Welcome to Stapleton Children’s Dentistry
Alfaiyaz Ibrahim, DDS
	PATIENT INFORMATION
	CONFIDENTIAL

	NAME ________________________________________________________

ADDRESS _____________________________________________________

CITY __________________________ STATE ___________ ZIP ___________
IF PT IS A STUDENT, NAME OF SCHOOL ______________________________

CITY _______________________________________ STATE _____________

WHOM MAY WE THANK FOR REFERRING YOU? _______________________

_______________________________________________________________


	BIRTHDATE ______________________

HOME PHONE____________________
CELL PHONE______________________

SS NUMBER ______________________

	RESPONSIBLE PARTY
	

	RESPONSIBLE PARTY______________________________________________

ADDRESS ______________________________________________________

CITY _________________________ STATE _____________ ZIP ___________

EMPLOYER _____________________________________________________

ADDRESS ______________________________________________________

CITY _________________________ STATE _____________ ZIP ___________

EMAIL ADDRESS_________________________________________________
	RELATIONSHIP TO PATIENT _________

CIRCLE APPROPRIATE SELECTION:

 SINGLE        MARRIED         DIVORCE

           WIDOWED        SEPARATED

HOME PHONE ____________________

WORK PHONE ____________________

CELL PHONE ______________________

BIRTHDATE ______________________

SS NUMBER ______________________



	INSURANCE INFORMATION
	

	NAME OF INSURED _______________________________________________
INSURANCE COMPANY ___________________________________________

ADDRESS _______________________________________________________

CITY _________________________ STATE _______________ ZIP __________


	RELATIONSHIP TO PATIENT _________
BIRTHDATE ______________________

SS NUMBER ______________________

GROUP NUMBER __________________

INSURANCE PHONE _______________



	ADDITIONAL INSURANCE
	

	NAME OF INSURED _______________________________________________

INSURANCE COMPANY ___________________________________________

ADDRESS _______________________________________________________

CITY _________________________ STATE _______________ ZIP __________
	RELATIONSHIP TO PATIENT _________

BIRTHDATE ______________________

SS NUMBER ______________________

GROUP NUMBER __________________

INSURANCE PHONE _______________



	PATIENT MEDICAL HISTORY
	

	· DOES YOUR CHILD SEE A PEDIATRICIAN REGULARLY?  YES         NO
· HAS YOUR CHILD BEEN HOSPITALIZED IN THE LAST

               FIVE YEARS?                                                                           YES         NO

· IS YOUR CHILD TAKING MEDICATIONS? INCLUDING

OVER THE COUNTER AND PRESCRIPTION.                      YES         NO
LIST____________________________________________________________

· DOES YOUR CHILD USE TOBACCO?                                   YES        NO

· DOES YOUR CHILD USE ALCOHOL?                                   YES         NO

· DOES YOUR CHILD USE RECREATIONAL DRUGS?           YES         NO                                          
· DOES YOUR CHILD WEAR CONTACTS?                             YES         NO

· DOES YOUR CHILD HAVE ANY ALLERGIES?                      YES         NO

LIST____________________________________________________________
EXPLAIN ABOVE: ________________________________________________

______________________________________________________________

 _____________________________________________________________


	NAME OF PEDIATRICIAN____________

PHYSICIAN PHONE ________________
DATE OF LAST EXAM _______________

FEMALES ONLY—IS YOUR CHILD:

· PREGNANT ________
· NURSING _________
· TAKING BIRTH CONTROL_________________

	PLEASE ANSWER ALL OF THE FOLLOWING QUESTIONS ABOUT YOUR CHILD:

                                                YES     NO                                                    YES          NO
	(MARK ALL ANSWERS WITH A YES OR NO) 

                                               YES           NO

	ADHD/ADD                           ___     ___       HEART DISEASE                 ___     ___
AUTISM                                 ___     ___       HEART MURMUR              ___     ___
DEVELOPMENTAL DELAYS ___     ___      FREQUENTLY TIRED          ___     ___
DOWN SYNDROME             ___     ___      ANEMIA                               ___     ___
SPEECH DELAYS                    ___     ___      RHEUMATIC FEVER           ___     ___     
ASTHMA                                ___     ___      CYSTIC FIBROSIS                 ___     ___

RESPIRATORY PROBLEMS  ___     ___      SNORING                             ___     ___

TUBERCULOSIS                     ___     ___      HIGH BLOOD PRESSURE   ___     ___     HEARING PROBLEMS          ___     ___      EPILEPSY/SEIZURES           ___     ___    ARTHRITIS                             ___     ___      JOINT REPLACEMENT       ___      ___
LOW BLOOD PRESSURE     ___     ___       LIVER DISEASE                    ___     ___
BLEEDS EASILY                     ___     ___       LEUKEMIA/CANCER          ___     ___     STROKE                                  ___     ___      DIABETES                             ___     ___     HAY FEVER/ALLERGIES       ___     ___      TUBERCULOSIS                   ___     ___

GENTIC DISORDER              ___      ___
	KIDNEY DISEASE                ___          ___
AIDS/HIV INFECTION        ___          ___

STD’S                                    ___          ___
THYROID PROBLEMS        ___          ___

HEPATITIS A, B OR C         ___          ___

ULCERS                                ___          ___

OTHER __________________________

________________________________

________________________________

________________________________

________________________________

________________________________

	
	

	PATIENT DENTAL HISTORY
	                     YES              NO

	1. DO YOUR CHILD’S GUMS BLEED WHILE BRUSHING OR FLOSSING?
2. ARE YOUR CHILD’S TEETH SENSITIVE TO HOT OR COLD LIQUIDS/FOODS?

