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

ZIP CODE

M❑

F❑

Work

Have you (the parent/guardian) or the patient had any of the following diseases or problems? ................................................................................ ❑ Yes ❑ 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:
❑ Anemia
❑ Cancer
❑ Epilepsy
❑ HIV +/AIDS
❑ Arthritis
❑ Cerebral Palsy
❑ Fainting
❑ Immunizations
❑ Asthma
❑ Chicken Pox
❑ Growth Problems
❑ Kidney
❑ Bladder
❑ Chronic Sinusitis
❑ Hearing
❑ Latex allergy
❑ Bleeding disorders
❑ Diabetes
❑ Heart
❑ Liver
❑ Bones/Joints
❑ Ear Aches
❑ Hepatitis
❑ Measles

❑
❑
❑
❑
❑
❑

Mononucleosis
Mumps
Pregnancy (teens)
Rheumatic fever
Seizures
Sickle cell

❑
❑
❑
❑
❑

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. ❑ ❑
If yes, please list: _____________________________________________________________________________________________________________
2. Is the child allergic to any medications, i.e. penicillin, antibiotics, or other drugs? If yes, please explain: _________________________________ 2. ❑ ❑
3. Is the child allergic to anything else, such as certain foods? If yes, please explain: ____________________________________________________ 3. ❑ ❑
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. ❑ ❑
6. Has the child ever been hospitalized? ........................................................................................................................................................... 6. ❑ ❑
7. Does the child have a history of any other illnesses? If yes, please list: ______________________________________________________________ 7. ❑ ❑
8. Has the child ever received a general anesthetic? ......................................................................................................................................... 8. ❑ ❑
9. Does the child have any inherited problems?................................................................................................................................................. 9. ❑ ❑
10. Does the child have any speech difficulties?..................................................................................................................................................10. ❑ ❑
11. Has the child ever had a blood transfusion?..................................................................................................................................................11. ❑ ❑
12. Is the child physically, mentally, or emotionally impaired? ...............................................................................................................................12. ❑ ❑
13. Does the child experience excessive bleeding when cut? ..............................................................................................................................13. ❑ ❑
14. Is the child currently being treated for any illnesses? .....................................................................................................................................14. ❑ ❑
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. ❑ ❑
16. Has the child had any problem with dental treatment in the past? .................................................................................................................16. ❑ ❑
17. Has the child ever had dental radiographs (x-rays) exposed? ........................................................................................................................17. ❑ ❑
18. Has the child ever suffered any injuries to the mouth, head or teeth? ............................................................................................................18. ❑ ❑
19. Has the child had any problems with the eruption or shedding of teeth? .......................................................................................................19. ❑ ❑
20. Has the child had any orthodontic treatment? ...............................................................................................................................................20. ❑ ❑
21. What type of water does your child drink? ❑ City water ❑ Well water ❑ Bottled water ❑ Filtered water
22. Does the child take fluoride supplements? .............................................................................................................................................22. ❑ ❑
23. Is fluoride toothpaste used? .....................................................................................................................................................................23. ❑ ❑
24. How many times are the child’s teeth brushed per day? ___________ When are the teeth brushed?_____________________________________24. ❑ ❑
25. Does the child suck his/her thumb, fingers or pacifier?..................................................................................................................................25. ❑ ❑
26. At what age did the child stop bottle feeding? Age ____________ Breast feeding? Age ____________
27. Does child participate in active recreational activities? ...................................................................................................................................27. ❑ ❑
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:

❑ Medical Alert

❑ Premedication

❑ Allergies

❑ Anesthesia

Reviewed by_________________________________________________________________________________

Date _______________________________________________________________________________________________________________________________________________________________________
© American Dental Association, 2006
Form S707

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

Patient Information
Name: ________________________________________________

Today's Date: _______________________________________

Date of Birth: _______________________________

SSN: _____________________________________________

How did you hear about our office? _______________________________________________________________________________
If you are an existing patient: Any changes to these items since last visit? New patients, please skip to next section.
Email :______________________________________________________________________________________________________
Address: ____________________________________________________________________________________________________
City: ____________________________________

State: ___________

Zip: _______________________________________

Phone (Home): ___________________________ (Cell): ____________________________ (Work): __________________________

Responsible Party (if different from the patient)
Person responsible for account: __________________________________________________________________________________
Address: ____________________________________________________________________________________________________
Phone (Home): ___________________________ (Cell): ____________________________ (Work): __________________________
Employer: __________________________________________

