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Patient Registration 

First Name: _____________________________ Last Name: ________________________________ Middle Initial: _____ 

Preferred Name: ______________ DOB:  ____________ Soc. Sec. #: ___________________  Sex: □ Male □Female  

Address: ________________________________ City, State: _________________________________ Zip: ___________ 

Child lives with (please circle):   both parents   mother        father       grandparents      legal guardian  

How did you hear about us? __________________________________Referred By: ______________________________ 

Responsible Party 

First Name: _______________________ Last Name: ___________________________ Middle Initial: ___ 

DOB: ______________Driver’s License#: ______________________ State: ______ Soc. Sec. #: ___________________   

Relationship to patient: ____________E-mail: _____________________________ Preferred Language:  _____________ 

Address: ______________________________ City, State: __________________________________ Zip: ____________ 
(if different from above) 

Home#: __________________ Cell#:_____________________ Work#: __________________ Ext: __________ 
(if different from above) 

Primary Insurance Information 

Name of Insurance Holder: ______________________________________ Soc. Sec. #: ________________________  

Insured DOB: _______________ Relationship to Insurance Holder: ________________ Phone #: _____________________ 

Employer: _______________________________  

Ins. Company: ___________________________ Member ID #: ____________________________ 

 Group #: _____________ Phone#: _______________________ Address: _______________________________  

City, State, Zip: __________________________________ 
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Patient’s Physician: _____________________________ Phone#: ___________________ 

Physician’s Address: __________________________________________________ 

Abnormal Bleeding Problems  □Yes □No Emotional Problems   □Yes □No 

ADHD     □Yes □No Fainting    □Yes □No 

Aids or Aids Related Complex  □Yes □No Hearing Problems   □Yes □No 

Allergies     □Yes □No Heart Murmur    □Yes □No 

Anemia     □Yes □No Heart Problems    □Yes □No 

Asthma or Other Respiratory Problems □Yes □No Hepatitis, Jaundice or Liver Problems □Yes □No 

Arthritis     □Yes □No High Blood Pressure   □Yes □No 

Artificial Limb or Implant   □Yes □No Kidney Disorders   □Yes □No 

Autism     □Yes □No Learning Disability   □Yes □No 

Bladder Disorder    □Yes □No Developmental Delay   □Yes □No 

Blood Disorder    □Yes □No Premature Delivery   □Yes □No 

Blood Transfusion    □Yes □No Pregnancy    □Yes □No 

Cancer     □Yes □No Radiation Therapy   □Yes □No 

Cerebral Palsy    □Yes □No Rheumatic Fever or Heart Disease □Yes □No 

Convulsions or Seizures   □Yes □No Tuberculosis    □Yes □No 

Diabetes     □Yes □No Hyper or Hypo Thyroidism  □Yes □No 

Ear, Nose or Throat Problems  □Yes □No       Malignant Hyperthermia  □Yes □No 

Please explain “YES” answers above: ________________________________________________________________ 

1. Does your child have any disease, syndrome or handicap not listed above? ______________________________ 

2. Is your child taking any over the counter drugs or prescription medications?   □Yes □No 

If yes, please describe: ________________________________________________________________________ 

3. Has your child had any allergies or any adverse side effects to any drugs or medications, including local 

anesthetic, penicillin, codeine, fluoride, etc.? ___ IF “YES” EXPLAIN:____________________________________  

4. Has your child ever been hospitalized?  ____ IF “YES” EXPLAIN: _______________________________________ 

5. Has your child ever had any surgeries? ____ IF “YES” EXPLAIN:_______________________________________ 

6. Has your child or any relative had problem with general anesthesia? _____ IF “YES” EXPLAIN: _______________ 

7. Does your child have any allergies (non-drug related)? _____ IF “YES” EXPLAIN: __________________________ 

Dental Information 

1. Is this your child’s first visit to the dentist?       □Yes □No 

2. Has your child complained about dental problems?      □Yes □No 

3. When was your child’s last trip to the dentist? ________________ 

4. Has your child had an unhappy dental experience?      □Yes □No 

5. Who brushes your child’s teeth? ___________________ How often? ________________ 

6. Do you drink well water, city water, or bottled water? ________________________ 

7. Is your child going to sleep with a bottle?       □Yes □No 

8. What does the bottle contain □Water □Milk □Formula □Juice □Other ________________ 

9. Is your child presently breast-feeding?        □Yes □No 

10. Any oral habits (thumb sucking, pacifiers, nail biting, etc.)? _____________________ 

11. Any history of injuries to mouth, teeth, or head?       □Yes □No 

Please explain “YES” answers above: ________________________________________________________________ 
The statements on both sides of this form are, to the best of my knowledge true and correct. I agree to report any health changes to the Doctor prior to treatment. I 

hereby authorize the Doctor and staff to provide examination, x-rays and procedures to diagnose oral and dental disease and to provide necessary dental services. 

