Patient and Family Information

Child’s Mame Prefermed Name
Social Security # Birthdate Age Male/Fernale
Home Address City State Zip

What number would you fike us to use to confirm child's appointment?
Responsible Party/Relationship to Child
How did you hear about our office?

Name of Mother/Guardian Birthdate
Social Security # Home# Cell &
Home Address City State Zip
Employer Businessy
Mom's Email: R T
Marme of Father/Guardian Birthdate
Social Security # Homeg Cell &
Home Address City State Zip
Employer BusinessH
Dad's Email: i
Child’s Dental History
Former Dentist Last Visit Last X-Rays

How often does your child Brush/Floss?

Dental Concerns

Has your Child ever had anyHead/Neck/MouthTrauma
Please check all that apply to vour child:

O Thumb/Finger /Pacifier sucking O Jaw Difficulty : Clicking and/or Pain
O LUp or Cheek Biting O Grinding Teeth
O Fingernall Biting O Bottle/Sippy Cup
Child’'s Medical History
Please check all that apply to your child:
O ADHD O Developmentally O Heart Murmer
O Allergies Disabled O Hepatitis -
O Anemia O Diabetes Type
O Asthma O Epilepsy - O  Other
L Autism O G.E. Reflux
O Cancer O HIV/AIDS
Peditrician
Surgeries
Medications Currently Taking

Drug Allergies




Person Responsible for Account

Relationship to Patient Birthdate____ _ e
Social Security # . Home Phone o
Address__

City a i State Zip

Employer _ Business Phone. .

Business Address _ Cecupation

Insurance Company

Insurance Company Address O

Subscriber LD, # Group # . - —
Additional Insurance

Person Responsible for Account

Relationship to Patent : =5 Birthdate

Social Security #__ _ Home Fhone

Address : e

City ) State o Zip

Emplover __ Business Phone____

Business Address . Oecupation i -

Insurance Company = e e e o

Insurance Company Address
Subscnber [L.D. # : Group #

Assignment and Release

1 hereby authorize payment directly to D Cork _ s =
for all insurance benefits otherwise payable to me for services rendered. 1 understand ll'ml: | am fimancially

responsible for all charges, whether or not paid by insurance, and for all services rendered on my behalf or my

dependents.
| authonze the above doctor and/or any provider or supplicr of services in this office 1o release the information
required to secure the payment of benefits. | authonize the use of this signature on all insurance submissions.

Y i
Signature of Responsible Party _ N Dyate -

PARENT BRINGING PATIENT TO OUR OFFICE IS RESPONSIBLE FOR PAYMENT OF ACCOUNT

PERMISSION:

Since - ____i5 a minor, it becomes necessary that signed permission be obtained from the
parent or guardian before any and’ or all necessary dental service can be performed by Lir. Henry W. LCook. Authorization
is hereby granted as such. Furthermore, [ will be responsible financially for any bill incurred on this patient for dental treat-
ment.

X
Signed__

Date Relattomshap____ —




CONSENT FOR INTERNET COMMUNICATIONS

PATIENT NAME: DATE:

EMAIL ADDRESS:
CELL PHONE #:
(We use Email and Text for appointment reminders)
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| grant permission to Pediatric Dentistry of Brandon 1o uplood and store
confidential patient information = including account information, appointment
information and clinical information = to the secured web site for Pedialric
Cenfistry of Brandon. | also understand State and Federal laws. as well as
athical and licensure requirements impose obligations with respect to patient
conhdentiality that limit the abilily 1o make use of certain services or o fransmit
cerlain information to third parties. | understand that Pediatric Denfistry of
Brandon will represent and warrant that they wil, at all fimes during the terms of
this Agreement and thereafter. comply with all laws directly or indirectly
applicable that may now or hereafter govern the gathering. use, fransmission,
processing, receipt, reporling, disclosure, maintenance, and storage of my
patient information. and use their best efforts to cause all persons or entifies
under their direction or confrol to comply with such loaws. | agree that Pediatfric
Dentistry has the right to monitor, retrieve, store, upload. send emails and text,
and use my patient informafion in conneclion with the operation of such
services, and is acting on my behalf in uplooding my pafient information.

LS Ll S bl Ll L LELL LN TR, ]

| have read the information above and regarding the secured uploading of
patient infermation to the secure website/appointment notification company
tor Pedialric Dentistry of Brandon, and grant Pediatric Dentistry of Brandon
permission to securely upload my patient information to the web site.

