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NEW PATIENT PAPERWORK  ​ ​ ​ ​ ​ ​ Date:  
 
Patient (Legal Name): ___________________________________________ Date of Birth:________________ 
Preferred name: _____________________________________ Age ______________ Sex _______________ 
Guardian’s Email: _________________________________________________________________________ 
Home Address: 
________________________________________________________________________________________ 
Street​ ​ ​ ​ Apt #​ ​ ​ ​ City​ ​ State​ ​ Zip Code 
 
Guardian 1: __________________________________________ Relation to patient:  ___________________ 
Employer: ___________________________________________ Guardian Phone:______________________ 
Guardian 2: __________________________________________ Relation to patient: ____________________ 
Employer: ___________________________________________ Guardian Phone: ______________________ 
Preferred number for CALL reminders: _________________________________________________________ 
Preferred number for TEXT reminders: _________________________________________________________ 
Who has legal custody of the patient? (Please circle)  
​ Guardian 1​ ​ Guardian 2​ ​ Both​ ​ Other: _____________________________ 
Person responsible for payment of account: 
Name:_____ ______________________________ SSN: ______________________ DOB: ______________ 
Child’s Physician/Group: ________________________________________ Phone#: ____________________ 
 

HEALTH HISTORY 
Date of last physical exam: ________________________ 
Has your child ever had a health problem:   YES   NO   
________________________________________________________________________________________ 
Has your child ever been hospitalized?   YES   NO (If yes, please give reason and dates): 
________________________________________________________________________________________ 
Does your child have any allergies:   YES    NO ​
________________________________________________________________________________________ 
Is your child currently taking medications? Please give medication, dose and reason: 
_______________________________________________________________________________________ 
Were there any problems at birth?   YES   NO   
_______________________________________________________________________________________ 
PLEASE CIRCLE IF YOUR CHILD HAS BEEN TREATED FOR ANY OF THE FOLLOWING: 
Heart Disease​ ​ Bleeding/Transfusions​ ​ Asthma/Breathing Problems​ ​ Blood Disorder 
Liver/Gi Disease​ ​ Anemia​ ​ ​ ​ Diabetes​​ ​ ​ ​ HIV/AIDS 
Kidney Disease​ ​ Rheumatic Fever​ ​ ​ Hepatitis​​ ​ ​ ​ Mental Delays 
Speech/Hearing​ ​ Seizures​​ ​ ​ Cleft Lip/Palate​ ​ ​ ​ Physical Delays 
Eyesight​​ ​ Congenital Birth Defects​ ​ Personality/Social​​ ​ ​ Sickle Cell Disease / Trait 
Cancer/Tumors​ ​ Recurrent Headaches​ ​ Frequent Infections​ ​ ​ Adverse Drug Reactions 
Cerebral Palsy​ ​ Significant Injuries​ ​ Endocrine/Growth​ ​ ​ Autism 
ADD/ADHD​ ​ Neuromuscular Disorder​ ​ Genetic Disorder​ ​ ​ ​ Other Problem 
 
PLEASE ELABORATE ON ANY ITEMS CIRCLED: 
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________ 



 
 

DENTAL HISTORY 
Has your child ever been to the dentist:  YES   NO​ ​ Date of last x-rays (if taken)___________________ 
Name of previous dentist(s) and dates seen: 
________________________________________________________________________________________ 
Has your child ever experienced any unfavorable reaction from previous dental care?  YES   NO     
(If yes, please explain) 
________________________________________________________________________________________
________________________________________________________________________________________ 
Does your child suck a finger, thumb or pacifier?   YES   NO 
Does your child have pain with chewing, yawning or wide opening?  YES    NO 
Does your child’s jaw make noise and is pain associated with the sounds?   YES   NO 
Please circle if your child is having problems with any of the following: 
​ Cavities​ ​ Toothache​ ​ Teeth Sensitivity​ ​ Trauma​  

Color of teeth​ ​ Orthodontics​ ​ Jaw Sounds​ ​ ​ Gum Infections 
Other / Additional Comments: 
___________________________________________________________________________________ 
 

​ CONSENT FOR DENTAL TREATMENT 
I request and authorize the treating provider to examine, clean, and provide dental treatment on my child’s 
teeth. I further request and authorize the taking of dental x-rays as may be considered necessary by the 
treating provider to diagnose and/or treat my child’s dental problem. I will allow photographs to be taken of my 
child or child’s teeth for diagnostic, educational or insurance billing purposes. I understand that dental 
treatment for children includes efforts to guide their behavior by helping them to understand the treatment in 
terms appropriate for their age. The doctor will provide an environment likely to help children learn to cooperate 
during treatment by using praise, explanation and demonstration of the procedures and instruments as well as 
using a variable voice tone.  
 
