
Child’s Name ________________________________________ 
               Last First  MI 
 
Nickname______________________            Male          Female 

Siblings that we treat  __________________________________ 

Child’s Birthdate _____/_____/_____  Child’s Age  ___________ 

Child’s Home #  (__________)___________________________ 

SS#________________________________________________                                               

Child’s Home Address:_________________________________ 

___________________________________________________ 

City  State Zip 

Name _______________________________________________ 

 
Relationship__________________________________________ 
 
Do you have legal custody of this child?             Yes            No 

Insurance Co. Name ___________________________________ 

Insurance Co. Address _________________________________ 

____________________________________________________ 

Insurance Co. Phone # (___________)_____________________ 

Group # (Plan, Local, or Policy #) _________________________ 

Policy Owner’s Name  __________________________________  

Relationship to Patient__________________________________ 

Policy Owner’s Birthdate ______/ ______/ ______ 

Social Security # ______________________________________ 

Policy Owner’s Employer  _______________________________ 

Name_______________________________________________   

Relationship__________________________________________ 

Billing Address  _______________________________________ 

____________________________________________________
City    State  Zip 

Home # (____________)________________________________ 

Work #  (____________)________________________________ 

Cellular # (___________)________________________________ 

E-mail  ______________________________________________ 

 
Name ______________________________________________ 
   

                   
Mother       Stepmother         Guardian         Birthdate _____/_____/_____              
 
 

Employer ___________________________________________ 

Work # (_________)____________________   Ext. __________ 

Home # (_________)__________________________________ 

Cellular Phone # (_________)___________________________ 

SS # _____________________  DL# _____________________ 

For your convenience… Print this form, complete all information, and bring it with you on your first visit to our office.  The parent or Guardian who 
accompanies the child is responsible for payment at the time of service. 

Tell Us About The Child 

Mother’s Information Primary Dental Insurance 

Person Responsible for Account 

Who is Accompanying the Child Today? 

Father’s Information 
 
Name ______________________________________________ 
                  

 
Father       Stepfather          Guardian         Birthdate _____/_____/_____              
 

 
Employer ___________________________________________ 

Work # (_________)____________________   Ext. __________ 

Home # (_________)__________________________________ 

Cellular Phone # (_________)___________________________ 

SS # _____________________  DL# _____________________ 

 
 

Secondary Dental Insurance 

Insurance Co. Name ___________________________________ 

Insurance Co. Address _________________________________ 

____________________________________________________ 

Insurance Co. Phone # (___________)_____________________ 

Group # (Plan, Local, or Policy #) _________________________ 

Policy Owner’s Name  __________________________________  

Relationship to Patient__________________________________ 

Policy Owner’s Birthdate ______/ ______/ ______ 

Social Security # ______________________________________ 

Policy Owner’s Employer  _______________________________ 

Who may we thank for referring you to our office?  
 
___________________________________________________ 
 
___________________________________________________ 

 

 1. 

 2. 

 3. 

 4. 

 5. 

 6. 

 7. 

 8. 

Health History Form 



Health History Dental History 

Is this the child's first visit to the dentist?  _________________  

If not, how long since the last visit to the dentist? ____________  

Were any x-rays taken at previous dental visits?  ____________   

Have there been any injuries to the teeth, face or mouth? _____  

___________________________________________________ 

If yes, please explain __________________________________ 

___________________________________________________ 

___________________________________________________   

Why did you bring the child to the dentist today? ____________ 

___________________________________________________

___________________________________________________ 

Does the child have any of the following habits? 

Y  N  Lip Sucking / Biting Y  N  Nail Biting 

Y  N  Nursing / Bottle Habits Y  N  Thumb / Finger Sucking 

Has the child ever had a serious or difficult problem associated 

with previous dental work? Yes     No 

If yes, please explain __________________________________ 

___________________________________________________ 

Is the child’s water fluoridated?    Yes    No 

Is the child taking fluoride supplements?    Yes    No 

Has the child ever had any pain or tenderness in his/her jaw/

joint? (TMJ/TMD)?     Yes    No 

Does the child brush his/her teeth daily?    Yes    No 

Floss his / her teeth daily?     Yes    No 

Does the child grind their teeth at night?    Yes    No 

Has the child ever had any of the following conditions?  

