/Zip: City/State/Zip:

Home Phone: Cell Phone: HomePhone: __ Cell Phone:

Birth Date: SS#: Birth Date: SS#:

E-mail: E-mail:

How did you hear about our office? (Circle) Internet Phonebook Friend Flyer Dentist

Please list name of referring Dentist or friend:

How do you prefer to be contacted: (Circle) E-mail Home Phone Cell Phone Mail
DENTAL INSURANCE

PRIMARY INSURANCE SECONDARY INSURANCE

Name of Insured: Name of Insured:

Address: Address:

City/State/Zip: City/State/Zip:

Phone: Phone:

Birth Date: SS#: Birth Date: SS#:

Employer: Employer:

Occupation: Occupation:

Insurance Company:

Address:

City/State/Zip:

Group #:

Insurance ID#:

Insurance Company:

Address:

City/State/Zip:

Group #:

Insurance ID#:

| authorize the dentist to release any information including the diagnosis and the records of any treatment or examination rendered to me or my
child during the period of such dental care to third party payors and/or other health practitioners. | authorize and request my insurance company
to pay directly to the dentist or dental group insurance benefits otherwise payable to me. | understand that my dental insurance carrier may pay
less than the actual bill for services. | agree to be responsible for the payment of all services rendered on my behalf of my dependants.

Signature: Date:
Payment for services and estimated insurance co-payments are due at time of service unless other arrangements have been approved in writing. It is
also my understanding that 2 (two) consecutive broken appointments without explanation will lead to the dismissal of my family as patients.

Signature: Date:




Medical History Form-Janesville Pediatric Dental Care

Patient Name: Today's Date

Birth Date:

Medical History Does the Patient have any history of the following?

Heart Problems OF MUIMU ... ...ttt ettt et et ettt e e et e e e e te e e ea e et taneas e aee seteen e nas YES NO (?)
RNBUMALIC FEVET ... ..ot e e e et e et et et et et e et et et e nea e et ae aee e YES NO (?)
(2] [=T<To 1o o gl (o] i1 gTo [ o] fo] o] =] o ¢ F- T PP YES NO (?)
S (o (o= | = U =T 4 1= o g = U P YES NO (?)
(0315 1 1o o g o= 1= = PP YES NO (?)
Birth defects Or QENELIC AISOITEIS. ... ... et e e e et e et et et e e e e e ren e et e YES NO (?)
L= o] 1 (=] o 1S Vo] STt A U (= PP PPt YES NO (?)
Intellectual Disability/DOWN SYNOIOMIE. .. ... ..t ere e et et et e e et et e e e e e e e e e e e eet e ae e e eeneaneaneas YES NO (?)
AUtiSM/DEVEIOPMENTAI DEIAY ... ... et eet ettt et ettt e e e e e e e e e e e et e e e e e e e e e s YES NO (?)
GIOWEN PrODIEMIS . .. e e e e e s YES NO (?)
(01=T =T o] = U o =Y PPN YES NO (?)
Ear Or NEAriNg ProDIEMIS. .. .. e et et e e et et e et et e et e et e YES NO (?)
ST oJ=T=Tod o I 11T U= PP YES NO (?)
VISION PIrOBIEMS ..ot e e et e et e YES NO (?)
ASTNMA OF WNEEZING . ...ttt ettt et ettt ettt e e et et e e e et e e et re e e e e e e YES NO (?)
Allergies (hay fever, latex sensitivity, etc.) Please List YES NO (?)
Feeding Or @atiNG GISOTTETS. .. ... .. it ittt ettt et et et et et e e e et ettt e et et et et te e e e et re e e e aeeneeaeaee s YES NO (?)
Hepatitis or liver disease YES NO (?)
D T= o=l (= PP TP YES NO (?)
LI o= (o U ][ ] T PP RPN YES NO (?)
Kidney problems ....YES NO (?)
BONE OF JOINT PrODIEIMS ... ... ettt e e e e et e e et e ettt et et e e e e e et e an e eeeeneens YES NO (?)

