
 
 
Thank you for choosing General Dentistry 4 Kids to serve you in your dental care.  We look forward to 
providing you with dental service and treatment. 
 
In order to provider you with the outmost in dental care, we would like to establish some guidelines. 
 
Courtesy Reminders:  The day before your appointment we will call you to remind you of your 
appointment.  Please keep in mind that this is provided as a courtesy only and that you 
(patient/parent/guardian) are ultimately responsible for keeping your appointment. 
 
Cancellation Policy:  We require a 24-hour advance of cancellation.  If you are unable to make your 
appointment, please call us to let us know so that other patients who are in need of treatment can be 
scheduled accordingly. 
 
Failed appointments:  Patients who do not show up to their scheduled appointments without 24 hour 
notification, will be considered missed/failed appointments.  After 3 missed appointments, patients 
will need to seek dental treatment through another dental provider. 
 
Tardiness:  Patients who are more than 15 minutes for their appointment will not be seen and will need 
to be rescheduled.  Treatment will be rendered at the discretion of the dental provider. 
 
Family member appointments:  Only two (2) members of a family will be scheduled on the same day 
for treatment.  This helps us limit the amount of missed appointments.  We apologize for any 
inconvenience this may cause. 
 
Financial Policy:  Our office will be happy to submit any insurance claims for your child.  Any co pays, 
deductibles, or known percentages need to be paid the day of service.  However, please remember 
that in most cases these figures are only estimates.  We will also be happy to pre-authorize any 
treatment through your insurance company.  We cannot guarantee what your insurance will pay.  You 
will be responsible for any services not covered by your insurance carrier.  Due to the large volume of 
patients that we care for, we will be unable to make any calls to your insurance company on your 
behalf. 
 
 I agree to pay all finance charges, collection costs of 33%, attorney fees and all other costs   
 that may incur to enforce collection of any amounts outstanding. 
 
 I acknowledge that I have read, understand, and am willing to comply with the above financial   
 responsibility. 
 
Thank you for your time and cooperation in this manner.  We look forward to serving you in your dental 
care. 
 
Patient/Guardian Signature: ______________________________________ Date:  ___________ 

 
 



 
 
 
Pediatric Dental Treatment Consent Form 
 
 
I understand that the normal procedures for a first time patient may include a 
comprehensive or limited exam, dental cleaning, fluoride applications, sealants and 
radiographs (x-rays) as necessary.  However, this is subject to change depending on the 
numerous factors including patient’s behavior, amount of future work and time.  I also 
understand that all treatment, alternative methods of treatment, as well as the advantages 
and disadvantages of each will be explained to me.   
 
In general terms the procedures that your child may need include: 
 

A. Applications of sealants 
B. Root canals (permanent teeth) or pulpotomies (primary teeth) 
C. Porcelain crowns or stainless steel crowns 
D. Restoration of broken teeth or fillings 
E. Treatment of infected teeth or gums 
F. Extractions of 1 or more teeth 
G. Use of supports to safely perform necessary dental procedures 
H. Use of nitrous oxide to help reduce anxiety as needed 
I. Use of local anesthetics, oral anesthesia or oral sedatives as needed 

 
We will advise you that although the best results are expected, there is no way within 
reason, of anticipating complications.  Therefore, it is not possible to guarantee the results 
of the treatment.  Although the occurrence is remote, it is known that some risks are 
associated with dental procedures.  For example bleeding, swelling, numbness, discoloration, 
nausea, vomiting and allergic reactions may be associated with such procedures and 
complications may require hospitalization. 
 
I have read and understand what has been reviewed in this consent form, and that all 
questions about the procedure or procedures have been answered in a satisfactory manner.  
I also understand that I have the right to be provided with answers to questions which may 
arise during the course of treatment. 
 
 
 
________________________________________  _____________________ 
Parent or Guardian’s signature     Date 
 
 
 
 



 
 

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I 
have certain rights to privacy regarding my protected health information.  I understand that this 
information can and will be used to: 
 

• Conduct, plan and direct my treatment and follow-up among the multiple healthcare 
providers who may be involved in that treatment directly and indirectly. 

• Obtain payment from third-party payers. 
• Conduct normal healthcare operations such as quality assessments and physician 

certifications. 
 
I have been informed by you of your Notice of Privacy Practices containing a more complete 
description of the uses and disclosures of my health information.  I have been given the right to 
review such Notices of Privacy Practices prior to signing this consent.  I understand that this 
organization has the right to change its Notice of Privacy Practices from time to time and that I may 
contact this organization at any time to obtain a current copy of the Notice of Privacy Practices. 
 
I understand that I may request in writing that you restrict how my private information is used or 
disclosed to carry out treatment, payment or healthcare 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. 
 
I understand that I may revoke this consent in writing at any time, except to the extent that you 
have taken action relying on this consent. 
 

In the event that I may not be present for my child’s appointment, I, 
___________________, give permission for the following adult(s) to make decisions concerning my 
child’s dental treatment and financial payment.  Please print. 

 
Name: __________________________  Relationship: ______________ 
Name: __________________________  Relationship: ______________ 
Name: __________________________  Relationship: ______________ 

 
 
Patient Name:  ___________________________________________________________ 
 
Parent/Guardian Signature:  _________________________________________________ 
 
Relationship to Patient:  ____________________________________________________ 
 
Date:______________________________________ 
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7 . Are you sensit ive to any metals or latex?
8, Are you pregnant or suspect you are?
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hearl disease?

11 .  Do you have a pacemaker or an adi f ic ia l  heaf iva lve implant?-yes
12, Have yoLr ever had rheumatic fever?

9. Do you take birth control medica
10. Have you ever been treated for

'13, Are you aware of having a heart murmur?
14. Do you have high blood pressure?
15. Have you ever had a ser ious i l lness or major surgery?
16, Have you ever had radiation treatment, chemotherapy, or any other?_yes
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18. Do you have any blood disorders such as anemia, leukemia, hemophil ia, etc? yes
'19. Do you have any artif icial joints/prosthesis? yes
20 .HaveyoueVerb |edexcess i ve |ya f te rbe ingcu to r i n ju red? -yes
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27 Are you HIV posit ive?
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35. ls there anything else we should know about your heal th that we have not
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- |  hereby authorize treatment and the use of nitrous oxide, anesthesia, oral sedation and/or other medications
necessary for dental treatment.
.  The parent or guardian is required to remain jn the DENTAL OFFICE during their chi ld's dental treatrnentl

lni t ial  Visit
Pat ient 's  (Guard ian)  S ignature Date Reviewed Bv