Y  N  Abnormal Bleeding  Y  N Handicaps/Disabilities  

Y  N Allergies to any Drugs  Y  N  Hearing Impairment  

Y  N  Any Hospital Stays  Y  N  Heart Disease/Murmur  

Y  N  Any Operations  Y  N  Hemophilia/Blood Disorders  

Y  N  Asthma  Y  N  Hepatitis  

Y  N  Cancer  Y  N  HIV + / AIDS  

Y  N  Congenital Birth Defects Y  N  Kidney/Liver Conditions  

Y  N  Convulsions/Epilepsy  Y  N  Rheumatic/Scarlet Fever 

Y  N  Pregnancy  Y  N  Allergies to Latex Product 

Y   N  Tuberculosis                         Y   N  Diabetes 

Please discuss any serious medical conditions the child has had 

_______________________________________________________

___________________________________________________  

Please describe the child’s sugar intake from candy, food, soda, or 

juice.                     High           Moderate         Low 

Please list all drugs the child is currently taking  _______________ 

_____________________________________________________ 

Please list all drugs the child is allergic to ____________________ 

_____________________________________________________ 

Child's Physician _______________________________________ 

Phone (_____________)_________________________________ 

Is the child currently under the care of a physician?     Yes     No  

Please describe the child's current physical health...  

                         Good                Fair                 Poor 

I understand that the information I 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 authorize the dental staff to perform the necessary dental services my child may need.  
 
_______________________________________________       _______________________________________ 

Signature of Parent or Guardian   Date   Relationship to Patient 

I verbally reviewed the medical / dental information above with the 
parent / guardian and patient named herein. 
 

  Initials _____________  Date _______________ 

 

ASA Classification:                  I           II          III  

Doctor’s Comments ________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

                                                                       For Office Use Only 

 10.  9. 

 11. 

Our office is committed to meeting or exceeding the standards of  
infection control mandated by OSHA the CDC, and the ADA.  
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How Appointments are Scheduled 
 

Our office attempts to schedule appointments at your convenience and when time is 
available.  Missing school can be kept to a minimum when regular dental care is 
continued.  
 
Since appointed times are reserved exclusively for each patient we ask that you please 
notify the office 24 hours in advance of your scheduled appointment time if you are 
unable to keep your appointment.  Another patient who needs our care could be 
scheduled if we have sufficient time to notify them.  We realize that unexpected things 
can happen, but we ask for your assistance in this regard. If two broken/missed 
appointments occur or two cancellations without 24-hour notice, our office reserves the 
right to NOT schedule any subsequent appointments.  Also, if you arrive 15 minutes late 
for you appointment, you may be asked to reschedule for the next available appointment 
time.    
 

Do I Stay with My Child During the Visit? 
 

We invite you to stay with your child during their first examination.  During future 
appointments we ask that you allow your child to accompany our staff through the dental 
experience.  We are all highly experienced in helping children overcome anxiety.  
Separation anxiety is not uncommon in children, so please try not to be concerned if your 
child exhibits some negative behavior.  This is normal and will soon diminish.  Studies 
and experience have shown that most children over the age of 3 react more positively 
when permitted to experience the dental visit on their own and in an environment 
designed for children.  
 

Minor Patients 
 

The parent or guardian accompanying the minor is responsible for full payment.  In the 
case of divorces or separated parents, the parent accompanying the child is responsible 
for payment at that visit. 
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Finances 
 

Payment for professional services is due at the time dental treatment is provided. Every 
effort will be made to provide a treatment plan which fits your timetable and budget, and 
gives your child the best possible care.  We accept cash, personal checks, and VISA and 
MASTERCARD.  There will be a $35.00 fine for insufficient funds. 
 

