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Patient Information 

 
The following information is necessary for adequate treatment and understanding of your child. Thank you for completing it in full. 

 
Patient Name            Preferred Name      Age   
 
Gender     Race       DOB       Place of Birth      
 
Patient Address              Phone     

Street      City    State Zip 

 
Father’s Name           DOB      SSN     
 
His Address              Phone     

Street      City    State Zip 

 
Where Employed              Phone     
 
Father’s Dental Insurance               
 
Mother’s Name           DOB      SSN     
 
Her Address              Phone     

Street      City    State Zip 

 
Where Employed              Phone     
 
Mother’s Dental Insurance               
 
Phone Numbers for confirmation of appointment             
 
With whom does patient live?               
 
Other children in family? Names, ages.              
 
Child’s Physician          Family Dentist        
 
Whom may we thank for referring you to our office?    �Doctor    �Parent    �Patient    �Other         

Name of Person / Referral Source 
   
 

 

Health History
 
 
Is your child in good health?   �Y    �N  

Does your child have regular medical exams? �Y    �N  

Is your child up to date with immunizations? �Y    �N  

Is your child presently taking medicine?  �Y    �N  

If so, what       

Has your child experienced any unfavorable �Y    �N  
reaction to medicine? 

If so, what       

Is your child presently undergoing  �Y    �N   
medical treatment? 

If so, what       
Has your child been hospitalized since birth?� �Y    �N �

Date     Reason(s)     
List any infectious diseases       
 
 

 
Check any of the following that may pertain to your child 
��Heart condition  ��Tuberculosis 

��Lung problem  ��Asthma 

��Brain injury  ��Asthma 

��Liver problem  ��Intellectual disability 

��Kidney problem  ��Mental disorder 

��Epilepsy  ��Emotional disorder 

��Diabetes  ��Nervous disorder 

��Cerebral palsy  ��Autism 

��Bleeding disorder ��Speech disorder 

��Sickle Cell Anemia ��Hearing disorder 

��Hepatitis  ��Vision disorder 

��HIV / AIDS  ��Down’s Syndrome 

��Rheumatic Fever ��Other      

                



Health History (cont.) 
 
What is your water source?    �Private System/Well    �Public System  Name of system:        
 
Has your child had an unfavorable experience in a dental office?� �Y    �N    Was your child bottle fed?    �Y    �N 
 
Does your child have a toothache?     �Y    �N     Age discontinued    
 
Purpose of appointment          Was your child breast-fed?    �Y    �N 
 
Is your child a fingersucker?         �Y    �N     Age discontinued    
 
Date of last dental visit      For what service?           
 
Were and x-rays taken?    �Y    �N    If Yes, have x-rays been sent to our office?         
 
How do you expect your child to behave in our office?            
 
                
 
�Y    �N  Any injuries to mouth, teeth, head? 
 
�Y    �N  Any mouth habits (thumbsucking, nail biting, mouth breather, nursing bottle habits, pacifier, etc.)? 
 
�Y    �N  Any unsual speech habits? 
 
�Y    �N  Orthodontic appliances worn now or ever? 
 
�Y    �N  Does your child brush his/her teeth daily? 
 
�Y    �N  Do you assist child with tooth brushing? 
 
�Y    �N  Is dental floss used? 
 
�Y    �N  Is fluoride taken in any form? How?            
 
 
May we request release of your child’s medical records?    �Y    �N 
�

Thank you for your help. If there is any information that you feel might be of value to us in the treatment of your child, please add it here: 
 
                
 
                
 
                

 
 

Consent for Dental Treatment 
 
I request and authorize a licensed pediatric dentist employed by Piedmont Pediatric Dentistry PLC to examine, clean and provide dental x-rays as may 
be considered necessary by the pediatric dentist to diagnose and/or treat my child’s dental problem. 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 pediatric dentist will provide 
an environment likely to help children learn to cooperate during treatment by using praise, explanation and demonstration of procedures and instruments, 
and using variable voice tone. I will be responsible for any charges incurred on this child for dental treatment. 
 
