
OUT OF THIS WORLD DENTISTRY

PLEASE SEE REVERSE SIDE

Child’s Name ______________________________________________Nickname___________________________
                           First                      Middle                                      Last
Sex: M ____  F ____  Birth date _____________Age ____  Reason for this visit?____________________________

Is this your child’s first dental visit? _______  Date of last visit ______________

Your Child’s attitude towards previous dental care?____________________________________________________

Have we seen other children in your family? _____  Names _____________________________________________

How did you find out about our office?  Dr./Dentist_______________ Friend______________ Insurance_________

                                                                            Other (Internet_____  Website_____  Yellow Pages_____ )

MEDICAL INFORMATION

Is your child under doctor’s care now? ____ For what reason? ________________ Dr.’s Name ________________

Is your child taking any medication or drugs? ______ What kind? ________________ Reason ________________

Has your child ever been hospitalized? ______ When? ____________ Reason _____________________________

Has your child had a history or difficulty with any of the following:

Yes No Yes No Yes No
___ ___ Premature Birth ___ ___ Bleeding ___ ___ Seizures
___ ___ Brain injury ___ ___ Cerebral Palsy ___ ___ AIDS
___ ___ Heart ___ ___ Anemia ___ ___ Asthma
___ ___ Cancer or Malignancies ___ ___ Speech Disorder ___ ___ Liver
___ ___ Bone Disorder ___ ___ Diabetes ___ ___ Hearing
___ ___ Rheumatic Fever ___ ___ Hepatitis ___ ___ Gag Reflex
___ ___ Kidneys ___ ___ Allergies to Medication ___ ___ Earaches

Comments / details ___________________________________________________________________________________

Does your child have any emotional or school problems? _____________________________________________________

DENTAL INFORMATION

Was your child bottle fed? _____ Until what age? _____ Or breast fed? _____ Until what age? _____

Does your child have any mouth habits, such as : finger/thumb sucking ___ pacifier ___ other _____________

Has your child ever had any injuries to his teeth, mouth or head? ____ when? ______ details ______________

Does your child brush regularly? _____ Does an adult assist with brushing? _____

Does your child floss? _____ Does an adult assist in flossing? _____

Has either parent or child been treated orthodontically? _____ who? __________________________________

How would you expect your child to behave in our office? __________________________________________

Describe your child:  Outgoing ____ Shy ____ Stubborn ____ Anxious ____ Frightened ____ Regular kid ____

How may we help to make this visit a positive experience for your child?_________________________________________



GENERAL INFORMATION

This information is requested for financial and credit purposes.

FATHER (full name) _______________________________________________

Address _____________________________________ City ____________________ ST _______ Zip __________

Hm Phone (     ) ______________  SS # ____ - ___ - ______    Birth date _________  Marital Status ____________

Employer _____________________________________  Wrk Phone (    ) _______________ Cell (    ) __________

Address _______________________________________ City __________________ ST _______ Zip ___________

E-Mail Address _________________________________  Drivers License Number __________________________

MOTHER  (full name) _______________________________________________

Address ______________________________________ City ___________________ ST _______ Zip ___________

Hm Phone (     ) ______________ SS# ____ - ___ - _______  Birth date ___________ Marital Status ____________

Employer _____________________________________  Wrk Phone (     ) _______________ Cell (     ) __________

Address _______________________________________  City __________________ ST _______ Zip ___________

E-Mail Address _________________________________  Drivers License Number ___________________________

Name of nearest relative __________________________  Hm (     ) ______________  Wrk (     ) ________________

Relation to which parent and relation to patient ________________________________________________________

FINANCIAL AGREEMENT

Our financial policy is to receive payment in full by the time treatment is completed. If this is not convenient for you, we do accept VISA, Mastercard,
and American Express and can direct you to other sources of credit. (CareCredit)  If you have dental insurance, your estimated co-payment will be
required at the time of service. You will be billed for any remaining balance that is not paid by your insurance. Interest, at the annual rate of 18%
(compounded monthly), will be added to any balance over 60 days, starting from the date the charge was made. Any account over 90 days delinquent
will be turned over to a collection agency. If this account is assigned to an outside agency for collection I/we agree to pay all attorney fees, court costs,
process service fees, filing fees, and any charges or commissions, up to 50%, that may be assessed by any collection agency retained to pursue this
matter.

SIGNATURE __________________________________ RELATIONSHIP TO CHILD ____________________ DATE _________

INSURANCE INFORMATION
PRIMARY DENTAL INSURANCE

Name of subscriber _______________________________  Subscribers ID ____________________  Grp No. ___________

Name of Insurance Co. ______________________________________________  Phone No. _________________________

Address _________________________________________  City ____________________ ST __________ Zip __________

Policy holders employer ________________________________________________________________________________

SECONDARY DENTAL INSURANCE

Name of subscriber _______________________________  Subscribers ID ____________________  Grp No. ___________

Name of Insurance Co. ______________________________________________  Phone No. _________________________

Address _________________________________________  City ____________________  ST __________  Zip _________

Policy holders employer ________________________________________________________________________________

Assignment of Benefits: I authorize Dr. Stark to furnish my insurance company with all information to process my dental claims. I
authorize the above named insurance company to pay all benefits due me directly to Dr. Stark. I understand I am
responsible for charges not covered by this assignment.



OUT OF THIS WORLD DENTISTRY
CONSENT FOR USE AND DISCLOSURE OF

HEALTH INFORMATION
 SECTION A:  PATIENT GIVING CONSENT

 Name:                                                                                                                                                                                                                              

Address:                                                                                                                                                                                                                           

Telephone:                                                                                                       E-mail:                                                                                                

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 disclosure of your protected health information to carry out
treatment, payment activities, and healthcare 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 healthcare 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:

Contact Person:  Dr. Cory M. Stark

Telephone:  571-6751    Fax:  571-4156

Address: 112 E. 12450 So.  Draper    UT    840720

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 heath care operations.

Signature:                                                                                                                            Date:                                                                                 

If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Name:                                                                                                                                                                                 

Relationship to Patient:                                                                                                                                                                                                    

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
Include completed Consent in the patient’s chart.



REVOCATION OF CONSENT

I revoke my Consent for your use and disclosure of my protected health information for treatment, payment activities, and healthcare operations.

I understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you received this written Notice
of Revocation.  I also understand that you may decline to treat or to continue to treat me after I have revoked my Consent.

Signature:                                                                                                                         Date:                                                                                 

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted.  Any other use, duplication or distribution of this form by any other party
requires the prior written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).
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