Relationship to patient: _______________________________

Date of Birth: _________________________ SSN: ____________________ Email: ________________________________________

Primary Dental Insurance Information
Insurance company: _______________________________________ Phone: ____________________________________________
Policy#: _________________________________________________ Group #: __________________________________________
Name of insured person: ___________________________________

Employer: _________________________________________

Insured's date of birth: _____________________________________

SSN: _____________________________________________

Authorization
I authorize my insurance company to pay Ferrara Family Dentistry LLC all insurance benefits payable to me for services rendered. The
use of this signature grants permission for Ferrara Family Dentistry LLC to release all information necessary to secure the payment of
benefits. I understand that I am financially responsible for all charges, whether or not paid by insurance.

Signature: ______________________________________________

Date: _____________________________________________

Office Policies
We, the staff of Ferrara Family Dentistry LLC, thank you for choosing us as your dental health provider. We
consider it a privilege to serve your needs, and we look forward to doing so. We are committed to providing
you with the highest level of care and to building a successful provider-patient relationship with you and your
family. We believe your understanding of our patients' financial responsibility is vital to that provider-patient
relationship, and our goal is to not only inform you of the provisional aspects of that financial policy but also to
keep the lines of communication open regarding them. If at any time you have any questions or concerns
regarding our fees, policies, or responsibilities please feel free to contact our office manager at
(985) 792-0515. We believe this level of communication and cooperation will allow us to continue to provide
quality service to all of our valued patients.
Please understand that payment for services is an important part of the provider-patient relationship. If you do
not have insurance, proof of insurance, or participate in a plan that will not honor an assignment of insurance
benefits, payment for services will be due at the time of service unless a payment arrangement has been
approved in advance by our staff.
We make payments as convenient as possible by accepting cash, money order, in-state checks, and many
popular credit cards, including Care Credit. A $35.00 service fee will be charged for all returned checks.
We realize that temporary financial problems may affect timely payment of your account. If this should occur,
please contact us for assistance in the management of your account. Our goal is to provide quality care and
service. Please let us know immediately if you require any assistance or clarification from anyone within our
business.
Insurance
Please remember that your insurance policy is a contract between you and your insurance carrier. We will, as a
courtesy, bill your insurance for you and help you receive the maximum allowable benefit under your policy.
We are not responsible for how your insurance company handles its claims or for what benefits they pay on a
claim. We can only assist you in estimating your portion of the cost of treatment. We at no time guarantee what
your insurance will or will not do with each claim. We also can not be responsible for any errors in filing your
insurance. Once again, we file claims as a courtesy to you. We have found that patients who are involved with
their claims process are more successful at receiving prompt and accurate payment of services from their
insurance carrier. We do expect patients to be interactive and responsible for communicating with insurance
carriers on any open claims.
Please initial:____________

(985) 792-0515

301 Covington St. Madisonville, LA 70447

www.FerraraDental.com

It is your responsibility to provide all necessary insurance eligibility, identification, authorization and referral
information and to notify our office of any information changes when they occur. Even a preauthorization of
services does not guarantee payment from your insurance carrier. We also require photo identification when
accepting insurance information. It is the patient's responsibility to know if our office is participating or nonparticipating with their insurance plan. Failure to provide all required information may necessitate patient
payment for all charges. When insurance is involved, we are contractually obligated to collect co-payments, coinsurance and deductibles, as outlined by your insurance carrier.
We do our best to provide estimates for dental services based on the information provided to us by your
insurance company. Most insurance companies pay within 30 days. Since the ultimate financial burden falls
upon the patient, if after 60 days your insurance company will not pay on a properly filed claim, we will
expect you to pay your fee in full. From this point, we will work with you and help you file another claim or an
appeal to have your claim paid by the insurance company so that you may be reimbursed.
Please be aware that out-of-network insurance carriers often prohibit assignment of benefits and may try to
limit their financial liability with arbitrary limits, exclusions or reductions such as reasonable and customary our
usual and prevailing reductions. Our fees are well within such ranges, and although we will assist in the filing of
an appeal if these limitations are imposed, you as the guarantor are responsible for all out-of-network fees. If
we are not contracted with your carrier, we will not negotiate reduced fees with your carrier.
Due to increasing costs and decreasing reimbursements, beginning January 1, 2016 we will no longer file
secondary insurance. We will gladly help you with any documentation or information you may need to file
claims to your secondary insurance company.
Medical Records Fees
Patients are entitled under federal law to have access to their protected health information, and we follow all
rules, guidelines and exceptions to ensure compliance to patient rights. However, providers also have the right
to compensation for records and our fees are a reasonable cost-based fee for copies including the copying,
supplies, labor, and postage of the files and/or summaries.