I hereby authorize any payment of dental benefits to be made directly to Herrin Pediatric Dentistry. I also 
understand that any amount not covered by my insurance policy is my responsibility and is due at the time of 
services. I authorize treatment to be rendered and assume financial responsibility. 
 
Guardian Signature: __________________________________________ Date: _______________________ 
 

PARENTAL PERMISSION TO CONSENT 
Other than the legal guardians listed on page one, please provide the names of any persons whom you 
consent to bring your child to dental appointments. Keep in mind that this person will be able to consent for 
treatment and will be financially responsible for any payments at that day of service. By signing, you 
understand that anyone not listed on this form will not be allowed to bring the patient and your child will not be 
seen. If you need to update this at any time, please contact the office to obtain instructions for written consent. 
This is not considered consent for IV sedation patients. Please speak with staff about additional 
consent forms if anyone other than a legal guardian would be bringing a patient to IV sedation.  
 
Name: ____________________________ Relation to patient: __________________ Phone: _____________ 
 
Name: ____________________________ Relation to patient: __________________ Phone: _____________ 
 
Name: ____________________________ Relation to patient: __________________ Phone: _____________ 
 
Guardian Signature: __________________________________________________ Date: _______________ 
 
 
 



 
 

HIPAA 
Our Commitment to Your Privacy 

At Herrin Pediatric Dentistry, we are dedicated to protecting the privacy of your child’s health information. Our 
Notice of Privacy Practices describes how we may use and disclose health information about your child, as 
well as your rights regarding this information. The Notice of Privacy Practices is available in our office and can 
be provided to you upon request.  

Acknowledgement 
By signing below, I acknowledge that I have reviewed a copy of Herrin Pediatric Dentistry’s Notice of Privacy 
Practices.  
 
I understand that the Notice of Privacy Practices provides detailed information about how my child’s health 
information may be used and disclosed, and how I can access this information. 
 
______ (initial) I acknowledge the notice of privacy policies and understand that I may receive a copy upon 
request.  
______ (initial) I understand I may refuse to sign this acknowledgement.  
 
Signature of Parent/Guardian: ______________________________________Date: ___________________ 
 

FINANCIAL RESPONSBILITY 
If you do not have insurance, the legal guardian is financially responsible for the entire payment upon 
completion of the appointment. Herrin Pediatric Dentistry provides in-office insurance filing for most insurance 
plans as a courtesy to our patients. Unfortunately, we cannot be liable for changes to your plan benefit 
coverage (which can happen unknowingly) and for inaccurate quotes by your insurance representative; 
therefore, you will be responsible for whatever the patient portion is on your Explanation of Benefits that is 
received after the insurance is filed. By signing, you understand that the treatment plan is our best estimate of 
insurance coverage; however, after insurance processing, you understand and agree that you are responsible 
for the remaining balance and will be billed accordingly. *For any insurance changes, we require complete 
information at least 24 business hours prior to the appointment to avoid any unnecessary 
out-of-pocket expense to you.  
 
I acknowledge that all non-current balances and accounts over 60 days will be charged a service charge of 
1.5% per month (18% per year) on the unpaid balance. The cost incurred in collecting this account including 
court costs, agency fees and attorney fees will be added to the balance due.  
 
Under most insurance plans, Nitrous Oxide ($80.00), is not a covered benefit. We will collect at the time of 
service and will not bill your insurance. I also understand that the provider reserves the right to charge office 
fees for non-covered services per Georgia law House Bill 189.  
 
Guardian Signature: __________________________________________________ Date: _______________ 
 

CANCELLATION POLICY 
Herrin Pediatric Dentistry (HPD) requires more than 24 business hour notice to cancel or reschedule any 
appointments. Failure to provide timely notice will result in a broken appointment. After two broken 
appointments in a family’s chart, HPD will only schedule appointments no further out than a week. HPD 
reserves the right to dismiss patients at any time. By signing below, you acknowledge that you have read and 
understand this policy.  
 
Guardian Signature: __________________________________________________ Date: _______________ 
 