3. ARE YOUR CHILD’S TEETH SENSITIVE TO SWEET OR SOUR LIQUIDS/FOODS?

4. DOES YOUR CHILD FEEL PAIN IN ANY OF THEIR TEETH?

5. DOES YOUR CHILD HAVE ANY SORES OR LUMPS IN THEIR MOUTH?

6. HAVE YOU EVER SUFFERED TRAUMA TO YOUR FACE MOUTH OR JAW?

7. DOES YOUR JAW EVER CLICK, POP, CRACKLE OR ACHE?

8. DOES YOUR CHILD HAVE PAIN IN THEIR JAW JOINT, EAR OR SIDE OF THE FACE?

9. DOES YOUR CHILD HAVE DIFFICULTY OPENING OR CLOSING THEIR MOUTH?

10. DOES YOUR CHILD HAVE DIFFICULTY CHEWING?
11. DOES YOUR CHILD HAVE FREQUENT HEADACHES?
12. DOES YOUR CHILD CLENCH OR GRIND THEIR TEETH?

13. DOES YOUR CHILD BITE THEIR LIPS OR CHEEKS FREQUENTLY?

14. HAS YOUR CHILD HAD PROBLEMS WITH PREVIOUS DENTAL WORK?

15. HAS YOUR CHILD EVER HAD BRACES?

16. HOW MANY TIMES A DAY DOES YOUR CHILD BRUSH THEIR TEETH?

17. HOW OFTEN DOES YOUR CHILD FLOSS?

18. DOES YOUR CHILD USE A MANUAL BRUSH OR ELECTRIC?

19. DOES YOUR CHILD USE ANY TYPE OF MOUTH RINSE?

Are there any specific dental concerns you would like to discuss today? _______________________________________________________________
_______________________________________________________________

_______________________________________________________________

Has your child ever had any anxiety associated with their dental care? _______________________________________________________________
_______________________________________________________________

_______________________________________________________________


	                  _____           _____

                  _____           _____
                  _____           _____

                  _____           _____

                  _____           _____           

                  _____           _____

                  _____           _____

                  _____           _____

                  _____           _____

                  _____           _____

                  ​​​_____           _____

                  _____           _____

                  _____           _____

                  _____           _____

                  _____           _____

                  _____           times/day
                  _____           times/week
                  _______________
                  _____           _____



	I certify that I have read and understand the above information.  To the best of my knowledge, the above questions have been answered accurately.  I understand that providing false or incorrect information can be dangerous to my child’s health.
__________________________________  _______________

PARENT/GUARDIAN SIGNATURE                                                                                                  DATE

__________________________________

PRINT NAME


	________________________________

DENTIST SIGNATURE

_____________________________________________

DATE

____________________________________________

WITNESS SIGNATURE

____________________________________________

DATE


AUTHORIZATION TO TREAT A MINOR
I, as the Parent/Guardian of ___________________________________ am legally able to make all medical/dental decisions for said child.  I understand that by signing this form, all responsibility for consenting to proposed and performed treatment is my decision, and I do not legally need to consult anyone else in order to authorize treatment of _________________________.

____________________________________
__________________

PARENT/GUARDIAN SIGNATURE





DATE

_________________________________________________________________________
____________________________________

WITNESS SIGNATURE






DATE
ABOUT FINANCIAL ARRANGEMENTS AND DENTAL INSURANCE

We are committed to providing your child with the best possible care.  If you have dental insurance, we are anxious to help you receive your maximum allowable benefits.  In order to achieve this goal, we need your assistance, and your understanding of our payment policy.

Payment for services is due at the time services are provided unless payment arrangements have been approved in advance by our office manager or business assistant.  We accept cash, check, Visa, Mastercard and Care Credit.  We will be happy to help you process your insurance claim for your reimbursement.  Any such request must be accompanied by a completed insurance form at each visit.

We will gladly discuss your child’s proposed treatment and answer any questions relating to your insurance.  You must realize, however, that:

1. Your insurance is a contract between you, your employer, and the insurance company.  We are not a party to that contract.

2. Most insurance companies have a deductible that must be met before the company will pay their portion.  If you have not met your deductible for the year, you are responsible for any charges until the deductible is met.  Even after the deductible is met, most companies still only pay a percentage (such as 50% or 80%) up to the maximum yearly allowance and you will be responsible for the remainder.

3. Not all services are a covered benefit in all contracts.  Some insurance companies arbitrarily select certain services they will not cover.
We must emphasize that as a dental care provider, our relationship is with you, not your insurance company.  While the filing of insurance claims is a courtesy that we extend to our patients, all charges are your responsibility from the date services are provided.

If you have any questions about the above information, or any uncertainty regarding your insurance coverage, please do not hesitate to ask us; we are here to help you.

WHO IS FINANCIALLY RESPONSIBLE FOR THIS BILL? _______________________________________

I WILL BE PAYING TODAY BY:  CASH___ CHECK___ CREDIT CARD___ CARE CREDIT___

I understand and agree that, (regardless of my insurance status); I am ultimately responsible for the balance of my account for any professional services provided.  I have read and understand the above information.

__________________________________________________

______________________________

PARENT’S SIGNATURE







DATE