I have reviewed this questionnaire and answered its questions accurately, to the best of my knowledge. I understand that the pediatric dentist will 
determine appropriate dental treatment for my child by using the answers I have provided, and I agree to notify the pediatric dentist if any change in my 
child’s health status should occur. I authorize the dental staff for perform the necessary dental services my child may need. 
 
I authorize the pediatric dentist to release all information necessary to secure payment of benefits. I authorize my insurance company to pay directly to 
the Piedmont Pediatric Dentistry PLC or dental group insurance benefits otherwise payable to me. I authorize use of this signature on all insurance 
submissions. I understand that my dental insurance may pay less than the actual bill for services. I agree to be responsible for payment of all services 
rendered on behalf of my dependents. 
 
                
Signature of Parent/Guardian   Printed Name of Parent/Guardian    Date 
 
                
Signature of Witness    Printed Name of Witness     Date 
 
Revised: 09/27/2013 
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Notice of Privacy Practices 
 

 
This notice describes how health information about you may be used and disclosed and how you can get access 
to this information. Please review it carefully. The privacy of your health information is important to us. 

 
 

OUR LEGAL DUTY 
We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you this Notice about 
our privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy practices that are described in this 
Notice while it is in effect. This Notice takes effect September 27, 2013, and will remain in effect until we replace it. 
 

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by applicable law. 
We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all health information that we maintain, 
including health information we created or received before we made the changes. Before we make a significant change in our privacy practices, we will 
change this Notice and make the new Notice available upon request. 
 

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this Notice, please 
contact us using the information listed at the end of this Notice. 
 
 

USES AND DISCLOSURES OF HEALTH INFORMATION 
We use and disclose health information about you for treatment, payment, and healthcare operations. For example: 
 

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to you. 
 

Payment: We may use and disclose your health information to obtain payment for services we provide to you. 
 

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. Healthcare operations include 
quality assessment and improvement activities, reviewing the competence or qualifications of healthcare professionals, evaluating practitioner and 
provider performance, conducting training programs, accreditation, certification, licensing or credentialing activities. 
 

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations, you may give us written 
authorization to use your health information or to disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in writing at any 
time. Your revocation will not affect any use or disclosures permitted by your authorization while it was in effect. Unless you give us a written 
authorization, we cannot use or disclose your health information for any reason except those described in this Notice. 
 

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights section of this Notice. We may 
disclose your health information to a family member, friend or other person to the extent necessary to help with your healthcare or with payment for your 
healthcare, but only if you agree that we may do so. 
 

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of (including identifying or locating) a family 
member, your personal representative or another person responsible for your care, of your location, your general condition, or death. If you are present, 
then prior to use or disclosure of your health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of 
your incapacity or emergency circumstances, we will disclose health information based on a determination using our professional judgment disclosing 
only health information that is directly relevant to the person’s involvement in your healthcare. We will also use our professional judgment and our 
experience with common practice to make reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical 
supplies, x-rays, or other similar forms of health information. 
 

Marketing Health-Related Services: We will not use your health information for marketing communications without your written authorization. 
 

Required by Law: We may use or disclose your health information when we are required to do so by law. 
 

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible victim of abuse, 
neglect, or domestic violence or the possible victim of other crimes. We may disclose your health information to the extent necessary to avert a serious 
threat to your health or safety or the health or safety of others. 
 

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances. We may 
disclose to authorized federal officials health information required for lawful intelligence, counterintelligence, and other national security activities. We 
may disclose to correctional institution or law enforcement official having lawful custody of protected health information of inmate or patient under certain 
circumstances. 
 

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as voicemail messages, 
postcards, or letters). 
 
 

PATIENT RIGHTS 
 

Access: You have the right to look at or get copies of your health information, with limited exceptions.  You may request that we provide copies in a 
format other than photocopies. We will use the format you request unless we cannot practicably do so.  (You must make a request in writing to obtain 
access to your health information. You may obtain a form to request access by using the contact information listed at the end of this Notice. We will 
charge you a reasonable cost-based fee for expenses such as copies and staff time.  You may also request access by sending us a letter to the address 
at the end of this Notice. If you request copies we may charge you if your account has a balance or for the cost of staff time to copy your health 
information, materials and postage if you want the copies mailed to you. If you request an alternative format, we may charge a cost-based fee for 
providing your health information in that format. If you prefer, we will prepare a summary or an explanation of your health information for a fee. Contact 
us using the information listed at the end of this Notice for a full explanation of our fee structure.) 