Our Office Policy Regarding Dental Insurance 
 

If we have received all of your insurance information on the day of the appointment, we 
will be happy to file your claim for you.  You must be familiar with your insurance 
benefits, as we will collect from you the estimated amount insurance is not expected to 
pay.  By law your insurance company is required to pay each claim within 30 days of 
receipt.  We file all insurance electronically so your insurance company will receive each 
claim within days of the treatment.  You are responsible for any balance on your account 
after 30 days, whether insurance has paid or not.  If you have not paid your balance 
within 60 days a re-billing fee of 1.5% will be added to your account each month until 
paid.  We will be glad to send a refund to you if your insurance pays us.   
 
PLEASE UNDERSTAND that we file dental insurance as a courtesy to our patients.  
We do not have a contract with your insurance company, only you do.  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.   
 
FACT 1 – NO INSURACE PAY 100% OF ALL PROCEDURES  
 
Dental insurance is meant to be an aid in receiving dental care.  Many patients think that 
their insurance pays 90%- 100% of all dental fees.  This is not true!  Most plans only pay 
between 50% 80% of the average total fee.  Some pay more, some pay less.  The 
percentage paid is usually determined by how much you or your employer has paid for 
coverage or the type of contract your employer has set up with the insurance company.   
 
FACT 2 – BENEFITS ARE NOT DETERMINED BY OUR OFFICE 
 
You may have noticed that sometimes your dental insurer reimburses you or the dentist at 
a lower rate than the dentist’s actual fee.  Frequently, insurance companies state that the 
reimbursement was reduced because your dentist’s fee has exceeded the usual, 
customary, or reasonable fee (“UCR”) used by the company. 
 
A statement such as this gives the impression that any fee greater than the amount paid by 
the insurance company is unreasonable or well above what most dentists in the area 
charge for a certain service.  This can be very misleading and simply is not accurate.  
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Insurance companies set their own schedules and each company uses a different set of 
fees they consider allowable.  These allowable fees my vary widely because each 
company collects fee information from claims it processes.  The insurance company then 
takes this data and arbitrarily chooses a level they call the “allowable”  UCR Fee.  
Frequently this data can be three to five years old and these “allowable” fees are set by 
the insurance company so they can make a net 20%-30% profit. 
 
Unfortunately, insurance companies imply that your dentist is “overcharging” rather than 
say that they are “underpaying” or that their benefits are low.  In general, the less 
expensive insurance policy will use a lower usual, customary, or reasonable (UCR) 
figure. 
 
Fact 3 – DEDUCTIBLES & CO-PAYMENTS MUST BE CONSIDERED 
When estimating dental benefits, deductibles and percentages must be considered.  To 
illustrate, assume the fee for service is $150.00. Assuming that the insurance company 
allows $150.00, as its usual and customary (UCR) fee, we can figure out what benefits 
will be paid.  First a deductible (paid by you), on average $50.00, is subtracted, leaving 
$100.00.  The plan then pays 80% for this particular procedure.  The insurance company 
will then pay 80% of $100.00, or $80.00.  Out of a $150.00 fee they will pay an estimated 
$80.00 leaving a remaining portion of $70.00 (to be paid by the patient).  Of course, if the 
UCR is less than $150.00 or your plan pays only at 50% then the insurance benefits will 
also be significantly less.  
 
MOST IMPORTANTLY, please keep us informed of any insurance changes such as 
policy name, insurance company address, or a change of employment. 

 
 

 



 
 

Gregory L. Denton, D.D.S., P.A. 
200 Beverly Hanks Centre 

Suite A  
Hendersonville, NC 28792 

PH 828-692-9075  
 

I hereby acknowledge that I have received and reviewed a copy of this office’s Policies. 
 
 
Print Patient’s Name   _____________________________________________ 
 
 
Signature of Parent _____________________________________________ 
 
 
Date   _____________________________________________ 
 

 
 

 
 


