
 

Patient’s full Name: ____________________________________ Sex: _____ DOB: _____________ 
 
Address: ____________________________________ City: ______________ Zip: ______________ 

Mother’s (Guardian) Full Name: _____________________________________ DOB: ____________ 

Home#: ____________________ Work #: ______________________ Cell#: ___________________ 

Email: ______________________________________ 

Father’s (Guardian) Full Name: ______________________________________ DOB: ____________ 

Home#: ______________________ Work #: ___________________ Cell#: ____________________ 

Email: ______________________________________ 

Emergency Contact: ________________________________Relationship: _____________________ 

Home#: _______________________ Cell#: _________________________ 

Primary Dental Insurance: _____________________________ Subscriber: ____________________ 

Relationship to Patient: _______________________Employer: ______________________________  

Subscriber SS# or ID#: __________________________ Subscriber DOB: _____________________ 

Secondary Dental Insurance: _____________________________ Subscriber: _________________ 

Relationship to Patient: _______________________Employer: ______________________________  

Subscriber SS# or ID#: __________________________ Subscriber DOB: _____________________ 

 

Whom may we thank for referring you? _______________________________________________ 

 
(Over) 



Medical History 

Patient Name: ____________________________________  
 
Physician: ________________________________________ Phone#: ________________________ 
 
Patient’s current weight: __________________    Patient’s current height: _____________________ 
 
Y  N   Is patient in good health? 
Y  N   Is patient under a physician’s care? If yes for what? __________________________________ 
Y  N   Does patient have any history of major illness? If yes when? ___________________________ 
Y  N   Has patient ever been hospitalized? If yes for what? __________________________________ 
Y  N   Is patient taking any medications at this time? If yes what? _____________________________ 
          ___________________________________________________________________________        
Y  N   Does patient have any allergies or drug sensitivities? If yes please list: ___________________ 
          ___________________________________________________________________________ 
Y  N   Has patient had tonsils and/or adenoids removed? If yes when:_________________________ 
Y  N   Does patient have tendency to frequent (  ) colds (  ) sore throat (  ) ear infections  
          (  ) sinus congestion (  ) breathing problems? 
 
Check any of the following conditions for which the patient has been treated: 
 
(  )  Aids/HIV   (  )  Epilepsy/Seizures  (  )  Nutritional Disorders 
(  )  Arthritis                   (  )  Mental Disorders  (  )  Prolonged Bleeding 
(  )  Asthma                (  )  Endocrine Disorders  (  )  Rheumatic Fever 
(  )  Blood Disorders     (  )  Fainting/Dizziness  (  )  Speech/Hearing Disorders 
(  )  Bone Disorders  (  )  Heart Disorders    (  )  Tonsillitis  
(  )  Cerebral Palsy  (  )  Hepatitis    (  )  Tuberculosis 
(  )  Diabetes        (  )  Liver/Kidney Disease   (  )  Other:________________________ 

 
 

Dental History  
 

Family Dentist: __________________________________ Phone#: __________________________ 
 
Y  N   Has patient had any injuries to face/mouth/or teeth? 
Y  N   Has patient ever sucked fingers and or thumb? To what age? __________________________ 
Y  N   Does patient have any speech disorders? __________________________________________ 
Y  N   Is patient a mouth breather?  While awake? ________________ While asleep? ____________ 
Y  N   Does patient have any popping/clicking/or discomfort when opening or closing mouth? 
Y  N   Has the patient seen a dentist regularly in the past? 
Y  N   Has the patient had any dental treatment in the past?  
Y  N   Is your drinking water fluoridated?  
Y  N   Is the patient taking any fluoridated supplements (e.g. rinse or gel)? 
Y  N   Has the patient ever had an unsuccessful dental appointment? 
 
How often are teeth brushed? ___________Flossed? ___________ By whom? _________________ 



*On approval of credit, this is a revolving line of credit that can be used for current balances as well as 
future treatment and carries a very reasonable interest rate. 
 

 

Financial Policy and Agreement 

Outstanding patient service is our goal 
The goal of Dr. McDonald and staff is to make sure that you receive the highest quality dental care and 
service. One step is to make certain that our financial policies are clear and understood by you. 
 
