


PARENT/LEGAL GUARDIAN INFORMATION

Parent/Legal Guardian 1 Parent/Legal Guardian 2
Name Name
Date of Birth Date of Birth
Address SS# Address SS#
City, State, Zip City, State, Zip
Home Phone Cell Home Phone Cell
Employer Phone Employer Phone
E-mail E-mail

DENTAL INSURANCE INFORMATION
This office is happy to cooperate with our families who are covered by dental insurance; however, we have no direct relationship with your
insurance company. Please read our separate “Dental Benefits Agreement” form for important information regarding our office’s policies

regarding insurance.

Is your child covered by dental insurance? Yes O No O

Primary Insurance Information: Secondary Insurance Information:
Policy Holder’s Relationship to Patient: Policy Holder’s Relationship to Patient:
Employee’s Name SS# Employee’s Name SS#
Policy ID# DOB Policy ID# DOB
Employer’s Name Employer’s Name

Employer’s Phone Number Employer’s Phone Number

Insurance Company Insurance Company

Ins. Co. Phone Number Ins. Co. Phone Number

Address Address

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPPA”), I have certain rights to privacy
regarding my protected health information. I understand that this information can and will be used to:
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Conduct, plan, and direct my treatment and follow up among the multiple health care providers who may be involved in that
treatment directly and indirectly.

Obtain payment from third party payers.

Conduct normal health care operations, such as quality assessments and physician certifications.
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I have reviewed your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health
information. I understand that this organization has the right to change its Notice of Privacy Practices from time to time. Furthermore, I
realize that [ may contact this organization at any time at the address above to obtain a current copy of the Notice of Privacy Practices.

I understand that [ may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment,
or health care operations. I also understand you are not required to agree to my requested restrictions, but if you do agree then you are
bound to abide by such restrictions.

Signed Date
Responsible Party/Legal Guardian
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DENTAL BENEFITS AGREEMENT

We believe that good communication, understanding, and respect are the basis for an admirable and worthy relationship with our
patients and their parents. Because we strongly believe in our work and professional efforts to hold the relationship we’ve developed
with our patients and parents so highly, we ask you to please read this document thoroughly.

First, it is critical to understand that the term “dental insurance” is misleading. What is commonly known as “dental insurance” is more
correctly termed “dental benefits.” Dental benefits are not intended to pay everything; rather, they assist with the costs of dental treatment.
Generally, dental benefits: 1) pay a percentage of each procedure or a set amount according to a fee schedule, 2) may include deductibles which
must be satisfied before benefits begin, 3) have a set yearly or lifetime maximum. The benefits available to you are established according to
which plan your employer has purchased. Treatment in our office is not based upon your having a dental plan, nor is treatment altered to fit the
benefit paid by your plan.

Your dental insurance is based upon a contract between you and/or your employer and the insurance company. Our practice is in no way
associated with the contract between you and your insurance company. Therefore, we are not responsible for the terms or benefits of your
insurance. Submitting claims to your insurance company is a courtesy we provide for our patients. We realize that dental insurance can be a
great benefit for many patients, and we want you to recognize that we faithfully endeavor to maximize every benefit dollar you are entitled to
within your coverage plan.

Dental insurance benefits differ, and can vary from plan to plan. You may receive a notification from your insurance company stating that
dental fees are higher than the “usual and customary.” Insurance companies never reveal how they determine these usual, customary, and
reasonable (UCR) fees. In some areas, it is determined by taking some percentage of an average fee for a particular procedure in that
geographic area. Let us state that we do not provide average dentistry, but strive for excellence in dentistry when it comes to your child.
Because the UCR fee can vary greatly from state to state, coverage quoted at 80% by the insurance company may be more like 50% if their
UCR fee is on the lower end of the scale. Remember, the amount a plan pays is determined by how much you or your employer paid for that
plan. When your insurance states that a certain procedure is not a covered item, that does not mean that the treatment recommended is not
necessary or appropriate. Rather, the procedure is simply not covered by the insurance company. Please remember that your dental benefit plan
is designed to encourage regular preventive dental care, and we are all concerned about maintaining your child’s health. Prevention not only
protects your child’s dental health, but it also ultimately saves you money. Above all, your child’s dental treatment will be based upon need,
not based upon the type of benefits covered by your dental plan.

At any time, please feel welcome to ask any questions concerning your child’s treatment and/or associated cost of treatment. A written estimate
will be provided for all follow-up treatment or upon request, and we will discuss the cost of your child’s treatment and the assistance you can
expect from your dental insurance. However, because of the varying differences in insurance coverage we can only estimate your payment
amount. In an effort to maintain a good relationship and understanding with our patients and their parents, we will make every effort to clarify
any information and/or correspondence we receive regarding your dental insurance.

Once insurance is confirmed, we require payment of the patient’s portion at the time of service. Please see reverse side for payment
options. After insurance has paid its share, any balance remaining will be due within 25 days after receipt of our statement. If insurance pays
more than expected, any credits will be refunded to the person who signed as the responsible party.

I understand the contents of this dental benefit agreement, and I consent to honor them. Furthermore, I understand that your office
can only estimate my dental benefit, and I will take responsibility for any balance on my account. I authorize this office to file claims
on by behalf. I give permission for benefits to be paid directly to Dr. DeDomenico.

