
 

 



 

 

 

 

 

 

 

Please continue to supplemental questions on the following page…. 

 

 

 



 

 

 

How do you think your child has reacted to past medical procedures? 

• Very well 

• Moderately well 

• Moderately poorly 

• Very poorly 

How would you rate your own anxiety (fear, nervousness) at this moment? 

• High 

• Moderately High 

• Moderately Low 

• Low 

Does your child think there is anything wrong with his or her teeth, such as a chipped tooth, decayed tooth,  

or gum boil? 

• Yes 

• No 

How do you expect your child to react in the dental chair? 

• Very well 

• Moderately well 

• Moderately poor 

• Very poorly 

Do you consider your child to be (check one) 

• Advanced in learning 

• Progressing normally 

• A slow learner 

o If so, does your child receive special services at school? Yes No 



Patient Registration

Preferred Name:First Name: ______________________________________ ____________________Last Name:
Sex:Birthdate:Date: ___________ ________________________________________

School Attending: _____________________________________________________________________

Parent/Guardian #1:
 ____________________________________ DOB: ____________________
Home Phone: Cell Phone:____________________ YesOk to Text? No____________________

City:Street: ___________________________________ ________________ State: Zip:______ __________

Parent/Guardian #2:
 ____________________________________ DOB ____________________
Home Phone: Cell Phone____________________ Yes NoOk to Text?____________________

City:Street: _____________________________________ State: ______ Zip: ___________________________

Email Address: _____________________________________________________________________
How did you hear about us? ________________________________________________________________

Primary Insurance Information

Dental Insurance: ________________________________________________________________
Insurance Policy Number: Group Number:_______________________________ ____________________
Dental Insurance Phone Number: ____________________Employer Name: ____________________

Secondary Insurance Information

Dental Insurance: ________________________________________________________________
Insurance Policy Number: Group Number:_______________________________ ____________________
Dental Insurance Phone Number: ____________________ Employer Name: ____________________

Parent/Legal Guardian Name: __________________________________________

Signature:____________________________________

Date: ________________________



Authorization To Treat A Minor

Today's Date: __________________________


Patient/Childs Name: ________________________________________________	

Birthdate: ______________________________


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 my child.


I am authorizing the following person(s) to consent to preventive dental treatment in the event that I cannot attend a dental 
appointment, which is limited to examinations, radiographs, cleanings, fluoride treatment (including other remineralization 
procedures), sealant application, and emergency situations.


As the Parent/Guardian, I understand I must sign the treatment plan for any treatment recommendations. I also understand 
that a Parent/Guardian must be present during any dental procedure beyond preventive, and must remain in the office in 
its entirety.  

Name of Authorized Person (to bring child to dental appointment):_______________________________________

Relationship:____________________________________

Name of Authorized Person (to bring child to dental appointment):______________________________________

Relationship:____________________________________

Parent/Legal Guardian Name:__________________________________________________

Signature:______________________________________________________________



Exam, Fluoride, X-Rays

And Cleaning Consent

Today's Date: ____________________


Patient Name: ____________________


Patient Date of Birth: _______________

I consent to the dental provider and team to examine my child.


I consent for my child to receive a dental cleaning.


I consent for topical fluoride being placed on my child's teeth, following a dental cleaning. The team will do their best to inform 
me if my insurance covers this treatment at each appointment, or the cost to me if my insurance does not cover it. I understand I 
may be responsible for the fee if my insurance does not cover the fluoride application.


I consent to digital dental X-rays being taken on my child as needed for proper diagnosis.

The office uses ALARA (as low as reasonably achievable) principle for taking dental radiographs, however, I understand that 
additional X-rays may occasionally be necessary to obtain a proper diagnosis of a dental condition and/or to evaluate growth 
and development.


I have read and understand each consent on this form. I understand that these consents will remain in effect while my child is a 
dental patient at Advanced Pediatric Dentistry, unless I request changes.


Parent/Legal Guardian Name: _________________________________________________

Signature: _______________________________________________



Financial Agreement

Today's Date: _________________________

Patient Name: ____________________________________________

Patient's Date of Birth: _________________________

OUR FINANCIAL POLICY
We are committed to providing you with the best possible care and would be happy to discuss our professional fees with 
you at this time. Your clear understanding of our financial policy is important to our professional relationship. Please ask if 
you have any questions about our fees, financial policy, or your financial responsibility. 


If you do not have insurance, we expect payment in full for all treatment at the time of service, unless other arrangements 
have been previously made. We accept cash, checks, VISA and MasterCard.

REGARDING INSURANCE
If you have insurance, we can assist you in submitting your claim. Your insurance claim will ONLY be completed and 
submitted if we are provided with all pertinent insurance company information. It is your responsibility to verify that your 
policy is in effect at the time your services are performed. Otherwise, you are responsible for payment at the time of 
service.


