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Name:

Name child goes by:
Birthdate:
Child’s home address:

Male [J Female (]

City
Child’s Soc. Sec. #
Home phone:

State Zip

Phone # to confirm appt.

Cell phone:

Brothers and Sisters who receive care in our office:

Who referred you so we can thank them?

<
008 oral care that will enable you

P A
€ that [a61s 5 liTe™”

Our office is committed

to meeting or exceeding

the standards of infection
control mandated by OSHA,
the CDC and the ADA.

AbC
Who is accompanying the child today?
Name: Relation:
Do you have legal custody of this child? OYes O No
Does the Child Have Tenn Care? [OYes [ No
Do we need an interpreter? OYes O No

In the event of an emergency, who should we contact?
Name:

Relationship:

Phone #1:
Phone #2:

Parent’s Marital Status
[ Step Father [ Guardian

[ Single
[ Father

Name: Birthdate: / /

Address: (If different than Child’s)

ORMALITIC

[0 Married [ Partnered [ Widowed [ Divorced [ Separated

[ Mother

Name:

[ Step Mother [ Guardian

Birthdate: / /
Address: (If different than Child’s)

SS #: DL #: S§ #: DL #:
Wk #:( ) Ext: Hm #:( ) Wk #:( ) Ext: Hm #:( )
Email: Cell/Other #: (___) Email: Cell/Other #: (___ )
Employer: Employer:
Employer’s Address: Employer’s Address:

City State zip

If you have Dental Insurance Coverage for the Child, please fill out below:

Insurance Co. Name

Insurance Address:

City State

City State Zip
If you have Dental Insurance Coverage for the Child, please fill out below:

Insurance Co, Name

Insurance Address:

Zip
Insurance Phone( )

Group # :

City State Zip

Insurance Phone( )

Group #:

Statement of Support form must be updated every 12 months. Has there been a court decree issued regarding patient's dental insurance coverage?! [ Yes [JNo

If yes additional paperwork must be completed before the child’s first appointment.
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DENTAL/MEDICAL
H I STORY Has your child ever had

Has your child been to the dentist before? [ Yes [ No any of the fO"OWil'Ig medical

If yes, the approximate date of last visit: conditions or problems?
Were X-rays taken? (] Yes [JNo

Are there any dental problems that you are aware of at Please circle
present? [JYes [JNo If yes, please explain: Hepatitis Y N

Rheumatic Fever Y N
Does your child brush his/her teeth daily? [ Yes [ No Heart trouble/Mitral Valve Prolapse Y N
Please rate your child’s oral health. [J Good [ Fair [J Poor Asthma Y N
Does the child have any of the following habits? [J Grinding Teeth Diabetes Y N
L] Mouth Breathing  [] Speech Problems ] Thumb sucking Kidney or Liver Involvement Y N
O Pacifier [ Other Epilepsy or Convulsions Y N
Did your child take a bottle to bed? [ Yes [J No Hearing Impairment Y N
Does your child use a “Sippy” cup? [ Yes [J No Sight Impairment Y N
What is in it? Endocrine Problems ¥ N
When is it taken? Brain damage Y N
Does your child drink fluoridated water? [ City Water Food Allergy or Reaction Y N
[J Spring / Well Water [J Bottled Water Congenital Birth Defects Y N
Is your child currently under the care of a physician? [ Yes [0 No History of Seizures Y N
Child's physician: Behavioral or Learning Problems Y N
Their phone #: ADD, ADHD, Autism (circle)
The approximate date of |ast visit: Othef:cn - o FY
Please rate your child’s medical health. [J Good [J Fair [ Poor Recurrent Headaches Y N
Is your child allergic to any drugs? [J Yes [JNo Excessive Bleeding Y N
If yes, please list: Ever had a Blood Transfusion S N
Is your child taking any prescription drugs? [J Yes [ No Cancer, Tumor, Blood Dyscrasia Y N
If yes, please list: Any Operations Y N
Does your child need to be premedicated due to a medical condition before Please list any operations
dental treatment? [ Yes [JNo

Any Stays in the Hospital Y N

Skin lesions/TB Y N
Are there any other medical conditions or problems
relating to your child? [JYes [JNo
If yes, Please list:
Has your child experienced any unfavorable reaction from any previous
medical or dental care? [0 Yes [JNo
Do you want your child to have complete dental care? [ Yes [ No

understand that the information that | have given is correct
to the best of my knowledge, that it will be held in the strictest of confidence, and it is

my responsibility to inform this office of any changes in my child’s medical status. I also
will be careful in my words explaining the dental visit. I will try not to use such words as
“shot,” “hurt”, “numb” etc.

PERMISSION

Since is a minor, it becomes necessary that signed
permission be obtained from the parent or guardian before any / or all necessary dental
service can be performed by Dr. Aleighia B. Helderman. Authorization is hereby granted as such.
Furthermore, | will be responsible financially for any bill incurred on this patient for dental

treatment. Parent that brings child to office is legally responsible to us for payment of account.

Signed Date

Relationship to child
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MORRIiISTOWN PEDIATRIC DENTISTRY

(Qreichia Qr: JheLberman, bMp Ms, LL,
450 WEST ISt NORth St - MORRISTOWN, TN 378M

PLEASE NOTE THAT OUR OFFICE FILES YOUR INSURANCE AS A COURTESY TO YOU. OUR
TREATMENT PLANS REFLECT AN ESTIMATE OF YOUR OUT OF POCKET EXPENSES. FOR AN EXACT QUOTE
OF YOUR COPAYS, YOU WILL NEED TO CALL YOUR INSURANCE COMPANY OR REFER TO YOUR PLAN
BOOKLET FOR INFORMATION ABOUT YOUR BENEFITS. .