Please initial:____________

(985) 792-0515

301 Covington St. Madisonville, LA 70447

www.FerraraDental.com

Missed Appointments
Just as we respect the busy schedule of our patients, we wish them to respect that we are busy as well,
providing high quality dental care to lots of good folks like you. We require notice of cancellations 24 hours in
advance. This allows us to offer the appointment to another patient. If you fail to keep your appointments
without notifying us in advance, a missed appointment fee will apply. These fees are typically $35.00 but not to
exceed one-half the cost of your scheduled appointment. Repeated missed appointments without notification
may cause you to be discharged from the practice so that we can provide efficient care to our other patients.
Treating Minors
It is our office policy that minors not be left unattended in the office. Patients who are under 18 years of age
cannot consent to their own treatment and are not the financially-responsible party unless they are
emancipated. Therefore, a parent or legal guardian must remain in the office during any and all treatment. This
is in the best interest of the patient in case a medical emergency arises and in the parents’ best interest as we
can communicate better with them about financial considerations when or if the treatment plan changes.
Minors left unattended will not be treated.
Timeliness of Appointments
We try to see everyone in a timely manner, but if we are taking too long, please let our receptionist know so we
can best serve your needs and reschedule you if necessary. Please know that in our industry, dental
emergencies can and do occur and we try to see these patients as efficiently as possible. We appreciate your
patience with any wait you may experience as a result of these emergencies, and just know: if you ever have
need for treatment of a dental emergency, we will do everything we can to see you promptly and address the
concern as best as we can.
Acknowledgement: I have read and understood the above office policy.
Signature of Insured or Authorized Representative:

_______________________________________________

Date:

_______________________________________________

(985) 792-0515

301 Covington St. Madisonville, LA 70447

www.FerraraDental.com

Privacy Policy and HIPAA
HIPAA (Health Insurance Portability and Accountability Act) requires healthcare providers and hospitals to
protect patients' privacy and to ensure the security of the patient's health data. This process is known as HIPAA
compliance. For more information, you can visit www.HIPAA.com or ask our front desk for a copy to review.
Please sign here acknowledging you have had a chance to review and understand the privacy policy. Thank
you.

Name (Printed): _____________________________________________________________________________________
Signature: __________________________________________________________________________________________
Date: _______________________________________________________________________________________________

(985) 792-0515

301 Covington St. Madisonville, LA 70447

www.FerraraDental.com

Dental Insurance Disclosure
We have prepared this letter to help you better understand the complexities of dental
insurances; we realize how confusing they can be. To begin, we would like to highlight the
common misconception that dental insurance was designed to pay for all care. It was not.
Most contracts have limits and/or degrees of copayments.
All levels of payment by insurance companies, including allowed fees, usual and
customary (UCR) are governed by the premiums paid. The have nothing to do with actual
charges. Our fees are based upon a combination of our cost, our time, and our constant
dedication to provide our patients with the highest quality of dental care. The treatment
recommended by our office is never based on what your insurance company will pay. Your
choices for treatment options will never be limited by your insurance contract.
Our office will file with your dental insurance company as a courtesy to you. However, it
should be understood that the dental insurance contract is between the insurance
company and the patient, who bears the ultimate financial responsibility. We will file your
insurance for you as a courtesy. However, if for some reason your insurance company
doesn’t pay, after 60 days we will expect to have the costs for the procedure paid in full
unless other arrangements are made beforehand. If your insurance hasn’t paid after day
40, will will make every effort to contact you and your insurance company, and we will help
you make your own insurance inquiry.
We hope this information has been helpful. Please take the time to review your contract
thoroughly so we may best serve you. As always, feel free to ask any member of our staff
for clarification on services, billing, and insurance.
Please sign here acknowledging your have reviewed and understand the information
provided above. Thank you.

Name (Printed): ___________________________________________________________________
Signature: ________________________________________________________________________
Date: ____________________________________________________________________________
301 Covington St. Madisonville, LA 70447

985-792-0515

www.ferraradental.com

