Child Health/Dental History Form
Patient’s Name

Nickname
FIRST

LAST

Date of Birth

INITIAL

Parent’s/Guardian’s Name

Relationship to Patient

Address
PO OR MAILING ADDRESS

CITY

STATE

Phone

Sex
Home

Mq

ZIP CODE

Fq

Work

Have you (the parent/guardian) or the patient had any of the following diseases or problems? ................................................................................ q Yes q No
1. Active Tuberculosis, 2. Persistent cough greater than a three-week duration, 3.Cough that produces blood?
If you answer yes to any of the three items above, please stop and return this form to the receptionist.
Has the child had any history of, or conditions related to, any of the following:
q Anemia
q Cancer
q Epilepsy
q HIV +/AIDS
q Arthritis
q Cerebral Palsy
q Fainting
q Immunizations
q Asthma
q Chicken Pox
q Growth Problems
q Kidney
q Bladder
q Chronic Sinusitis
q Hearing
q Latex allergy
q Bleeding disorders
q Diabetes
q Heart
q Liver
q Bones/Joints
q Ear Aches
q Hepatitis
q Measles

q
q
q
q
q
q

Mononucleosis
Mumps
Pregnancy (teens)
Rheumatic fever
Seizures
Sickle cell

q
q
q
q
q

Thyroid
Tobacco/Drug Use
Tuberculosis
Venereal Disease
Other_____________

Please list the name and phone number of the child’s physician:
Name of Physician ______________________________________________________________________________________Phone ______________________________

Child’s History

Yes No
1. Is the child taking any prescription and/or over the counter medications or vitamin supplements at this time? ............................................... 1. q q
If yes, please list: _____________________________________________________________________________________________________________
2. Is the child allergic to any medications, i.e. penicillin, antibiotics, or other drugs? If yes, please explain: _________________________________ 2. q q
3. Is the child allergic to anything else, such as certain foods? If yes, please explain: ____________________________________________________ 3. q q
4. How would you describe the child’s eating habits? ________________________________________________________________________________
5. Has the child ever had a serious illness? If yes, when: ______________ Please describe: ______________________________________________ 5. q q
6. Has the child ever been hospitalized? ........................................................................................................................................................... 6. q q
7. Does the child have a history of any other illnesses? If yes, please list: ______________________________________________________________ 7. q q
8. Has the child ever received a general anesthetic? ......................................................................................................................................... 8. q q
9. Does the child have any inherited problems?................................................................................................................................................. 9. q q
10. Does the child have any speech difficulties?..................................................................................................................................................10. q q
11. Has the child ever had a blood transfusion?..................................................................................................................................................11. q q
12. Is the child physically, mentally, or emotionally impaired? ...............................................................................................................................12. q q
13. Does the child experience excessive bleeding when cut? ..............................................................................................................................13. q q
14. Is the child currently being treated for any illnesses? .....................................................................................................................................14. q q
15. Is this the child’s first visit to a dentist? If not the first visit, what was the date of the last dentist visit? Date: _____________________________15. q q
16. Has the child had any problem with dental treatment in the past? .................................................................................................................16. q q
17. Has the child ever had dental radiographs (x-rays) exposed? ........................................................................................................................17. q q
18. Has the child ever suffered any injuries to the mouth, head or teeth? ............................................................................................................18. q q
19. Has the child had any problems with the eruption or shedding of teeth? .......................................................................................................19. q q
20. Has the child had any orthodontic treatment? ...............................................................................................................................................20. q q
21. What type of water does your child drink? q City water q Well water q Bottled water q Filtered water
22. Does the child take fluoride supplements? .............................................................................................................................................22. q q
23. Is fluoride toothpaste used? .....................................................................................................................................................................23. q q
24. How many times are the child’s teeth brushed per day? ___________ When are the teeth brushed?_____________________________________24. q q
25. Does the child suck his/her thumb, fingers or pacifier?..................................................................................................................................25. q q
26. At what age did the child stop bottle feeding? Age ____________ Breast feeding? Age ____________
27. Does child participate in active recreational activities? ...................................................................................................................................27. q q
NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
I certify that I have read and understand the above. I acknowledge that my questions, if any, about inquiries set forth above have been answered to my
satisfaction. I will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or
omissions that I may have made in the completion of this form.
Parent’s/Guardian’s Signature ___________________________________________________________________Date __________________________________________
For completion by dentist
Comments ________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________
For Office Use Only:

q Medical Alert

q Premedication

q Allergies

q Anesthesia

Reviewed by_________________________________________________________________________________

Date _______________________________________________________________________________________________________________________________________________________________________
© American Dental Association, 2006
Form S707

To Reorder call 1-800-947-4746
or go online at www.adacatalog.org

Notice of Privacy Practices
This notice describes how health information about you may be used and disclosed, and how you can gain access to this
information. Please review it carefully. The privacy of your health information is important to us.

