                                         

   DENTAL/MEDICAL HEALTH HISTORY (Confidential)

                               

	How often does your child brush? ___________________________
How often does your child floss? 
___________________________

Is your child's water fluoridated? 

( Yes  ( No
Does your child take fluoride supplements?

( Yes  ( No
Does your child:
Suck Thumb/Finger

( Yes  ( No
Suck/Bite Lip

( Yes  ( No
Bite/Chew Nails

( Yes  ( No
Chew Hard objects (pencils, etc.)

( Yes  ( No
Grinding teeth

( Yes  ( No
Clench Jaws

( Yes  ( No

Date of last dental visit ____________________________________
Previous Dentist _________________________________________
Address ________________________________________________


Has your child had difficulty with previous dental visits?
( Yes  ( No
	Has your child ever had any of the following:


Asthma

( Yes  ( No

Handicaps/Disabilities

( Yes  ( No

Cancer

( Yes  ( No





[  ] No

Tuberculosis

( Yes  ( No

Hepatitis

( Yes  ( No

Diabetes
( Yes  ( No

HIV/AIDS
( Yes  ( No

Rheumatic Fever

( Yes  ( No

Hemophilia

( Yes  ( No

Congenital Heart Defect

( Yes  ( No

Abnormal Bleeding

( Yes  ( No

Heart Murmur

( Yes  ( No

Stomach, Liver or Kidney Problems

( Yes  ( No

Convulsions/Epilepsy

( Yes  ( No


Child's Physician __________________________________________________
____________________ Phone _________________________

Address ____________________________________________________________________________________________________________


	Previous Hospitalizations/Surgeries/Serious Illnesses
________________________________________________________________________________
________________________________________________________________________________
	When?

___________________________

___________________________



Is your child currently taking any medications?





( Yes  ( No
(if yes, please list) _____________________________________________________________________________________________________


Does your child have a history of allergies/sensitivities/adverse reactions to any drugs or medications (Penicillin, etc.)?
( Yes  ( No

(if yes, please describe) ________________________________________________________________________________________________


Does your child have a history of allergies to any other substances (latex, environmental, etc.)?

____________________________________________________________________________________________________________________

Please explain any medical problems that your child has: _______________________________________________________________________

____________________________________________________________________________________________________________________
​​​​​​​​​​​​​​​​​____________________________________________________________________________________________

	PATIENT _________________________________________________
GUARANTOR _____________________________________________
	RESPONSIBLE PARTY _____________________________

DATE  ___________________________________________


Your child's overall health as well as any medications, which your child takes, could have an important interrelationship with the dental care your child receives. Please answer each of the following questions completely





Patient ID#  ____________________________________





FINANCIAL ARRANGEMENTS: for your convenience, We offer the following methods of payment: cash, personal check, VISA, Master Card, Discover. Payment in full is expected at each appointment.





I hereby apply for treatment by the above dentists, their associates and/or assistants. Treatment may include x rays, injections and/or such other office procedures they deem necessary.





If health care workers are accidentally exposed to my blood or body fluids in the course of providing health care to me, I agree to have my blood tested for any infectious disease, which might be transmitted to them through this exposure, including HIV/AIDS and hepatitis.





Payment policies of Drs. Lefcoe, Weinstein, Sachs and Schiff have been explained to me, and I hereby acknowledge and accept responsibility for payment of all charges incurred with the above dentists, acknowledging that they may obtain a credit report in order to establish credit.





It is understood that this responsibility extends to the total charges without regard to possible insurance benefits, and that any insurance benefit~ which may be provided will be considered part of my financial resource only and will not waive my responsibility. If payment for such medical services is not made when due, the undersigned agrees to pay all costs of collecting the medical bill, including 33 1/3% attorneys' fees and costs skip tracing and third party services. I have read and fully understand the meaning and consequences of the above statement. INTEREST RATE 1 1/2% PER MONTH (Equivalent 18% APR) on that part of accounts due over 60 days (Minimum interest rate $.50).





PATIENTS WITHOUT INSURANCE


PAYMENT IS DUE AT THE TIME OF THE VISIT UNLESS PAYMENT ARRANGEMENTS HAVE BEEN SET UP


A charge of $25.00 will be made for appointments broken or cancelled without 24-hour notice.


A charge of $25.00 will be made for returned checks.