Signed Date
Responsible Party/Legal Guardian

RESPONSIBLE PARTY POLICY

The parent or guardian who brings the child to our office and signs the paperwork will be responsible for the payments. All statements will be
sent to this individual. We will not bill a third party other than an insurance company, although we will gladly print receipts of services and
payments. If you have any concerns regarding procedures or the financial portion of any treatment plan, please discuss these issues with our
treatment coordinator prior to starting treatment.

Signed Date
Responsible Party/Legal Guardian
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FINANCIAL OPTIONS AGREEMENT

We require payment in full at the time of service, and we have multiple payment options to assist you with timely payment. Any deviation
from this agreement must be approved/arranged by the office manager or Dr. DeDomenico.

Patient’s Name Parent’s Name

I choose the following method of payment for dental care performed for my immediate family and my child/children:

I Have No Dental Insurance:

I elect to pay by cash check Master Card Visa Discover American Express on all
visits as treatment progresses.

I Have Dental Insurance:

Name of Insurer

I elect to pay my deductible and/or patient portion on each visit as treatment progresses by cash check Master
Card Visa Discover American Express . I also realize that all balances left after insurance pays are
due within 25 days of receiving our statement.

Signed Date
Responsible Party/Legal Guardian

CANCELLATION/FAILED APPOINTMENT POLICY

To bring our patients the highest level of service, it is important to maintain a strict respect for your time and ours. We work diligently to see
our patients at their appointment times. We know you respect this and strive for the same goal. We have a waiting list of patients wanting
earlier appointments than we were able to offer them. Consequently, we require a 24-hour notice if you need to change your appointment
for any reason. This enables us to accommodate all our patients. If you have 2 failed appointments and provided no 24 hour notice, you will be
subject to a failed appointment fee that must be paid before scheduling your next appointment. The failed appointment fee will be $35 for a
routine cleaning, $50 for a restorative visit, and $70 for a sedation appointment (please see our separate “Instructions for Sedation” sheet
for further information on our sedation broken appointment policy). This failed appointment fee is not covered by your insurance. 3 or more
failed appointments could result in your family’s dismissal from the practice. Your cooperation enables us to accommodate all our patients’
needs by offering the cancelled appointment to others. We understand that many unexpected things occur; however, please assist us in offering
the best service and care to all our valued patients.

Furthermore, keeping your child’s dental appointments is in the best interest of your child’s health. Remember that the pain medication and
antibiotics only relieve the symptoms of dental decay. Progression of the decay may result in abscess formation possibly even to the point of
requiring hospitalization. We want to help your child before this happens. Thank you for your cooperation!

Signed Date
Responsible Party/Legal Guardian
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AUTHORIZATION -- DENTAL CARE OF A MINOR WHEN PARENT NOT PRESENT

Patient:

Patient date of birth:

Person(s) | authorize to accompany my child:

Name Relationship to child
Name Relationship to child
Name Relationship to child

| authorize DeDomenico Pediatric Dentistry to render dental care to my child. |
consent to any dental care which encompasses diagnostic and/or dental
treatment which my dentist may deem necessary for my child’s dental health
and well-being.

This authorization will remain in effect until terminated by written notice.

Signature or parent/legal representative Date
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Parent Information About Behavior Management Techniques
For Child Dental Patients

We always do our best to give your child the best quality dental care in a safe and caring
environment. Every effort will be made to work with your child to gain cooperation through
understanding, gentle guidance and humor. When these fail, there are other management
techniques that can be used to eliminate or minimize disruptive behavior. Dr. Dustin and his
staff has received training in the following techniques accepted by the American Academy of
Pediatric Dentistry.

Tell-Show-Do: The dentist or staff member explains what is to be done, shows an example
on the tooth model or the child's finger, then the procedure is done on the child's tooth.

Positive Reinforcement: This rewards the child who displays cooperative behavior with
compliments, praise, a pat on the shoulder or a small prize. Please note that cooperation
should always be expected and negative behavior should not be rewarded. Most children 3
years old and older exhibit excellent behavior while receiving dental treatment.

Voice Control: The attention of a disruptive child is redirected by a change in the tone and
volume of the dentist's voice. One disruptive child affects the behavior of the other children in
the office.

Mouth Props: A padded device is place in the mouth to prevent closure of the child's teeth on
the dentist's or assistant's fingers or dental equipment. If you have trouble brushing your
child's teeth at home, you can understand our challenges when doing so in the office.

Nitrous Oxide: Nitrous oxide or “laughing gas” is medication breathed through a mask to
relax a nervous child. The child remains awake but calm. We use this on the majority of young
patients as much for its distracting effect as for its sedating effects.

Oral Conscious Sedation: If your child is more anxious he/she may benefit from oral
conscious sedation. Medication is given in the office which relaxes the child but they are not
“asleep”

IV Sedation: When |V sedation is recommended for your child, our office staff will give you
the pre-sedation information and instructions and discuss the IV sedation procedure with you.
Our pediatric anesthesiologist with review your child's medical history and may call you if
more information is needed. When considering IV sedation, you deserve to have all of your
questions answered and all your concerns addressed prior to the procedure. You will not be
able to come in the room while your child is being sedated. This is solely for your child's
safety. A medical team will be caring for your child and give you updates.



Parents are always welcomed to accompany their child to his/her visits. You may be an active
participant or silent partner when your child is being treated. This is at the doctor's discretion
in determining how best to accomplish our treatment goals. We at DeDomenico Pediatric
Dentistry strive to make your child's visits with us as positive as possible. We always
welcome your comments and feel free to address any concerns you may have regarding
these behavior management techniques.

Please sign below that you have read and understand this information.

Parent/Guardian/Caregiver Date





