\./PEDLATRIC DENTAL

ASSOCEKATES

MORRISTOWN

" Edward H. Moody, Jr, DDS

I @ (423)587-1421
& (423) 587-6092

* » 3005 West'Andrew Johnson Highwa‘j
= . Morristown, TN 37814 .
* - childrensdentistrymorristown.com

THE FOLLOW ING MORMATION AND HISTORY ARE NECESSARY FOR ADEQUATE TREATMENT AND

UNDERSTANDH\IG OF YOUR CI-I ILD THANK YOU FOR COMPLETING IT N, FULL

Patx‘ents Full Namev =

~_(OVER)

_ ) Nlckname 7-: Age =
Sex ,Race ‘Date of Birth *_ | ; Soc1a1 Secunty# i ‘
Patlent's address = - - S Horne Phone -
4 " Steet o + . City -State Zip : e
School : : ‘ E-ma:Ll
Father's Full Name:.___ Somal Secunty# ]
His Address - = 5 3 Phone
Sweet. . 1 City | Staie © Zip
Date ofBlrth : i .
Where Employed’/ | 'Phdne'
Mother 8 _F—u.l_i Name : Soc1a1 Secunty #_
Her Address _ S Phone
Col ) Sweer - .. ciy ‘Sate | Zip
Date of Birth | A e :
‘Where Employed‘? Phone
Phone Numbcrs for conﬁrmation of appomtment
IWlth whom does patzent hve |
Other cthdren n xarmly names and ages o
£ x « e Policy - -
Dental Iﬁsurance‘? yes___mo__ - - Company Nimber'
' ' womh g nt g O ~ Policy
=z Company e _ e Number
' Tenncare‘r‘ yes _no____ Nurnber o ¥ -Other funds
“Child's Physmmn | _ . ' Farmly Dcnust
Whom may we thank fcn: refemng you to our ofﬁce A . :
Wil : ) (Doctor) - * or: (Pavent) - * v or ‘ (Patient) -
Address, if known _ ‘ _ ,
' [ ST . Seer Gy . T Swe  Zip



: . L wm = ¥, i o X ' "Don’t -
HEALTH HISTORY - , o = “ ; w0 T Yes No . Know

Is your child taking vitamins or flourides?

Do you have flouride in your water system?

Deoes your child have regular medxcai exa.mmatmns"’
Is your child in good health?

Is your child up to date with 1mmumzatxons‘? '

How often are the child's teeth brushed each day"

- Water source: C1ty ‘ -Spring.

Well

By whom? _
Is this your child’s first visit to the dentist? '

Is your child-a thurnb/ﬁncer sucker? . Use a pactﬁer"f‘
If your ch11d was bottle fed, at what age was it d;scontnucd"

Check any of the following that may pcrtam to your child:

__ Rheumatic fever Bleedmc d1sorder __Lung proolem N __Emotional disorder _-AIDS:
__ Heart condition Cerebral paisy s Bré:{n injury - o Tubefcplosis : __Injury to teeth or mouth
___Speech disorder ;__ Liver - - Epil_EQSy ‘ __ Sickle Cell Anemia __ Seizurcs
__Hearing disorder - Kidney: i _ Hépalgitis . __ Autism __Pneumonia
__Vision disorder - - ' __Asthma - __Diabetes * _ Night gn‘ﬁding _ " Heart ‘murmur
‘ __Allergies | __“Mental disorder E ‘ .

_. Nervous disorder __ Transfusion

If yesto any,
- Explain _

Is your child presently taking any medicine? |
s : e (\hme of Medication)

~ Has your-child expenenced any unfavorable reaction 1o medrcme’? :

(Such as penicillin; aspirin, xylocaine) List

Is your child presently undergomg medical treatment”

Has your child ever been hospxtal:zed since erth'? '
If so, Date: .
Has your child ever had an unfavorable experience ina dental ofﬁce"

Reason

Date of your child's 1ast dental care._

- Woro x-rays taken?
Does your child have a toothache? ' »

Purpose of this appomtment

" Thank you for your help If there is any mformat:on that you thmk z-moht be of value to us'in treating your ch:Id please feei free to .
comment’ ) )

Your child is a minor; therefore it is necessary that s;gned perm:ssmn be obtamed froma parent or guardlan before any dental
care can begin. : ) B

1 acknowledge that the abovc mformatxon is correct and grant this office perrmsswn to provndc my cmld's dental and related
medlcal/surgmal treatment as deemed necessary, utilizing proper and acceptable rethods used in the spemalty of pedzatnc

denustry to complete same treatment, mcludmo dlagnosuc radiographs, I ccrtzfy that I have legal authority to autbonze such care.

I'understand that restraints may be used only ‘when children 1 may harm themselves. or when certain procedures may jéopardize

their health and. welfare wzthout such restraints, If my child ever hasa change in hIS/her health or his/her medications, Twill
inform the doctor at the next appomtment without fail. I rcahze that the parent bnngmg the patient to the office is rcsponsﬁ:le o

for payment of the account and I will be responsabie for the cost of th1s dental care. In the event of defau]t, I agree to pay a
reasonable collectxon and/or attornev fee.

