Informed Consent

Welcome

Please take a few minutes to fill out the questionnaire so we can best serve your needs.
Thank you very much for your attention.

Name Nickname

Last First Middle Initial
Date of Birth __/ / Age Sex Social Security Number
Address City State Zip

Parent/Legal Guardian's Name

0 | am not the legal guardian, but | have permission from the legal guardian to authorize
children's Happy Teeth to perform any dental care as needed.

Home Phone ( ) Parent's Work Phone ( )

Parent's Cell phone ( ) E-mail

] Please mark this box if you DO NOT want to be receiving text messages through your

cell phone.
Primary Insurance (Leave blank only if no dental benefits) Responsible Party Information
Subscriber Relationship Name
Date of birth SS Number Relationship
Address (if different) Date of birth
City State Zip SS Number
Phone ( ) Cell Phone () Address (if different)
Insurance Company City State Zip
Address Phone Phone( )
City State Zip Cell Phone ( )
Grouptt Subscriber# Employer
Secondary Insurance Work ( )
Insurance Company
Subscriber Relationship
Date of birth SS Number
In case of emergency, contact Phone( )

How did you hear about our office?

| hereby authorize the dentists and staff at Children's Happy Teeth / Happy Braces to perform diagnostic aids including
x-rays, models and photographs as appropriate to make a thorough diagnosis of my child's dental needs.

| authorize my insurance company to pay the dentist(s) all insurance benefits otherwise payable to me for services
rendered.

| authorize the use of this signature on all insurance submissions. | authorize the dentist(s) to release all information
necessary to secure the payment of benefits.

| understand that | am financially responsible for all charges whether or not paid by my insurance. | understand that | will
be charged 18% APR for any past due balances over 60 days.

Signature Date Dentist Signature Date

Payment is due in full at time of treatment unless prior arrangements have been approved.




Time 2:35PM Childrens Happy Teeth Date 10/10/2017
Eaglesoft Medical History(Copy)
Patient Mame: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be taking,

Are you under a physician's care now? Oives Mo If yes | |
Hawve you ever been hospitalized or had a major operation? Oives (ONo If yes | |
Have you ever had a serious head or nedk injury? Oives Mo If yes | |
Are you taking any medications, pills, or drugs? Oives (Mo If yes | |
Do you take, or have you taken, Phen-Fen or Redux? Cives (Mo If yes | |
Ha\n_e you ever EIF.E.H Fo_samax, Boniva, Actonel or any other Oives (Mo If yes | |
medications containing bisphosphonates?

Are you on a spedal diet? Cives (Mo

Do you use tobacco? Cives (Mo

Do you use controlled substances? Oives (iMoo If yes

Do you have any mental disorders? Oves Mo

Wamen: Are you...
|:| Pregnant/Trying to get pregnant? |:| Mursing? DTaking oral contraceptives?

Are you allergic to any of the following?

] Aspirin [ Penicillin [Jcodeine [ &crylic
CmMetal Latex [ 5uifa Drugs [ Local Anesthetics
Other? O Ifyes | |

Do you have, or have you had, any of the following?

AIDS/HIV Positive Oves Mo Cortisone Medidne (Des (DN Hemophilia Oives (ONo Radiation Treatments Oes (OiNo
Alzheimer's Disease (Oyes (Mo  |Disbetes (Oives ()Mo |Hepatitis A (Oves (Mo |Recent Weight Loss Oives OiNo
Anaphylaxis Oives OMo Drug Addiction Oives Mo Hepatitis B or C Oives OiNo Renal Dialysis Oives Mo
Anemia (OYes (ONo | Easily Winded Oves (ONo  |Herpes (Oves (ONo | Rheumatic Fever Oves Do
Angina (DYes OMNo Emphysema (Des (Mo High Blood Pressure Oives (ONo Rheumatism Oes (Mo
Arthritis/Gout Oves o Epilepsy or Seizures (Oives ()Mo High Cholesterol Oves (DN Scarlet Fever (Oives ()Mo
Artificial Heart Valve (Oyes (Mo | Excessive Bleeding (Oiyes (C)MNo | Hives or Rash (Oves (OMo | Shingles Oives O
Artificial Joint (OvYes (ONo | Excessive Thirst Oes (Omno  |Hypoglycemia Oves (ONo | Sicke Cell Disease Des OMo
Asthma (Oves (JNo  |Fainting Spells/Dizziness ~ (Oves (O No | Irregular Heartbeat (Oves (ONo | Sinus Trouble Oves Do
Blood Disease Oves Mo Frequent Cough Oives (O No Kidney Problems Oves ONo Spina Bifida Oives (O No
Blood Transfusion (Oyes (Mo  |Freguent Diarrhea (Oives (Mo | Leukemia (Oves (OMo | Stomach/Intestingl Disease () ves (O No
Breathing Problems Oives Mo Frequent Headaches Oives OiMo Liver Disease Oives (OiNo Stroke Oives Mo
Bruise Easily OYes (ONo | Genital Herpes (Oes ()Mo |Low Blood Pressure Oves (OnNo | Swelling of Limbs Oves Do
Cancer Oves ONo | Glaucoma Oes (Ono | Lung Disease (Oves (ONo | Thyroid Disease Oes (ONo
Chemotherapy (Oves (Mo Hay Fever Oives (Mo Mitral Valve Prolapse Oves (DNo Tonsilitis (Oives ()Mo
Chest Pains (Oyes (OMo  |Heart Attack/Failure (Oives (Mo | Osteoporosis (Oves (OMo | Tuberculosis Oives (OMo
Cold Sores/Fever Blisters  (Oves (OMo | Heart Murmur (Oives ()Mo | Painin Jaw Joints (Oives (ONo | Tumers or Growths Oives (O Mo
Congenital Heart Disorder () es ()Mo Heart Pacemaker Oives (Mo Parathyroid Disease Oes ONo Ulcers Oives (ONo
Convulsions (DYes OMNo Heart Trouble /Disease Oives (Mo Psychiatric Care Oives (ONo Venereal Disease Oes (OiNo
Yellow Jaundice Oves Mo
Have you ever had any serious illness not listed above? Oives (Mo If yes | |
Comments:

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or patient's) health. Itis my
responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



