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CHILD’S REGISTRATION AND PERSONAL HEALTH HISTORY
Welcome to SPARTANBURG PEDIATRIC DENTISTRY.  The information which you are providing is an important aid in making a thorough evaluation of your child’s dental health.  It also allows us to more adequately plan for your child’s emotional and dental needs.  Therefore, this important document becomes an integral part of our continuing evaluation of your child’s growth and development in these formative years.  Our thanks for your cooperation.

Child’s Name: _____________________________________ M__ F__   DOB: __________________ Age:____ SSN# 
Address: _______________________________________________Phone:__________________________________

Alt Phone;_________________________________________________Email:__________________________________
City: _______________________ State: ______________________ Zip:_____________________________
School: ____________________________________ Grade:________________________________

Race: ______ Caucasian/White    _______Black or African American _______Asian _______American Indian _______ Russian ______
Who is Accompanying the Child Today? 

Name: ______________________________

Relationship: ____________________________

Do you have Legal Custody of this child? _________________
*Primary Dental Insurance: (Only Primary Insurance):___________________________________________________________________

SUBSCRIBER ID OR SSN: _______________________________________________DOB:   ____________________________________

Employer: ___________________________________Group:_____________________________________________________________

Address: _______________________________________________________________________________________________________

*We do not file secondary insurance claims

DENTAL HISTORY

Is this your child’s first visit to the dentist? ____________________________________________________________________
If not, how long since the last visit? __________________________________________________________________________
Previous Dentist’s Name?_________________________________________________________________________-________

Were any x-rays taken at previous dental visits? _________________________________________________________________
Have there been any injuries to the teeth, face or mouth? ___________________________________________________________

If Yes, Please explain_______________________________________________________________________________________

Does the child have any of the following habits? __________________________________________________________________
Y     N            Lip Sucking / Biting


Y     N     Nail Biting

Y     N
     Nursing / Bottle Habits


Y     N     Thumb/Finger Sucking

Has the child ever has a serious or difficult problem associated with previous dental work?    Yes     No

If yes, please explain_________________________________________________________________

Is the child’s water Fluorinated?           YES     NO

Is the child taking fluoride supplements?   YES    NO

Has the child ever had any pain or tenderness in his/her jaw/ joint?   YES      NO

Does the child brush his/her teeth daily?      YES     NO
Floss his/her teeth daily?      YES    NO

Health History

Y    N         Allergies



Y   N
Allergies to Latex
Y    N
Abnormal Bleeding


Y   N
Learning Disability
Y    N
Disabilities/Special Needs

Y   N
Liver Disorder
Y    N
Drug Allergies


Y   N
Heart Disorder/Murmur – Pre MEDICIATED? Y   N 
Y    N
Hearing Impairment


Y   N
ADD/ADHD
Y    N
Cancer



Y   N
Autism

Y    N
Convulsion/ Epilepsy


Y   N
Asthma 

Y    N
Anemia 



Y   N
Eating Disorder
Y    N
Emotional Disorder 


Y   N
Blood Disorder
Y    N
Hearing Disorder


Y   N
Pregnancy

Please discuss any serious medical conditions the child has had?
Please list all current medications that your child is taking? ____________________________________________________________________________________________________

Please list all allergies________________________________________________________________________________________

Childs Physician____________________________________________________ Phone (       ) _____________________________

Is the child currently in the care of a physician?    Yes               No

Please describe your child’s current health

Good                Fair                      Poor

I understand that the information I have given is correct to the best of knowledge, that it will be held in the strictest of confidence and it is my responsibility to inform this office of any changes in my child’s medical status. I authorize the dental staff to perform the necessary dental services my child may need.

______________________________________________________________         __________________________________

SIGNATURE OF PARENT OR GUARDIAN





DATE
SPARTANBURG PEDIATRIC DENTISTRY

PHOTO RELEASE AUTHORIZATION

Spartanburg Pediatric Dentistry requests the permission from the parent/legal guardian to display a photo of the following patient(s) for our company Facebook page.  This may be shared with friends and family who are also members of Facebook. Please note:  If you do not give permission, then a photo will still be taken to place in the patient’s chart and will be used for office purposes only.
Patient(s) Name: __________________________   

If Child is under 18: 
I,______________________________, am the parent/legal guardian of the individual(s) named above, and have read this release and approve the patient’s photo to be displayed on Facebook.

Signature: ___________________________                  Date: ________________          

How did you hear about our office? 