Our Legal Duty
We are required by applicable federal and state law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice takes
effect 1/1/03 and will remain in effect until we replace it.
We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are
permitted by applicable law. We reserve the right to make the changes in our privacy practices and the new terms of our
Notice effective for all health in formation that we maintain, including health information we created or received before we
made the changes. Before we make a significant change in our privacy practices, we will change this Notice and make
the new Notice available upon request.
You may request a copy of our Notice at any time. For more information about our privacy practices, of for additional
copies of this Notice, please contact us using the information listed at the end of this notice.

Uses and Disclosures of Health Information
We use and disclose health information about you for treatment, payment and healthcare operations. For example:
Treatment: We may use or disclose your health information to a dentist, physician, or other healthcare provider providing
treatment to you.
Payment: We may use and disclose your health information to obtain payment for services we provide to you.
Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations.
Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications
of healthcare professionals, evaluating practitioner and provider performance, conducting training programs, accreditation,
certification, licensing, or credentialing activities.
Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations,
you may give us written authorization to use your health information or to disclose it to anyone for any purpose. If you
give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use or disclosures
permitted by your authorization while it was in effect. Unless you give us a written authorization, we cannot use or
disclose your health information for any reason except those described in this Notice.
To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights
section of this Notice. We may disclose your health information to a family member, friend, or other person to the extent
necessary to help you with your healthcare or with payment for your healthcare, but only if you agree that we may do so.
Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of (including
identifying or locating) a family member, your personal representative or another person responsible for your care, of your
location, your general condition or death. If you are present, then prior to use or disclosure of your health information, we
will provide you with an opportunity to object to such uses or disclosures. In the event of your incapacity or emergency
circumstances, we will disclose health information based on a determination using our professional judgment, disclosing
only health information that is directly relevant to the person’s involvement in your healthcare. We will also use our
professional judgment and our experience with common practice to make reasonable inferences of your bet interest
allowing a person to pick up filled prescriptions, health supplies, x-rays, or other similar forms of health information.
Marketing Health-Related Services: We will not use your health information for marketing communications without your
written authorization.
Required By Law: We may disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you
are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your
health information to the extent necessary to avert a serious threat to your health or safety or the health or safety of
others.
National Security: We may disclose to military authorities the health information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials health information required for lawful intelligence,
counterintelligence, and other national security activities. We may disclose to correctional institution or law enforcement
officials having lawful custody of protected health information of inmate or patient under certain circumstances. .
Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders
(such as voicemail, e-mail or text messages, postcards or letters).

Patient Rights
Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request
that we provide copies in a format other than photocopies. We will use the format you request unless we cannot
practicably do so. You must make a request in writing to obtain access to your health information. You may obtain a form
to request access by using the contact information listed at the end of this Notice. We may charge you a reasonable costbased fee for expenses such as copies, postage and staff time. If you request an alternative format, we may charge a
cost-based free for providing your health information in that format. If you prefer, we may – but are not required to –
prepare a summary or an explanation of your health information for a fee. Contact us using the information listed at the
end of this Notice for a full explanation of our fee structure.
Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your health information for purposes, other than treatment, payment, healthcare operations and certain other
activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in a 12-month
period, we may charge you a reasonable cost-based fee for responding to these additional requests.
Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health
information. We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement
(except in an emergency). Any agreement we may make to a request for additional restrictions must be in writing signed
by a person authorized to make such an agreement on our behalf. Your request is not binding unless our agreement is in
writing.
Alternative Communication: You have the right to request that we communicate with you about your health information
by alternative means or to alternative locations. You must make your request in writing. Your request must specify the
alternative means or location, and provide satisfactory explanation how payments will be handled under the alternative
means or location you request.
Amendment: You have the right to request that we amend your health information. Your request must be in writing, and
it must explain why the information should be amended. We may deny your request under certain circumstances.
Electronic Notice: If you receive this Notice on a website or by electronic mail (e-mail), you are entitled to receive this
Notice in written form.