SIGNATURE OF PATIENT, PARENT OR GUARDIAN
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PEDIATRIC DENTISTRY OF BRANDON

142 Gateway Drive
Brandon, MS 39042
Telephone 601-824-1950
Fax 601-824-1953

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

P.lilr' £, J[ -
SECTION A: PAFHEMT GIVING CONSENT
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SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By sipnang this 160m, vou well Z0nSent 16 our use and disciosurs of your protected heath inkor
MALan t0 carmy aul treatment, paymend activiles, and healtncane operalions

Hotice of Privacy Practices; You have the ngh 15 résd-our Notce of Frivacy Practices before you decide wheiher
13 Sign this Consent. Our Nolice prowmdes & deErvatedet OF guer treabment paymen aciswises, and heallhcare oper-
ations, of the uses and diSCIOsUres we My Make ol your protected heallh infarmation. snd of slker smporant mai-

Ters about your protected heslth information. & cogy of our Malice accompanies This Consent. YWe ENCOUTagEe you io
radd ol cangbully and compietely beisie dgning this Consen

Ve resacva the rght 10 change our prvacy prachices as descnbed in our Nolice of Privacy Practices. W we change
wAar NECY prACTICRS, wit will issud & revised Molce of Privacy Practices. whech will coniam the changes. Thasa
chargas may apply 12 army ol youwr prodected heaith informatssn ERal we g inkasn

Tou My 00BN & Cody of our Nolice ol Privaty Prachices. wdluding any revisons of our Molice, 81 any ime by conlactng:

Comact Persan: Any Office Personnel
Tewphone: __1001) 824-1950 Fax  (601) B24-1953
E-mail

sseress 142 Gateway Drive, Brandon, MS 39042

Right te Revake: You wll have the nght 1o révake 1his Congsent &l any limé by giving us writlen notice of your
rerakion submatied 1o the Contact Person heted above. Please undarstand (a1 revocalion of thes Conssnt will noit
Bffect Ay aCTion wa ook in reliance an this Consent Deloé we received your re~ocalion, and that e may deching ip
TFEER yii O 10 CONINLUE EReaTing wou if you revoke thee Cansent

SIGHATURE

s have hag full spporunity o read and conseder the
contemts of this Consent form and your Notice of Prv acy Practices | understand thal, by signing this Consendi

bz, | am giwng my consent 10 your wse and Misciosune of my protected health information ta earry owt treatment,
paymant Actnalsls and health care operations

Sagnarune ibm-

I this Consent is sigred by & personal regresentalive on behall of the patent, complate 1he followang.

b

Fersondd Representatreg's Mame

Relatansnip 1o Palsm;

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGH IT.
Include compleled Consent in the patient's charl,




PEDIATRIC DENTISTRY OF BRANDON

142 Gateway Drive
Brandon, MS 38042

Telephone 601-824-1550
Fax 601-824-1953

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* Yau May Refuse to Sign This Acknowledgement®

| have réceived a copy of this

office’s Motice of Privacy Praclices

Fignse Prnt fama

Signature

it

For Dffice Use Only

We attemipted to abtain written acknowledgement of receiot of our Notice of Privacy Practices, but
acknowledgement could not be oblained Decause

O individual relused 1o sign
O Communications barriers prohibited oblaining the ac ko gD Jement
O An emergency situalion prevented us from oblaming acknov ledgermemnt

9 Ciher (Flease Specify)
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MISSED APPOINTMENT OFFICE POLICY
EFFECTIVE: 01/01/2023
APPOINTMENT WITHOUT 24 HOUR NOTICE

Our new missed appointment policy without 24 hour notice of cancellation is as
follows:

1%t Occurrence — Parents will receive a letter of missed appointment without 24
hr notice given to our office.

2 Occurrence — A 575 FEE will be billed to address on file for missed
appointment without 24 hr. notice given to our office.

3 Occurrence — WILL NOT BE RESCHEDULED IN OUR OFFICE.

We understand the valuwe of your time and are confident that you will return the courtesy. You can expect us to
be on schedule for you. We make every effort to notify our patients’ parents of changes or delays in the daily
sehedule as timely as possible.

We appreclate that you have selected our dental team to provide your children with excellent demtal health. We

take pride in and are committed to providing your children with guality oral health care in 3 comfortable, gentle,
and professional environment.

Parent signature: Date:

Parert printed nasme;

CHILD{children’s] narrse:




