welcome            
Patient’s Name __________________________________________________________Date of Birth __________________( Male ( Female


Last



First


Initial

How do you wish to be addressed __________________________

( Single     ( Married    ( Separated    ( Widowed    ( Minor

Residence – Street ______________________________________

City ___________________________State ______ Zip _________

Telephone: Res. ___________________ Bus. _________________

Fax_______________________ Cell Phone # _________________

e-Mail ________________________________________________

Patient/Parent Employed By ______________________________

Present Position ________________________________________

How Long Held _________________________________________

Spouse/Parent Name ____________________________________

Spouse Employed By ____________________________________

Present Position ________________________________________

How Long Held _________________________________________

Who is responsible for this account _________________________

Drivers License No. ______________________________________

Method of Payment      ( Insurance       ( Cash       ( Credit Card

Purpose of visit _________________________________________

Other Family Members in this Practice ______________________

______________________________________________________

Whom may we thank for this referral _______________________

Patient/Parent Social Security No. __________________________

Spouse/Parent Social Security No. __________________________
Someone to Notify in case of emergency not living with you _____________________________________________________ 

                                                                        Primary Dental Insurance
Employee Name __________________________ Date of Birth _________

Relationship to Patient _________________________________________
Employer Name ______________________________________________

Name of Insurance Co. _________________________________________

Address _____________________________________________________

____________________________________________________________

Telephone ___________________________________________________

Program or Policy # ___________________________________________

Social Security No. ____________________________________________

Union Local or Group __________________________________________

                                                                    Secondary Dental Insurance
Employee Name __________________________ Date of Birth _________
Relationship to Patient _________________________________________
Employer Name ______________________________________________
Name of Insurance Co. _________________________________________
Address _____________________________________________________
____________________________________________________________
Telephone ___________________________________________________
Program or Policy # ___________________________________________
Social Security No. ____________________________________________
Union Local or Group __________________________________________

                                                                                                        Consent
I consent to the diagnostic procedures and treatment by the dentist necessary for proper dental care.

I consent to the dentist’s use and disclosure of my records (or my child’s records) to carry out treatment, to obtain payment, and for those activities and health care operations that are related to treatment or payment.
I consent to the disclosure of my records (or my child’s records) to the following persons who are involved in my care (or my child’s care) or payment for that care. 

__________________________________________________________________________________________________

My consent to disclosure of the records shall be effective until I revoke it in writing. I authorize payment directly to the dentist or dental group of insurance benefits otherwise payable to me. I understand that my dental care insurance carrier or payer officially responsible for payment in full of all accounts. By signing this statement, I revoke all previous agreements to the contrary and agree to be responsible for payment of services not paid, by my dental payer. 

I attest to the accuracy of the information on this page. 
Patient/Guardian’s Signature ____________________________________
Date _______________________________________________________
Child Medical History

Name of Patient: ____________________________________________

Date of Birth: ____________________
Name of Parent or Legal Guardian: ______________________________







   

Physician’s Name & Number: ___________________________________________________

Physicians Address:

___________________________________________________

Is the child currently under a physicians care? 

Y
N
If yes, since when and why?
___________________________________________________

Is the child taking any medication?


Y
N
If yes, please list medications in the comments section, or on the back of this form.

Is the child allergic to any medications or substances?
Y
N
If yes, please list allergies in the comments section, or on the back of this form.
Has the child experienced any of the following medical problems?

Y     N
Abnormal Bleeding

Y     N
Handicaps/Disabilities

Y     N 
Any Hospital Stays

Y     N
Hearing Impairment
Y     N
Any Operations

Y     N
Heart Murmur
Y     N 
AIDS/HIV+

Y     N
Hepatitis
Y     N 
Asthma


Y    N
High/Low Blood Pressure
Y     N 
Cancer


Y     N
Pregnancy
Y     N 
Congenital Heart Disease
Y     N 
Rheumatic/ Scarlet Fever
Y     N
Convulsions/ Epilepsy
Y     N
Skin Rash

Y     N 
Diabetes


Y     N
Tuberculosis (TB)

Is there anything else we should know about your child’s health that we have not covered in this form? If yes, please describe. ________________________________________________ ___________________________________________________________________________

I certify that the above information is complete and accurate.