PLEASE FILL OUT THE FOLLOWING FORM COMPLETELY IN ORDER FOR US TO FILE YOUR INSURANCE. IF YOU
FAILED TO BRING US YOUR DENTAL INSURANCE CARD TODAY, YOU WILL NEED TO OBTAIN THE NEEDED INFORMATION
FROM YOUR EMPLOYER, OR YOU WILL NEED TO PAY OUT OF POCKET FOR YOUR CHILD'S VISIT TODAY.

LIST ALL OF YOUR CHILDREN WHO ARE PATIENTS OF THIS OFFICE, AND COVERED UNDER YOUR DENTAL INSURANCE
PLAN: ,

NAME DATE OF BIRTH
NAME DATE OF BIRTH
NAME DATE OF BIRTH

LIST BELOW THE PERSON WHO CARRIES THE PRIMARY DENTAL INSURANCE. INSURANCE PROCESSING
FOLLOWS SPECIFIC RULES. THE PRIMARY CARRIER IS DEFINED AS THE PARENT WHOSE BIRTHDATE ARRIVES FIRST
IN THE YEAR. IF THE PARENTS ARE DIVORCED AND HAVE A COURT DECREE STATING WHICH PARENT MUST CARRY
THE PRIMARY INSURANCE, THEN THIS OVERRIDES THE "BIRTHDAY RULE." IF THIS IS THE CASE, THEN WE NEED A
COPY OF THAT DECREE FOR OUR RECORDS.

“

NAME DATE OF BIRTH
HOME ADDRESS (IF DIFFERENT THAN CHILD) :

PHONE SS# RELATIONSHIP TO P?TIENT(S)
!

WHERE ARE YOU EMPLOYED? WORK ADDRESS: ”

INSURANCE/SUBSCRIBER I.D. # GROUP#

IF YOUR CHILD IS COVERED BY SECONDARY DENTAL INSURANCE PLEASE LIST THAT EMPLOYEE'S INFORMATION
BELOW. .

NAME DATE OF BIRTH
HOME ADDRESS (IF DIFFERENT FROM CHILD) i

PHONE SS# RELATIONSHIP TO PATIENT(S)
WHERE ARE YOU EMPLOYED? ADDRESS:
INSURANCE/SUBSCRIBER I.D. # GROUP# s

1
| HEREBY AUTHORIZE PAYMENT DIRECTLY TO MORRISTOWN PEDIATRIC DENTISTRY AND ALEIGHIA B.
HELDERMAN D.M.D., M.S. OF THE GROUP INSURANCE BENEFITS OTHERWISE PAYABLE TO ME. |ALSO AUTHORIZE THE
RELEASE OF ANY INFORMATION RELATING TO THIS CLAIM.

S e ——————— DATE:

SIGNED (PERSON WHO CARRIES THE INSURANCE)

PLEASE PRINT NAME , .-



ALEIGHIA B. HELDERMAN, D.M.D., M.S., L.L.C.
950 W. 1ST NORTH STREET
MORRISTOWN, TN 37814

423-581-18

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

PATIENT'S FULL NAME DATE OF BIRTH
PARENT/LEGAL GUARDIAN NAME A

HOME PHONE WORK PHONE

MAILING ADDRESS HOME ADDRESS

CITY : STATE ZIP CODE

1 » AUTHORIZE DR, BARKER-HELDERMAN AND EMPLOYEES TO DO THE
FOLLOWING: (PLEASE CIRCLE)

THEY MAY/MAY NOT LEAVE A MESSAGE AT MY HOME NUMBER.

THEY MAY/MAY NOT CALL ME AT WORK AND LEAVE A MESSAGE.

THEY MAY/MAY NOT MAIL REMINDER'AND BIRTHDAY CARDS.

THEY MAY/MAY NOT RELEASE INFORMATION TO REFERRAL DENTISTS.

| GIVE PERMISSION FOR THE FOLLOWING PEOPLE OVER AGE 18 TO ACCOMPANY MY CHILD(REN) TO THEIR
APPOINTMENT(S) AND DISCUSS TREATMENT, BILLING AND INSURANCE WITH OUR STAFF MEMBERS. |

UNBERSTAND THAT ALL DEDUCTIBLES AND CO-PAYS WILL NEED TO BE COLLECTED AT THE DATE OF
SERVICE.

NAME, RELATIONSHIP PHONE
NAME RELATIONSHIP PHONE
NAME, , RELATIONSHIP PHONE

| UNDERSTAND THAT MY CHILD CAN ONLY BE TREATED IN THIS OFFICE WHEN ACCOMPANIED BY THE
PARENT(SYLEGAL GUARDIAN(S), AND THE ABOVE LISTED PERSON(S). THIS AUTHORIZATION WILL REMAIN
IN EFFECT UNLESS 1 ASK TO REVISE IT AT A TIME WHEN | AM PRESENT IN THE OFFICE. FAXED OR WRITTEN
NOTES SENT WITH ANOTHER ADULT WILL NOT BE ACCEPTED.

SIGNATURE OF PARENT/LEGAL GUARDIAN DATE