DruQg OF @lCONOI USE...... ..ttt et e e et e e e et et e et e et e e e et e ee et e e aa e e set ea e ee senean e neeas YES NO (?)
Smoking or use of snuff or smokeless tobacco YES NO (?)

Sexually transmitted or venereal disease (VD) YES NO (?)
AIDS 0r AIDS-TEIALEA COMPIEX. .. ... etiit it ittt ettt et et et e e et et et et e et et et et et et te e et et neeaee et aeeeeeans YES NO (?)
L= 13 o= P YES NO (?)
R Lo oL To o I I 1= =1 o) PP YES NO (?)
Other medical problems (specify) YES NO (?)
Name of patient’s physician Date of last visit

Address Phone #

Is the patient currently under the care of a PRYSICIAN?. ..o YES NO (?)
If yes, for what condition?

Has your medical doctor instructed you to have your child take Penicillin before each dental visit................... YES NO (?)
Is the patient currently taking @any MediCAtIONS?..........oiiiiiiiiiiee et YES NO (?)

If yes, list
for what condition?

Has the patient had any allergic or unfavorable reaction any mediCationS?............ccccueiiiiiiiiiieee i YES NO (?)
To what? Reaction

Have you or your child had any complications due to @anesthesia?............cccooviiieiiieiieiiecce e YES NO (?)
Has the patient ever been hOSPItAlIZEA?. ...........oo ittt et e e et e e e e e enne e s YES NO (?)
Age Reason

Are the patient’s ImMmMUNIZAtIONS UP-T0-0AIE........cuiiiiiiiiiit ettt YES NO (?)
Is there any additional medical information about the patient not reported above?............ccccevviviieienie e, YES NO (?)

If yes, describe




DENTAL HISTORY

Why is the patient seeking dental care?
Is this the patient’s first VISIt 10 & GENTIST?........ccoiiiii ittt e et e e e sabe e e e e e e e e e eeeabaeeesnnneeaannes YES NO (?)
If no, please provide name of dentist and date of last visit

Has the patient had any of the following dental problems?

INJURIES 10 MOULN OF TEETN ... ... e e e e et et e e e et e e e e aeen YES NO (?)
LI Lo g = 1o g (=17 o - 1 o PR YES NO (?)
ADSCESSES (GUIM DIOIIS) ... ettt et et et e e et e e et et e e et e e e a e e e e e e aeaas YES NO (?)

Other (specify)
Does the patient have any of the following habits?

Fingerthumb/pacifier SUCKING ........c e e e e et e et e e e ae e YES NO (?)
Tooth grinding OF CIENCRING . .. ... .. et et et e et ettt e e et e et et e e e e eea et eaeeeeneaaans YES NO (?)
Other (specify)
At what age was bottle or breast feeding stopped?
What is the source of the patient’s current drinking water supply?

City Home well Bottled Don’t know
SR SR L (=T O [0 To T4 To F= L= I OO OO U UPPR R PPPRTOS YES NO (?)
Does patient receive fluoride tablets, drops or vitamins with fluOride?............cooviiiiiiiiiiii e, YES NO (?)

Who is responsible for brushing the patient’s teeth?
Is there any additional dental information we should know?

SOCIAL & BEHAVIORAL HISTORY

Do you think the patient will cooperate for dental treatMeENT?........cccviiiieiiiiiie e YES NO (?)
Has the patient had a bad or fearful dental or medical eXPerieNCe?............ooviiiieiieeiiiie e YES NO (?)
Which of the following best describes the patient?

__ Advanced in the learning process Progressing normally Slow learner

Does the patient have any history of emotional or behavioral problems?............ccci i YES NO (?)
If yes, describe

Are there any cultural, religious or ethnic concerns that could affect the care of your child?..............ccccceevienee. YES NO (?)
If yes, describe

Names and ages of other children in the family

Is there any additional information We Should KNOW?...........cciiiiiiiiiiiiiiie et YES NO (?)

If yes, comment

In case of hospitalization, trauma or emergency, please provide the name of your medical Insurance
provider/company

To the best of my knowledge the above information is correct.

Signature of person completing/Reviewing form Date Relationship to patient