Parent/Guardian Signature: 
______________________________________________

Date: ___________________
Child Dental History

Name of Patient: ____________________________________________

Date of Birth: ____________________
Name of Parent or Legal Guardian: ______________________________







   

Is this your child’s first visit to the dentist?


Y
N

If no, who was your child’s previous dentist and when was his/her last visit?

___________________________________________________________________________

Does your child require antibiotics before dental treatment?
Y
N
Does your child brush his/her teeth daily?


Y
N

If yes, how often?
___________________________________________________________
Does your child floss his/her teeth daily? 


Y
N

If yes, how often?
___________________________________________________________
Does your child wear a mouth piece when playing sports?

Y
N

Is your water fluoridated? 




Y
N

Is your child using fluoride supplements?


Y
N

If yes, please describe.

___________________________________________________________________________

Please check which of the following your child uses.

( 
Water Pik

( 
Electronic Toothbrush


( 
Handheld Toothbrush

Does your child have any of the following habits? 

( 
Grinding or Clinching

( 
 Nail Biting 

( 
Nursing Bottle Habits

( 
Thumb Sucking

Have there been any injuries to your child’s teeth, such as falls, blows, chips etc?

___________________________________________________________________________

Is your child currently under an orthodontist’s care? (If yes, which orthodontist.)

___________________________________________________________________________

I certify that the above information is complete and accurate.
Parent/Guardian Signature: 
______________________________________________

Date: ___________________

Financial Agreement

I authorize payment of insurance benefits directly to the dentist, otherwise payable to me. 

I understand that my insurance is a contract between the insurance carrier and me, and not between the insurance carrier and this office. I understand that quoted fees are estimates.  I am fully responsible for all fees and for understanding my insurance benefits and limitations.

This office will prepare and submit forms and reports to assist me in obtaining maximum benefits available. However, I understand that treatment recommendations or fees are not affected by the presence or absence of insurance benefits. 
Should timely payment of this account not be made (60 days overdue), I authorize this office to retain the services of an attorney and/or collection agency to assist with the collection of any outstanding balance. Waiver of any breach of any time or condition shall not constitute a waiver of any further term or condition. Any expenses incurred by such action shall be an additional liability for which I assume responsibility. 

I understand that the office requires at minimum a 24 hour notice for cancelling or rescheduling an appointment. Otherwise, a $75 fee may be assessed to my account. 

I am aware that nitrous oxide inhalation sedation is not a covered benefit of my insurance, and that a fee will be assessed if nitrous oxide is used during my treatment. 

Print Name




Signature 




Date

Medical Release Authorization 

I consent to the diagnostic procedures and treatment by the dentist necessary for proper dental care. I consent to the dentist’s use of my records (or my child’s records) to carry out treatment, to obtain payment, and for those activities and health care operations that are related to treatment or payment. My consent to disclosure of records shall be effective until I revoke it in writing. 

I authorize this office to use or disclose protected health care information to carry out treatment, payment, and health care operations.

I authorize you to call or e-mail me to discuss my dental treatment. 

I understand that, under the Health Insurance Portability and Accountability Act of 1996 (HIPPA), I have certain rights to privacy regarding my protected health information, I understand that this information can and will be used to conduct, plan and direct my treatment and follow-up among multiple healthcare providers who may be involved in that treatment directly and indirectly. This information will also be used to obtain from third-party payers, and to conduct normal healthcare operations such as quality assessment and physician certifications. 

Prior to signing this consent, I have read your Notices of Privacy Practices containing a more completed description of the uses and disclosures of my health information. I understand that I have the right to request in writing that you restrict how my private information is used or disclosed. 

Print Name




Signature 




Date

Records Release Form
To__________________________________________________

Address_____________________________________________
City ________________________________________________

I hereby authorize the release of my records and x-rays, or copies of such and request that they be transferred to:

Fedra Witting, D.D.S.

175 Admiral Cochrane Drive, Suite #103

Annapolis, MD 21401

410-841-5400

Name of Patient: _________________________________________________

From: __________________

To: ____________________
Date of Records

Patient’s Signature/ Parent




Date
COMMENTS








COMMENTS