Date

Signuture of person completing form and responsible for payment of account

Dental Assistant reviewing history



~————— ASSOCIATE S ————
MORRISTOWN

~— PEDIATRIC DENTAL

* CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

Section A: Patient Giving Consent

Patient Name:
Address: .
: Télgphdne:‘ ) « B Email:

Section B: To the‘Pa.tieﬁtfPé.rent - Pleasé read the following stat_émeﬁts carefully:

Purpose of Consent: By signing this form, you 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 to sign
. this Consent. Our Notice provides a description of our treatment, payment-activities, healthcare operations, 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 Pﬁvacy Practices. If we change

- our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain those 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 the office at: ‘ : s

Telephdne: 423-587-1421 Fax: 423-587-6092 Email: info@childrensdentistrymorristown;"com

Address: 3005 West Andrew Johnson-High\yay - Morristown, TN 37814

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 address listed above. Please understand the revocation of Consent will not affect
any action we took in reliance on this Consent before receiving your revocation, and that we may decline to treat or
continue treating you if yourevoke this Consent. = . B, ' '

' Acknowlle'dgement: '

L _ : : 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. o . ‘

* Signature: .- ' a ' ‘Date:

Relationship to Patient:

You are entitled to a copy of this consent after you sign it

3005 West Andréw)ohnson Highway, Morristdwn, TN 37814 .
P: (423) 587-1421 F: (423) 587-6092 W: www.c;hildrensdentistr"ym‘orristoWn.com .



~ Pediatric Dental Associates Morristown

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY
, F 0", PRACEICES - » Do iy b

*YOU. MAY REFUSE TO SIGN THIS ACKN OWLEDGEMIENT‘" :

, : have received a copy of this 6ffice’s Notice of Privacy Practices.
Parent / Legal Guardian’s Signature : : 5, : ;

PIeasePrintNameofParent/ Legal Guardian R STLE ~ Date -

Please Print Patient Name

| FOR OFFICE USE ONLY
We attempted to obtain written éélqmwledgemeﬁt'bf Vrecei'p't of our Notice of Privacy Practices, but -
- acknowledgement could not be-obtained because: f =« T m o E . &
" O Individual refused to sign‘. | | _
" IEl Coﬁamunicaﬁon barriers prohibited obtain'ing‘tl*:le ackﬁoWledgement i
O Emergency situation prevented us from obtéu"ning the aclmow'ledgemen‘t'
O Other (please specify) | o
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~ PEDIATRIC DENTAL

ASSOCIATES
MORRISTOWN

Edward H. Moody, Jr., DDS

8 (423)587-1421 3005 West Andrew Johnson Highway

& (423) 587-6092 Morristown, TN 37814
& emoody@charter.net childrensdentistrymorristown.com

CONSENT TO ACCOMPANY A MINOR CHILD

Patient(s) Name: Date(s) of Birth:

1, , give permission to

(Parent or Legal Guardian) (person(s) to accompany patient)

to accompany my child to Pediatric Dental Associates for dental appointments.

| also give permission to the person(s) named above to make any necessary decisions regarding dental
treatment for my child including but not limited to:

the consent for this authorized person(s) to sign any and all forms required to give permission to
Pediatric Dental Associates to treat the dental needs of my child on the day of service and to discuss the
needs and sign any forms pertaining to the future dental treatment needs (ie: treatment plans, consent
forms, health history forms) of my child.

the consent for this authorized person(s) to discuss treatment recommended, go over my child’s dental
needs and preventative care and post op instruction and details on procedures with the Doctors,
Clinical Staff, or Administration Staff for my child.

the consent to the dental practice to discuss any account information and finances (details on account,
treatment charges, account balances, next visit charges, insurance information) with this authorized
person(s) and for this person to schedule any future dental visits for my child.

I understand this consent will be valid for one year or until | rescind this agreement in writing.

Signature of Parent / Legal Guardian: Date:
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PEDIATRIC DENTAL

MORRIST‘OWN

Authorization for Use or Disclosure of Patient Photographic and/or Video Images

| authorize the use and disclosure of my minor child’s photographic/video images and/or

testimonials for marketing purposes (social media, website, and/or advertising) by
Pediatric Dental Associates Morristown. | understand that information disclosed

pursuant to this authorization may no longer be protected by HIPPA privacy regulations;
however, all other dental health information Is-protected. =

I have been informed that | am not required to sign this consent and that the practice
cannot condition treatment on whether or not | sign it. | also understand | am not
financially compensated for this authorization. | further acknowledge that | may revoke
this authorization at any time, but such revocation must be in writing and received by
the practice via registered mail. Revocation affects disclosure moving forward and is
not retroactive. This authorization does not have an expiration date.

Patient’s Name Date of Birth

Parent / Guardian Signature

' Date




