DRS. DALE and ROBERT COLLINS

DATE:
Child 's Name Age Birthdate SexxM__F_
Nickname Family Name

Father's Name

Social Security #

Date of Birth

Address

Home Phone

Work Phone

Cell Phone

Father's Occupation

Name of Employer

Street

Mother's Name

Social Security #

Date of Birth

Address

Home Phone

Work Phone

Cell Phone

Mother's Occupation

Name of Employer

Street

City State Zip City State Zip
Person Responsible for Account: Father Mother Other

If other, please identify:

Is child covered by any DENTAL insurance? YES / NO If YES:
Father's Insurance Mother's Insurance

Group # Group #

Is this the child's first visit to a dentist YES / NO
If no, child's previous dentist

Are any other family members a patient in this office? YES / NO

Is there now or has there ever been any of tile following? (CIRCLE)
CAVITIES TOOTHACHE PAIN BROKEN TOOTH EXTRACTED TOOTH  STRAIGHTENED TEETH  GUM INFECTION
Other:

Child's Physician:
Is the child ALLERGIC to any medication?

If yes, please explain

Is the child taking any medicine? If yes, please explain

Has the child had any history of: (circle those that apply)

Anemia Emotional Problem Heart Trouble Rheumatic Fever
Asthma Epilepsy Kidney Disease Speech Impediment
Tumors Convulsions Liver Disease Tuberculosis
Diabetes Excessive Bleeding Hearing Problem Mental Disturbance

Other: (explain)

If the patient is a teenager and there is any possibility of pregnancyi, it is very important that you inform this
office prior to treatment.

Please be aware that pediatric dentists routinely use nitrous oxide analgesia on children for restorative
procedures in addition to a local anesthetic.

Whom may we thank for referring you to our office?

Signature of Father or Guardian Relationship to Child

Signature of Mother or Guardian Relationship to Child






DALE R. COLLINS, D.D.Ss., P.A.

ROBERT M. COLLINS, D.D.S., P.A.
PIKE CREEK PROFESSIONAL CENTER
5500 SKYLINE DRIVE
WILMINGTON, DELAWARE 19808
TELEPHONE: (302) 239-3655

PRACTICE LIMITED TO PEDIATRIC DENTISTRY

IF YOUR CHILD NEEDS FILLINGS, CROWNS OR EXTRACTIONS

NITROUS OXIDE INFORMATION AND CONSENT

Your child’s response to the dental experience is of primary importance to us. Nitrous
oxide, or laughing gas, is an analgesic and mild sedative used by many pediatric dentists.
It is a very safe gas/oxygen mixture that is a highly effective method of patient relaxation.
Nitrous oxide is inhaled by a nasal mask and is recognized as the safest sedative used in
dentistry today. It does not put a child “to sleep.” For this reason, local anesthetic is
still necessary, but much more comfortable to receive.

Nitrous oxide decreases fear, anxiety, apprehension and pain sensations. The use of
nitrous oxide can help many children learn to-cope with the sometimes stressful dental
experience. Since nitrous oxide generally reduces fatigue and provides a pleasant
sensation, it enables children to remain relaxed for their dental treatment.

Rarely a child may experience nausea and/or vomiting. If your child has a cold or fever
or is taking any medications, contact the office prior to the visit. Your child must be able
to breathe easily through his/her nose. The actual effect from the nitrous oxide is gone
several minutes after it is stopped. However, some children may appear withdrawn,
sleepy and unresponsive. This is a natural reaction, much like waking from a nap.

I have read and understand the above and consent to the use of nitrous oxide.

Parent/Guardian Date



DALE R. COLLINS,D.D.S.
ROBERT M. COLLINS, D.D.S.

I authorize use of this form on all my insurance submissions.

I authorize release of information to all my insurance carriers.

| authorize my doctor to act as my agent in helping me to obtain payment from my
insurance carriers.

| authorize payment directly to my doctor.

I permit a copy of this authorization to be used in place of the original.

I authorize my employer to release information concerning my employment.

I understand that there may be a charge for any missed appointment without 24 hour
notice and that, in compliance with the Federal Lending Laws, we have the
prerogative of charging a 142 % service charge per month on all delinquent accounts.

I understand that I am financially responsible for all charges whether or not paid by
insurance.

Mother's Name Father's Name

Please Print Please Print

Mother's Signature Father's Signature