Insurance is an agreement between you and your insurance company. We will inform you if we are participating with your 
insurance plan and will handle your claim according to our agreement with the insurance company. We file insurance 
claims as a courtesy to you, our patient. We will not become involved in disputes between you and your insurance 
company regarding deductibles, co-payments, coverage charges, secondary insurances, "usual and customary" 
charges, etc., other than to supply necessary factual information. Deductibles and/or co-payments are required to be paid 
by you at the time of service. You are responsible for the prompt payment of your account. If payment is not received from 
your insurance company by us within 90 days, the balance of the account becomes your responsibility. I hereby authorize 
and agree as follows:

I authorize the use of this form on all my insurance submissions.

I authorize release of information to all my insurance companies.

I understand I am responsible for my account.

I authorize my doctor to act as my agent in helping me obtain payment from my insurance companies.

I authorize payment directly to my doctor.

I permit a copy of this authorization to be used in place of the original.

I understand benefit information given to me by my doctor or their staff is not a guarantee of payment

I understand that payment of my account must be received within 90 days of date of service, regardless of my 
insurance.

I have read the above Financial Policy and understand that I am financially responsible for all charges, whether or not they 
are paid by my insurance. I understand that if my account is not paid within 90 days, it will be turned over to the Credit 
Bureau for collection and a 30% collection fee will be added.

Parent/Legal Guardian Name: _______________________________________

Signature: ____________________________________________________________



Missed Appointment Policy

Today's Date: ____________________________________


Patient Name: _______________________________________________________


Patient's Date of Birth: ________________________________________________


Initial

Your appointment time is reserved especially for you. We ask a courtesy to our team and other patients that you 
keep your appointments as scheduled. If you do need to change an appointment, we require a 48 hour advance 
notice.


We will do our best to contact you via phone to confirm your child's appointment within 48 hours of your scheduled 
time. It is your responsibility to provide us with accurate contact information, so that we may reach out to you for 
your reminder. We will attempt to leave a voicemail message if we are unable to reach you directly. Ultimately, 
however, it remains your responsibility to show up for your child's appointment.


Patients who arrive 10 minutes or later for their appointment may be asked to wait or reschedule for another time. 
Our appointments are scheduled on the hour or half hour, unless we have made a special exception. We make 
every effort to stay on schedule so that we can respect your time as well.


If you miss an appointment after 3PM Monday through Friday without advanced notice, you will not be allowed to 
schedule another after school appointment. If you miss a Saturday appointment without advanced notice, you will 
not be able to receive another Saturday appointment.


If your child is scheduled for a treatment appointment and results in a no-show or late show up for the appointment, 
you will be required to make a 20% deposit on scheduled treatment in order to reschedule, which will be non-
refundable if the appointment is missed.


I have read and understand the office missed appointments policy.


______

______

______

______

______

______

Parent/Legal Guardian Name: _____________________________________________

Signature: _________________________________________________



Notice of Privacy Policies

Today's Date: ______________________

SECTION A: PATIENT GIVING CONSENT

First Name: ________________________ Birthdate: __________________Last Name: __________________

Address: ____________________________________

                   ____________________________________

                   ____________________________________


Telephone: ________________________	


Email: ____________________________


SECTION B: TO THE PATIENT- PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

Purpose of Consent: By signing this form, you will consent to our use and disclosures of your protected health information 
to carry out treatment, payment activities, and health care operations.


Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign 
this Consent. Our Notice provides a description of our treatment, payment activities, and health care operations, of the 
uses and disclosures we may make of your protected health information, and of other important matters about your 
protected health information. A copy of our Notice accompanies this Consent. We encourage you to read it carefully and 
completely before signing this Consent.


We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our 
privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may 
apply to any of your protected health information that we maintain.


You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:


	Advanced Pediatric Dentistry

	Attn: Privacy Officer

	Telephone: 717-697-5437

	Address: 220 Cumberland Parkway Suite 6, Mechanicsburg, PA 17055


Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation 
submitted to the Contact Person listed above. Please understand that revocation of this Consent will not affect any action 
we took in reliance on this Consent before we received your revocation, and that we may decline to treat you or to continue 
treating you, if you revoke this Consent.


SIGNATURE


I, _____________________________, have had full opportunity to read and consider the contents of this Consent form and 
your Notice of Privacy Practices. I understand that, by signing this Consent form, I am giving my consent to your use and 
disclosure of my protected health information to carry out treatment, payment activities and healthcare operations.

Parent/Legal Guardian Name: _______________________________________

Signature: _________________________________________

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT



Photograph and Video Release

Today's Date: _________________________

Patient's Name: ______________________________

Location:

Advanced Pediatric Dentistry

220 Cumberland Parkway Suite 6

Mechanicsburg, PA 17055

I hereby give permission to Advanced Pediatric Dentistry (APD) to use the photographs and/or video of me and or my minor 
child(ren) taken for promoting, publicizing and advertising purposes. I understand that these photographs or videos may 
appear in publication or on the APD website and/or social media outlets (Instagram, Facebook). I release APD from all claims 
for financial compensation now for said photos and in the future.