 

________________________ _______________________________  ________________ 

Patient’s Name  Signature of Parent or Legal Guardian   Date 
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Financial Policy 
 

Please be aware that the individual bringing the child to our office is responsible for payment of all charges. We cannot send 
statements to other persons. We ask that you pay the cost of the initial examination and any necessary dental x-rays on the day of 
that appointment. Please understand that financial arrangements are made directly with you.     
 
For the convenience of our patients, the following alternatives are listed as a guide for possible financial arrangements:    
 
1. Payment is due in full for each appointment at the time that services are to be rendered.  For those with insurance, co-pays, 
deductibles, and/or portion not covered by insurance are due at the time that services are to be rendered. We accept cash, personal 
checks, credit card, and Care Credit.  All checks will be verified and a charge of $30 will be assessed on checks returned for any 
reason.    
 
2. Dental Insurance: We are dedicated to providing all our patients with the finest treatment available and base our treatment 
recommendations on what will be best for your child and not what your insurance company does or does not pay.  Please read the 
following in regards to your dental insurance coverage:   (1) We must emphasize that as a health care provider, our relationship is 
with you and not your dental insurance company.  Your dental insurance is a contract between your employer and the insurance 
company.  Most plans routinely pay between 50-75% of the average total fee for a covered treatment.  This percentage is 
determined by how much your employer has paid for coverage.   (2) As a courtesy, we will be happy to file your insurance benefits. 
Any amount determined not to be covered by your insurance company is payable at the time services are to be rendered; these fees 
may include deductibles, co-payments, certain procedures not covered by your insurance policy, and the difference between our 
fees and the amount covered by your insurance company.    (3) In the event your insurance carrier will not reimburse our office you 
will be responsible for the full cost of visits.   (4) We allow a maximum of 45 days for your insurance company to clear account 
balances.  Any unpaid portions will be due in full, by you, after this period.     
 
3. Pre-treatment Authorization:  Some insurance companies recommend an estimate of the work to be done and the fees to be 
charged before determining their benefits to you.  If so, we will provide you with the pre-treatment fee estimate.  In this case, it will 
be up to you to determine if you wish to proceed with the treatment before the insurance benefit is determined.  
     
4. Fillings:  Our dental material of choice is a white (composite resin) filling.  Please be aware that your insurance company may not 
pay for a resin filling at the same level as a silver (amalgam) filling.  The co-payment is your responsibility.  In some cases, Dr. Landon 
may recommend placing a silver crown instead of a resin filling.      
5. Nitrous Oxide (Laughing Gas): Nitrous Oxide is not always covered by dental insurance.  We thank you for your payment on the 
date of service.    
 
6. Appliances:  The entire cost of the appliance must be paid on the day your child’s impressions are taken.  This is necessary 
because our office must pay the laboratory bills when appliances are ordered, not when they are completed.    
 
7. Emergency Treatment:  All emergency treatment must be paid in full at the time the service is rendered.   
 
8. Past Due Accounts:  If your account becomes past due, we will take necessary steps to collect this debt. Unpaid accounts will be 
considered delinquent after thirty (30) days and in default after forty-five (45) days, after which time interest will be at a rate of 1½% 
per month on unpaid balances (annual percentage rate of 18%  or the legal interest rate, whichever is lower). If we have to refer 
your account to a collections agency, you agree to pay all our incurred collection costs.  If we have to refer collection of the balance 
to a lawyer, you agree to pay all our incurred lawyer’s fees plus all court costs.  In case of a suit, you agree the venue shall be in 
Cookeville, TN.    
   
Please remember, even if you have insurance coverage, you are responsible for payment of your account.  Please realize that your 
insurance coverage is a relationship between you, the insured patient, and your insurance company.  Your understanding and 
cooperation with this matter is greatly appreciated.  You are helping us keep our overhead expenses, in the form of direct and labor 
costs down.  In addition, you are helping keep fees as low as possible.  I have read and understand my obligation.    
 