Insurance – We go the extra mile 
If you have insurance, we will make a good faith estimate of your benefits and defer billing you for that 
amount for up to 45 days. We will take complete care of completing and filing the appropriate claims 
forms with your insurance company. We will also track your claim and make sure that it is paid in a timely 
manner. We will follow-up with your insurer when claims are not processed efficiently and attempt to 
expedite payment. We are also happy to provide your insurance company x-rays or any other information 
they may require. If your insurer denies coverage, or if we otherwise do not receive payment within 60 
days from filing your claim, the amount will then become due and payable by you. Remember that your 
coverage is a contract between you, your insurer, and your employer.  
 
Although we will make every effort to help you obtain your benefits, we cannot force your insurer 
to pay.  
 
Your Payment is Due at Time of Treatment 
Fees for treatment are due at the time of treatment after deduction of your good faith estimate of 
insurance benefits as described above. 
 
Payment Options 
Cash   Check   Visa®   MasterCard®   CareCredit® * 
 
Patient Responsibility 
I acknowledge my responsibility for payment of services received from A Kids Place Dentistry for 
Children in accordance with Dr. McDonald’s regular fees and terms. I understand my responsibility is not 
modified by whether any third party (insurance) pays for all, part, or none of the charges.  I understand 
that this account becomes delinquent if not paid within 60 days after billing and at that time a late fee of 
$20 may be charged until the balance is paid in full. 
 
I also acknowledge that A Kids Place Dentistry for Children requires 24 hour notice to reschedule or 
cancel any appointments. If I fail to give proper notice, I will be required to pay $50 to reschedule any 
future appointments.  
 
Assignment and Release 
I authorize payment to be made directly to the dentist by my insurance company and I accept financial 
responsibility for all services not covered by my insurance and I authorize release of any medical care 
information requested by my insurance carrier. 
 
Patient name: ___________________________________ Date: _______________________________  
 
Parent or Guardian signature: ___________________________________________ 
 



 
 

Pediatric Informed Consent 
 

 
It is your right as a parent to understand the risks, benefits, and alternatives of your child’s dental 
treatment, and to accept or refuse treatment offered to your child. 
 
Please read this form carefully and ask about anything you do not understand. We are pleased to answer 
your questions. 
 
 I have hereby authorized A Kids Place Dentistry for Children to preform upon my child the 
following dental treatments as discussed and outlined by Dr. McDonald and his staff, including the use of 
any necessary or advisable diagnostic aids or radiographs (x-rays). Please understand that a verbal 
consent will be obtained prior to the initiation of all dental procedures, restraint, and/or behavior 
techniques. No procedures will be initiated until verbal consent is obtained.  
 

 Cleaning of the teeth and application of topical fluoride 
 Application of plastic “sealant” to the grooves of the teeth 
 Administration of local anesthetic agents (numbing) 
 Repair of decayed or injured teeth with dental restorations (fillings or crowns) 
 Root canal treatment 
 Removal (extraction) of one or more primary (baby) or permanent (adult) teeth 
 Space maintenance appliances 
 Treatment of diseased or injured oral soft tissue 
 Use of physical restraint or behavior modification techniques to safely accomplish the necessary 

dental procedures. Restraint and behavior techniques are case specific and will only be 
used following verbal consent. 

 Other:___________________________________________________________  
 
Treatment options have been explained to me, including treatment alternatives, advantages, and 
disadvantages of each. Although good results are expected, it is not possible to guarantee treatment 
success due to possibilities of complications. 
 
Risks that are occasionally associated with dental treatment procedures include numbness, swelling, 
bleeding, soreness, discoloration, nausea, vomiting, hyperventilation, fainting, allergic reaction, and 
infection. On rare occasion complications may arise that require hospitalization.   
 
I agree to remain within the dental office facility while my child is being treated __________. 
                                                                                                                         Initial 
 
I further understand that this consent will remain in effect until such time that I chose to terminate it. 
 
Patient’s name: _______________________________ Date: _______________ Time: ______________ 
 
Signature of parent or legal guardian: _____________________________________________________ 
 
Relationship to patient: ____________________________ 