 

 

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health information for 
purposes, other than treatment, payment, healthcare operations and certain other activities, for the last 6 years, but not before April 14, 2003. If you 
request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to these additional 
requests. 
 

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information. We are not required to 
agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency). 
 

Alternative Communication: You have the right to request that we communicate with you about your health information by alternative means or to 
alternative locations. {You must make your request in writing.} Your request must specify the alternative means or location, and provide satisfactory 
explanation how payments will be handled under the alternative means or location you request. 
 

Amendment: You have the right to request that we amend your health information. (Your request must be in writing, and it must explain why the 
information should be amended.) We may deny your request under certain circumstances. 
 

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive this Notice in written form. 
 
 

QUESTIONS AND COMPLAINTS 
If you want more information about our privacy practices or have questions or concerns, please contact us. 
 

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your health information or 
in response to a request you made to amend or restrict the use or disclosure of your health information or to have us communicate with you by 
alternative means or at alternative locations, you may complain to us using the contact information listed at the end of this Notice. You also may submit a 
written complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your complaint with the U.S. 
Department of Health and Human Services upon request. 
 

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint with us or with the U.S. 
Department of Health and Human Services. 
 

Practice Name:  Piedmont Pediatric Dentistry 
Contact Officer:  Barrett W. R. Peters, DDS, MSD 
Address:   240 Hydraulic Ridge Road, Suite 203, Charlottesville, VA 22901-8130 

T: 434-973-4344 F: 434-973-4675 E:  info@piedmontpd.com 
 

©2002, 2009 American Dental Association. All Rights Reserved Reproduction and use of this form by dentists and their staff is permitted. Any other use, 
duplication or distribution of this form by any other party requires the prior written approval of the American Dental Association. 
 

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002; April 30, 2009). 
 

 
 

Acknowledgement of Receipt of Notice of Privacy Practices 
 

Purpose: This portion of the form is used to obtain acknowledgement of receipt of our Notice of Privacy Practices or to 
document our good faith effort to obtain that acknowledgement. 
 

** You May Refuse to Sign This Acknowledgement ** 
 
 
I,       , have received/read a copy of this office’s Notice of Privacy Practices. 
 
 
                
Signature of Parent/Guardian   Printed Name of Parent/Guardian    Date 
 
             
Phone      E-mail 
 
 
 
 
 
 

For Internal Office Use Only 
 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because: 
 

☐ Individual refused to sign 
 

☐ Communications barriers prohibited obtaining the acknowledgement 
 

☐ An emergency situation prevented us from obtaining acknowledgement 
 

☐ Other (please specify)             
              
                
                
Revised: 09/27/2013 
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Our Policy of Care and Payment 
 

Ensuring that you receive the highest quality care is the goal of our practice. 
 

All patients are asked to bring a copy of their current insurance card to each appointment and inform our office as soon as 
possible of any changes to their legal name, address telephone number or active duty status. In addition patients will be 
asked to pay for any treatment(s) provided at the time of service. Payments for payments with commercial dental 

insurance are estimated, based on percentages and deductible(s), as specified in the dental policy on file. Actual 

Benefits are determined by the insurance carrier at the time the claim is submitted. Therefore, our office cannot 

guarantee insurance payments for any services rendered. Any balance remaining, after the insurance payment is 

received, is due upon receipt of either your Insurance Company’s Explanation of Benefits or a billing statement from our 

office. 

 

Account Payments: 
 A 5% discount is applicable to an account that settles with a full-cash payment for all services rendered that day. 
 We cannot accept Credit Card (Visa, MasterCard and Discover) payments for less than $10.00. 
 Our office cannot finance/offer payment plans for any balances due; CareCredit® financing is accepted for qualified 

accounts. 
 Check(s) returned unpaid for “NSF” (Not Sufficient Funds) will automatically be charged a $40.00 fee. 
 Failure to settle balances due in a timely manner will result in adverse action. 
 All costs/fees associates with the collection and/or reporting of balances overdue will be posted to the account and 

become the sole responsibility of the Account Guarantor. 
 