I certify that I am over 18 years of age. I am the parent or guardian of the minor child(ren) named below (if applicable)


I have read and understand each consent on this form. I understand that these consents will remain in effect while my child is a 
dental patient at APD, unless I request changes.


Printed Name of Parent/Legal Guardian: ______________________________


Phone Number: _____________________________


Email: _____________________________________


Name(s) of Minor Children:
_______________________________________________________________


_______________________________________________________________


_______________________________________________________________


_______________________________________________________________

Signature: ____________________________________

I DO NOT CONSENT TO HAVING MY CHILD 
PHOTOGRAPHED OR VIDEO TAPED. 



Bill Of Rights And Responsibilities

Today's Date: ______________________

Patient Name: ________________________________________

Patient Date of Birth: __________________________

BILL OF RIGHTS:

These rights can be exercised on the patient's behalf by a parent or legal guardian if the patient is a minor, lacks decision-making capacity, or is legally 
incompetent. The patient has the right to:


- A dental home that provides comprehensive, considerate, and respectful care.

- Have oral health diagnoses made by a dentist.

- A choice of oral health care provider. The parent has a right to designate a pediatric dentist as a primary oral health care provider for the child.

- Participate fully in all the decisions related to his/her care.

- Receive accurate, relevant, current and easily-understood information concerning diagnosis, treatment and prognosis. The patient is entitled to the 
opportunity to discuss and request information related to the specific procedures and/or treatments, the risks involved, and the medically reasonable 
alternatives and their accompanying risks and benefits. Life threatening emergency care could be an exception

- Make decisions about the plan of care prior to and during the course of treatment, to refuse a recommended treatment or plan of care to the extent 
permitted by law, and to be informed of the health consequences of this action. In case of such refusal, the patient is entitled to other appropriate care 
and services that the pediatric dentist offers or to transfer to another dentist.

- Consent to or decline to participate in proposed research studies affecting care and treatment of requiring direct patient involvement and to have those 
studies explained fully prior to consent. A patient who declines to participate in research is entitled to the most effective care that the pediatric dentist can 
otherwise provide.

- Expect reasonable continuity of care.

- Emergency care for acute dental trauma and odontogenic infections, as needed.

- Know the identity, education and training of the providers involved in his/her care, as well as when those involved are students, residents, or other 
trainees.

- Know the immediate and long-term financial implications of treatment choices, insofar as they are known. The patient has the right to be informed of the 
charges for services and available payment methods.

- Be informed of the provider's policies and practices that relate to patient care, treatment and responsibilities. The patient has the right to be informed of 
available resources for resolving disputes, grievances, and conflicts, such as ethics committees, patient representatives, or other mechanisms available 
in an organization.

- Every consideration of privacy. Case discussion, consultation, examinations and treatment should be conducted so as to protect each patient's privacy.

- Expect that all communications and records pertaining to his/her care will be treated as confidential, except in cases such as suspected abuse and 
public health hazards when reporting is permitted or required by law. The patient has the right to expect that the provider will emphasize the 
confidentiality of information released to other parties entitled to review this information.

- Review the records pertaining to his/her medical care and to have the information explained or interpreted as necessary, except when restricted by law. 
The patient has the right to request amendments to his/her record.

- Ask and be informed of the existence of business relationships among institutions, other health care providers, or payers that may influence the patient's 
treatment and care.


BILL OF RESPONSIBILITIES:

These responsibilities can be exercised on the patient's behalf by a parent or legal guardian if the patient is a minor, lacks decision-making capacity, or is 
legally incompetent.


- The patient is responsible for providing, to the best of his/her knowledge, accurate and complete information about current/past medical conditions, 
current/past allergies to any substance, current/past illnesses, hospitalizations, medications, and other matters related to his/her health status.

- The patient must take responsibility for requesting additional information or clarification about his/her health status or treatment when he/she does not 
fully understand information and instructions.

- The patient is responsible for his/her actions if he/she refuses treatment or does not follow the instructions of the provider. It is the patient's 
responsibility to inform dentists and other caregivers of anticipated problems in following prescribed treatments, including follow-up treatment instructions.

- The patient has a responsibility to keep appointments and when unable to do so, to notify the dental office as soon as possible.

- The patient is responsible for being considerate of the rights of other patients and health care workers and for not interfering with the general 
functioning of the facility.

- The patient is responsible for providing accurate insurance information and for accepting the financial obligations associated with the services 
rendered.


I have had full opportunity to read and consider the contents of the BILL OF RIGHTS and BILL OF RESPONSIBILITIES.  I understand that I am giving 
my permission for your use and disclosure of my protected health information in order to carry out treatment, payment activities, and healthcare 
operations.  I also understand that I have the right to revoke permission.

Parent/Legal Guardian Name: ________________________________________________________

Signature: ______________________________________________________________


