Patient's full Name: Sex: DOB:

Address: City: Zip:
Maother's (Guardian) Full Name: DOB:
Home#: Work #: Cell#:

Email:

Father's (Guardian) Full Name: DOB:
Home#: Work #: Celi#:

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 S5# or |D#: Subscriber DOE:

How would you like to be reminded of appointments? Text or Email

Whom may we thank for referring you?

(Over)



Medical History

Patient Name;
Physician: Phone#:
Patient's current weight: Patient's current height:

|s patient in good health?
|s patient under a physician's care? If yes for what?

Does patient have any history of major illness? If yes when?

Has patient ever been hospitalized? If yes for what?

Is patient taking any medications at this time? If yes what?

Does patient have any allergies or drug sensitivities? If yes please list:

Has patient had tonsils and/or adenoids removed? If yes when:
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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 ( ) ADD/ADHD
{ ) Autism { ) Other:
Dental History
Family Dentist: Phone#:
¥ N Has patient had any injuries to face/mouthfor teeth?

Has patient ever sucked fingers and or thumb? To what age?

Does patient have any speech disorders?

Is patient a mouth breather? While awake? While asleep?

Does patient have any popping/clicking/or discomfort when opening or closing mouth?
Has the patient seen a dentist regularly in the past?

Has the patient had any dental treatment in the past?

Is your drinking water fluondated?

Is the patient taking any fluoridated supplements (e.g. nnse or gel}?

Has the patient ever had an unsuccessful dental appointment?
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How often are teeth brushed? Flossed? By whom?




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 fo make certain that our financial policies are clear and understood by you,

Insurance — We go the extra mile

If yvou have insurance, we will make a good faith estimate of your benefils 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 tmedy
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 bacorme due and payable by you. Remember that your
coverage i% a coniract between you, your insurer, amnd 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 dug at the time of treatment after deduction of your good faith estimate of
insurance benefits as described above.,

Payment Oplions
Cash Check Visa® MasterCard® CareCreditd®

Patient Responsibility

| acknowledge my responsibility for payment of services received from A Kids Place Dentistry for
Ghildren in accordance with Dr. McDonald's regular fees and terms. | understand my responsibility is not
modified by whether any third party (insurance) pays for all, pard, or none of the charges. | understand
that this account becomes delinguent if not paid within B0 days after billing and at that time a kate fee of
520 may be charged until the balance iz paid in full.

| also acknowledge that A Kids Place, Too! requires 24 hour notice to reschedule or cancel any
appointments. If | fail 1o give proper natice, | will be required to pay $50 to reschadule any future
appointments.

Aszignment and Release

| authorize payment to be made directly to the dentist by my insurance company and | accept financial
responsibility for all services not covered by my insurance and | authorize release of any medical care
infarmation requesied by My INSUTANCE CAMMEr.

Patient name: Date;

Parent or Guardian signatura:
*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.




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 nat understand. We are pleased (o answer
your questions.

| hereby authorized A Kids Place, Too! to parform upon my child the following dental trealments
as discussed and outlined by Dr. McDonald, or his associate, 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, andior behavior
technigues. Mo procedures will be initiated until verbal consent is obtained.

Cleaning of the teeth and application of topical fluoride

Applicatron of plastc “sealant™ ta the grooves of the leath

Administration of local anesthetic agents (numbing)

Repair of decayed or injured teeth with dental restorations (filings or crawns)

Root canal freatment

Removal (extraction) of one or more primary (Daby) or paermanant (adult) teeth

Space maintenance appliances

Treatment of diseased or injured oral soft lissue

Use of physical restraint or behavior modification techniques o safely accomplish the necessary
dental procedures, if necessary. Restraint and behavior techniques are case specific and will anly
be used following verbal consent of parent'guardian

+  Other

Treatment oplions will be explained to me, including treatment alternatives, advantages, and
disadvantages of each, Although good results are expecied, it ks nol possible to guarantes treatment
success due o possibilities of complications.

Rizks thatl are cccasionally associated with dental treatment procedures include numbness, swelling,
bleeding, soreness, discoloration, nausea, vomiting, hyparventilation, fainting, allergic reaction, and
infection. On rare occaskon complications may arise that require hospitalizaton.

I agree to remain within the dental office facility while my child is being treated
Initial

| further understand that this consent will remain in effect until such time that | chose (o ferminate it

Fatient's nama: Crate: Timea:

Signature of parent or legal guardian;

Relationship to patient:




Statement of Privacy Practices

A Kidds Place Dentisirny For Childdren

Our office is dedicated to prolect the privacy rights of our patients and the confidential information
entrusted o us. ILis a requirement of this practice that every employee receive appropriale Iraining and
ks dedicated to the principal concept that your health information shall never be compromised. We may,
from time to time, amend our privacy policies and praclices but will always inform you of any changes that
might affect your our obligations and your righls,

I Protecting your Healthcare Information

We use and disciose the informalion we coflect from you only as aliowed by the Health Insurance
Porability and Accountability Act and lhe slate of Washinglon, This includes issues relafing to your
freatmeni, paymeani, and our health care cperaions. Your personal health information will never be
otherwise given or disclosed to anyone - even family members — wilhout your consent or writhen
authorizabion. You, of course, may give writlen authonization for us to disclose your information to anyona
you choose, for any purpose.

Cur offices and electronic sysiems are secure from unauthorized access and our employees are rained
Io make certain thal the confidentiality, integrly, and acoess lo your records is always profected, Owr
privacy policy and practices apply 1o all former, current, and fulure patients, so you can be confident that
your prolected health information will neser be improperly disclosed or released,

Collecting Protected Healthcare Information (PHI) J

We will only reques! personal information needed fo provide our standard of quality health care,
implemenl payment activilies, conduct normal health practice operalions, and comply with the law. This
may include your name, address, telephone numbers), Soclal Securly Number, employmenl data,
medical history, health records, efc, While most of the informalion will be collecled from you, we may
cbtain information from third paries if it 5 deemed necessary. Regardless of the source, your personal
information will always be protected to the full exient of the law,

[ Disclosure of your Protected Healthcare Information ]

As stated abowe, we may disclose information as reguired by law. We are cbligated 1o provide
information to law enforcement and governmental officials under cerain circumsiances. We will not use
your informalion for marketing or fund-raising purposes withoul your wiillen consent. We may use andfor
discloss your health information lo communicats reminders aboul your appaintments including vaicamail
messages, answering machines, and posicards undess you direci us athersise. We will never wsa,
disclose, sell, or otherwise allow access o your personal, prolected information in exchange for or receipt
of financial remuneration,

Ay breach in the proteclion of your personal health infosmabon, including wnaulhorized acquisition,
access, use, of disclosure, will be fully investigaled, addressed, and miligated as established by the
HIPAA Privacy Breach Molification Rule, You have a right lo and will be provided all information relating
to any breach imvolving your personal PHI

Your Rights as our Patient

You have a nght lo regques! copies of your heallhcara informabon; 1o requesi copes in a vanaty of
formats, and to reques! a st of instances in which we, or our business associales, have disclosed your
protecled information for uses other than stated abowe. All such requests must be in writing. We may
charge for your copies in an amount allowed by kaw, I you beleve your righls have been violated, wa
urge you o nolify us immediately. You can also nolify the U.S. Department of Health and Human
Senvices.

&n expanded, and complete copy of our Statement of Privacy Praclices, is available for your review.

A Kids Place Dentistry For Children
451 Duvall Avenue NE, Suite 140 - Renton * Washingion * 880560 * 425-228-5437




Acknowledgemaont of Receipt of
Statement of Privacy” Praclices

[ acknowdedge that 1 have received a copy of the Statement of Privacy Practices for the offices of A Kids
Place Dentistry For Children, The Statement of Privacy Praclices describes the types of uses and
disclosures of my protected health information that might occur in my treatment, payment for services,
or in the performance of office health care operations. The Statement of Privacy Practices also describes
my rights and the responsibilities and dutiss of this office with respect to my protected heaith
information. The Statement of Privacy Practices is also posted in the facility.

A Kids Place Dentistry For Children reserves the right to change the privacy practices currently descnibed
in the Statement of Privacy Practices.  If privacy practices change, [ will be offered a copy of the revised
Statement of Privacy Practices at the time of my first wisit after the revisions become effectve. 1 may
alss obtain a revised Statement of Privacy Prachices Dy requesbng thal one be mailed or otheraise
trancmitted to me.

I
In addition to the ailowable disclosures described in the Statement of Privacy Practices, | hereby
spociically authorize disclosure of my Protected Healtheare information to the persan(s) identified
below, (1 vnderstand that the defawit answer is “NO". Without indicating "YES" in answer lo the each
individual guestion, personal profected (PHI) cannot be shared with anyone unless otherwise allowed
by HIPAA rules.)

Spouse only |OYES OHNO

ADDITIONAL DISCLOSURE AUTHORIZATION

],

Any Member of my immediate family: (Spouse, Children, Children's Spouses) L YES [ NO

| Ay Member of my extended family: (Farents, Grandchildren) —(OYES |OINO |
Other: OYES DONO |

SE—

Mame of patient (please print):

__Patient signature:

_Patient’s personal representative: (Please Print):

Personal Representative's signature:

| Representative’s Telephone Number: Date:
QFFICE USE ONLY BELOW THIS LINE
l Acknowledgement Not Obtained

, Provided Prior to

|
| Treatment? | DYES | O NC

e ey

0 | Meeded more time to review Statement

Reason for not obtaining

patient signature ;I:I . Wanted to consult anuﬂ_1-=r permn_hﬂrure signing
) L) | Physically unable to sign
i B L | Mo reason al'-rerad o —|
- O ﬂthe_r:- - - |

A Kids Place Dentistry For Children
451 Duvall Avenue NE, Suite 140 * Renton * Washinglon * 58058 * 425-218-5437