Referred by family or friend

         
____Drive by


Name_________________________                          ____SPD Website




                            

____Face book

Referred by General Dentist

              ____Other
Name_________________________

____Google 
Referred by Pediatrician


Name__________________________

SCHEDULING POLICY
Due to the value of our time and yours, it is important that each patient understand and adhere to our scheduling policy.  To better serve you and to keep you and your child from missing too much work or school, our team works hard to schedule each day as efficiently and effectively as possible.  Please be respectful of other patients and the professionals working here and arrive on time or notify the office in advance if you are unable to make an appointment.  Should you arrive over 10 minutes after your scheduled time, you have the option of rescheduling for a later date or waiting for the next available time slot.
Scheduling in advance – As a courtesy to you, we assign a specific date and time to each patient according to their treatment and make confirmation calls 2-4 days in advance to make sure that time slot is saved for you.  If we do not receive confirmation at that time, you have 24hrs to contact us and confirm the appointment otherwise we will assume you are unable to make it and the patient is removed from the schedule.

Emergencies - Should an emergency arise and you have to cancel your appointment, please notify our office immediately so that we have proper time to fill that open time slot.

No Shows -Missed appointments that do not notify the office beforehand will be charged $100.00 to reschedule or be placed on a “same day” scheduling list. 

___________Initial

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES NOTICE

SPARTANBURG PEDIATRIC DENTISTRY

1175 SKYLYN DR.

SPARTANBURG SC, 29307

SECTION A:  Patient Info

Name: ______________________________________________________________

Address: ____________________________________________________________

Telephone: __________________________ E-Mail:__________________________

 Social Security #____________________________

SECTION B: Acknowledgement of Receipt of Privacy Practices Notice.

I, ________________________________________________, acknowledge that I have received a Notice of Privacy Practices from the above named practice.

Signature:_____________________________ Date: __________________________ 

If a personal representative signs this authorization on behalf of the individual, complete the following:

Personal Representative’s Name: ________________________________

Relationship to individual: _______________________

SECTION C: Good Faith Effort to Obtain Acknowledgement of Receipt.

Describe your good faith effort to obtain the individual’s signature on this form:

Describe the reason why the individual would not sign this form:

SIGNATURE

I attest that the above information is correct. (for office purposes only)

Signature: ________________________ Date:

Print Name: _________________________ Title: ________________

Include this acknowledgement of receipt in the individual’s records

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES NOTICE

Spartanburg Pediatric Dentistry
Office Policies/Financial Policies

Dental Insurance and Financial Policies:

Please note that we are not participating or contracted provider with any insurance company. As a courtesy to our patients, we will file your insurance based on the information that you provide. Most plans only cover a portion of the dental fee, which means you, will be responsible for your deductible and the portion we estimate your plan will not cover. We will provide you with an estimate, but due to the insurance terms, eligibility, and clauses, the estimate is not exact. For more specific details concerning your insurance, you should contact your insurance company. Payment of your estimated portion is required at the time that you are in the office for dental care. Please note that any deductibles or co-payments are strictly an estimate and there may be a balance remaining after your insurance pays. Some, or perhaps all, of the services provided may be non –covered services not considered for payment by your dental plan. We do not base our treatment recommendations on the benefits of any insurance policy, but solely upon the dental health needs of our patients.

We are committed to providing you with the best care possible, and we are pleased to discuss our Professional fees with you at any time. 

Medicaid

Our office accepts South Carolina Medicaid ONLY. We will bill Medicaid for covered, services but you are responsible for any charges that may not be covered at the time of service. If you child is ineligible at the time of service you will be responsible at the time of service. We will need an updated copy of your Medicaid card. *** ALL SERVICES ARE NOT COVERED BY MEDICAID***
Sedations

A reservation fee of $100 is required to make a sedation appointment. This fee will be applied to your portion of the bill that day. If the appointment is missed or if the patient is excessively late, the $100 will be kept as a missed sedation fee charge. 

Self Pay (No Insurance Coverage)

All fees must be paid at the time of service. We offer a 10% discount if you pay by cash/ check at the time of service and a 5% discount if you pay by credit/debit card. 

Missed Appointments: 

In order to allow the best possible care for patients, we reserve a specific time just for you to make every effort to see you as scheduled we appreciate your promptness and your consideration in not changing your scheduled time. However, if you need to change your appointment a 24 hour notice is required we allow one “NO SHOW” without penalty, after the second and no attempt is made to contact the office we reserve the right to charge $ 100, this fee will be charged to get back on the schedule or ask the patient to transfer their records to another dentist.

_______________________________________________                           _____________________________

Signature 







Date