Questions and Complaints
If you want more information about our privacy practices or have questions or concerns, please contact us.
If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about
access to your health information or in response to a request you made to amend or restrict the use or disclosure of your
health information or to have us communicate with you by alternative means or at alternative locations, you may complain
to us using the contact information listed at the end of this Notice. You also may submit a written complaint to the U.S.
Department of Health and Human Services. We will provide you with the address to file your complaint with the U.S.
Department of Health and Human Services upon your request.
We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a
complaint with us or with the U.S. Department of Health and Human Services.
Privacy Officer: Practice Manager / HIPPA Compliance Officer
Telephone: 910-762-0958
Fax: 910-762-2771
Address: 1301 Physicians Drive, Wilmington, NC 28401

HIPAA Privacy Permission Form
By signing this form, I give Atlantic Dental Group permission to disclose my Protected Health Information (PHI) to the
individuals listed below. The PHI that Atlantic Dental Group may disclose is limited to information directly related to that
person’s involvement in my health care or payment of my health care.

Name

Phone Number

Relationship to Patient

_________________________________________________________________________________________________
PATIENT Name (please print)
Social Security #
Date of Birth
_________________________________________________________________________________________________
PARENT / GUARDIAN Name (please print)
_________________________________________________________________________________________________
Mailing Address
City, State, Zip
_________________________________________________________________________________________________
Patient’s or Guardian’s Signature
Date

*******************************************************************************************************************

Acknowledgement of Receipt of Notice of Privacy Practices
You may refuse to sign this acknowledgement.
I, ___________________________________, acknowledge that I have received a Notice of Privacy Practices from
Atlantic Dental Group.

______________________________________________________________________________________________
Signature
Date
If personal representative signs this authorization on behalf of the individual, please complete the following:
Personal Representative’s Name (please print): __________________________________________________________
Relationship to Individual (please print):

__________________________________________________________

For Office Use Only
We attempted to obtain written acknowledgment of our Notice of Privacy Practices, as required by law, but
acknowledgment could not be obtained because:
_____
_____
_____
_____

Individual refused to sign
Communication barriers prohibiting obtaining the acknowledgment
An emergency situation prevented us from obtaining acknowledgment
Other (please specify): _________________________________________________________________

Appointments and Cancellation Policy
We understand that personal schedules may get interrupted, so we ask that you contact us as soon as possible if you
are unable to keep your appointment. However, because we reserve time especially for you, broken appointments
negatively impact both our schedule and the care for other patients. Therefore, we require 2 business days notice
of cancellation. Please note: Monday appointments must be cancelled by Thursday to avoid a potential fee.
Cancellations may be made by emailing info@Atlantic-Dental.com or by calling (910) 762-0958. Cancellations cannot
be made through text.
A Cancellation fee may be charged in any of the following scenarios:
•
•

No show for an appointment without any notice to the office
Cancellation or broken appointment with less than 2 business days’ notice

Cancellation fees are $25 for hygiene appointments and $50 for doctor treatment appointments.
Please note, patients who miss more than 2 appointments within an 18-month period may be required to pre-pay for
any future appointments. Patients with a history of multiple cancelled or broken appointments may result in dismissal
from our practice.

Returned Checks
There will be a $25 fee for returned checks.

Past Due Finance Charges and Penalties
Monthly finance charges of 1.5% (minimum fee is $1) will be added to accounts which are over 60 days past due.

***************************************************************************************************************************************
Thank you for understanding our financial and insurance policies. If you have any questions do not hesitate to ask us
as we are here to assist you.

Patient Name (please print)
Patient Signature

Date

Request for Records to Be Released To:
Atlantic Dental Group
1301 Physicians Drive
Wilmington, NC 28401
Phone: 910-762-0958
Fax: 910-762-2771

To Whom It May Concern:
I hereby authorize the release of any dental records and x-rays to the office of Dr. Frazelle, Dr. Lee and Dr. Winneberger
of Atlantic Dental Group.

Name of Prior Dentist: ______________________________________________________________________________
Address: ________________________________________________________________________________________
Phone Number: ___________________________________

Fax Number: _________________________________

Email: __________________________________________________________________________________________

Patient Name (Please Print): _________________________________________________________________________
Patient Date of Birth: _______________________________________________________________________________

_________________________________________________________________________________________________
Patient / Guardian Signature
Date

Please Note:
Email is the preferred method of receiving x-rays.
Please send the images in Dexis format (.dex) or JPEG (.jpg) to: RECORDS@Atlantic-Dental.com
or mail them to the address noted above. Please include the date the x-rays were taken. Thank you.