Please indicate below the form of payment that you plan to use to settle your account: 

☐ Cash or Check 

☐ Bank or Credit Cards (Visa, MasterCard or Discover) 

☐ CareCredit® is subject to credit approval; however, if application is declined another form of payment listed 

above is required. 
 
In signing this agreement, you are stating that you understand all information contained within this document. You also agree to be held responsible to 
settle any and all debts owed to this practice, Piedmont Pediatric Dentistry PLC. The signer of this document promises to pay for services rendered. This 
is a legal and binding document of promise to pay. 
 
 
                
Signature of Responsible Party   Printed Name of Responsible Party    Date 
 
 
                
Signature of Witness    Printed Name of Witness     Date 
 
Revision Date: 09/27/2013 
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Informed Consent for Behavior Guidance Techniques 
and Acknowledgement of Receipt of Information 

 
Please read this form carefully and ask about anything you do not understand. We will be happy to please to explain or 
answer any questions. It is our intent to provide the best possible quality of professional care for each dental patient seen 
in our offices. 
 
Every effort will be made to obtain the cooperation of dental patients by the use of warmth, friendliness, persuasion, 
humor, charm, gentleness and understanding.  Should the child dental patient exhibit signs of anxiety we will resort to the 
most frequently used pediatric dentistry behavior guidance techniques, to obtain their confidence and cooperation.  These 
techniques include: 
 

 Tell-Show-Do:  The dentist or assistant explains to the child what is to be done using simple terminology and 
repetition and then shows the child what is to be done by demonstrating with instruments on a model or the child’s 
or dentist’s finger. Then the procedure is performed in the child’s mouth as described. Praise is used to reinforce 
cooperative behavior. 

 Positive Reinforcement: This technique rewards the child who displays any behavior which is desirable.  
Rewards include compliments, praise, a pat on the back, or a prize.   
 

In most cases the above methods result in a positive dental visit and effective treatment. In some instances, providing a 
high quality of care can be made very difficult, or in extreme cases impossible, because of the lack of cooperation of a 
child patient. Among the behaviors that can interfere with our ability to provide needed dental care are: hyperactivity, 
resistive movement, refusing to open mouth or keep mouth open long enough to perform the necessary dental treatment 
and, in some instances, aggressive or physical resistance to treatment such as kicking, screaming and grabbing dentist’s 
hands or sharp dental instruments. In such cases, additional behavioral management techniques may be required to 
eliminate disruptive behavior; prevent patients from causing injury to themselves, the dental staff and/or the dentist due to 
uncontrollable movements. The most commonly used pediatric dentistry behavior management techniques for these 
situations are listed below: 

 
 Voice Control: The attention of a disruptive child is gained by changing the tone or increasing the volume of the 

dentist’s voice. Content of the conversation is less important than the abrupt or sudden nature of command.   
 Mouth Prop: A rubber/plastic device or a traditional “molt prop” (metal coated in rubber) is gently placed in the 

child’s mouth to prevent closing when a child refuses or has difficulty maintaining an open mouth. 
 Active Protective Immobilization by the Dentist: The dentist keeps the child from moving by holding down the 

child’s hands or upper body gently, stabilizing the child’s head between the dentist’s arm and body, or positioning 
the child firmly in the dental chair.   

 Active Protective Immobilization by the Dental Auxiliary: The dental auxiliary restrains the child from 
movement by holding the child’s hand, stabilizing the head, and/or controlling leg movements.   
 

I acknowledge that I have read and understand this consent form, that I have been given an opportunity to ask any 
questions I may have and that all questions about the behavior guidance/management techniques described have been 
answered in a satisfactory manner. I also understand the benefits of behavior management are intended to reduce or 
eliminate untimely movement, protect the child and dental staff from injury and facilitate the delivery the delivery of quality 
dental treatment. I give my consent to needed dental services and use of proper and acceptable methods to complete the 
same: 
 
 
                
Signature of Parent/Guardian   Printed Name of Parent/Guardian    Date 
 
 
             
Relationship to Patient    Patient Name 
 
Revised: 09/27/2013 