 
____________________________________________________________________________________________________________ 
Signature           Date 
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Pediatric Dentistry General Consent for Dental Procedures and 

Acknowledgement of Receipt of Information 

 

I hereby authorize and direct Dr. Landon Sears and staff to perform upon my child ____________________________ all 

necessary dental services he/she may need; including one or more procedures: Radiographs of teeth and jaws, cleaning 

of teeth and application of fluoride, use of local anesthesia to numb teeth and tissues, treatment of injured teeth with 

dental restoration (fillings), removal of one or more teeth, treatment of disease or injured oral tissues (hard and/or soft), 

treatment of malposed (crooked) teeth and/or oral development or growth abnormalities, replacement of missing teeth 

with dental prosthesis. 

Other: ____________________________________________________________________ 

I understand, through discussions with the doctor the nature and purpose of these procedures. Alternate procedure or 

methods of treatment, if any, have also been explained to me, as have their advantages and disadvantages, the risks, 

consequences and probable effectiveness or each, as well as the prognosis if no treatment is provided. I understand that 

there is no guarantee that the dental procedures will be successful; however, the procedures are desired and intended 

to result in improved oral conditions.  

I also authorized the doctor to use photographs, radiographs, other diagnostic material and treatment records for the 

purpose of teaching, research and scientific publications.  

I agree that verbal discussions with the doctor has outlined why the procedures are recommended, what alternative 

treatments are available, what risks, consequences, and complications may result from these procedures, and that all 

my questions have been answered satisfactorily. I also agree that all blanks above on this consent form were filled in 

before I was asked to sign it.  

I further understand that I am free to withdraw my consent to treatment at any time and that this consent will remain in 

effect until such time that I choose to terminate it.  

 

_______________________  __________________________ __  ________________ 
 Patient’s name     Signature of parent or Guardian   Date   
 
 
                                               ____________________________ 
                                     Relationship to patient 
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CAVITY COMMANDO’S DENTISTRY FOR KIDS 

ACKNOWLEDGEMENT OF RECEIPT OF 

HIPAA NOTICE OF PRIVACY PRACTICES 

("Acknowledgement") 

 
I acknowledge that I have received a copy of this Dental Practice's HIPAA Notice of Privacy Practices.    
 
 
        
Patient Name (Please Print)   
 
 
             
Patient Signature  Date 
 
OR 
 
______________________________ 
Signature of Personal Representative 
 
Authority of Personal Representative to Sign for Patient (check one):  
 
□  Parent  □  Guardian □  Power of Attorney  □  Other:       
 

Please Note: It is your right to refuse to sign this Acknowledgement. 
 
Please list the name and relationship of the individuals who may receive your child’s health information to the 
extent necessary to help with your child’s healthcare or with payment for your child’s healthcare. This may be 
revoked by you at any time in writing. 
 
Full Name: _______________________________ Relationship: ______________ Phone #: ____________ 
 
Full Name: _______________________________ Relationship: ______________ Phone #: ____________ 
 
Full Name: _______________________________ Relationship: ______________ Phone #: ____________ 
 
                                                                                                                                                              

Dental Office Use Only 
 

I tried to obtain written Acknowledgement by the individual noted above of receipt of our Notice of Privacy 
Practices, but it could not be obtained because: 
 
          An emergency prevented us from obtaining acknowledgement. 
 
          A communication barrier prevented us from obtaining acknowledgement. 
 
          The individual was unwilling to sign. 
 
          Other:_____________________________________________________________ 
  
             
Staff Member Signature  Date 
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PHOTO VIDEO TESTIMONIAL RELEASE FORM 

 

I, ______________________ (parent/guardian) hereby grant permission to Cavity Commando’s Dentistry for Kids, to 

use my child, ______________________ (child’s name) photograph &/or video and any testimonial I give regarding the 

dental care my child receives from Cavity Commando’s Dentistry for Kids, in any marketing, advertising or teaching 

materials used to market or advertise the dental practice, including use on www.cookevillekidsdental.com web site and 

the company’s social media pages such as Facebook. 

I acknowledge Cavity Commando’s Dentistry for Kids’ right to crop or otherwise treat the photograph at their 

discretion.  

I also acknowledge that Cavity Commando’s Dentistry for Kids may choose not to use my photograph and testimonial at 

this time, but may do so at their own discretion at a later date.  

I hereby freely and voluntarily consent to the use of my photograph and testimonial as stated above until I revoke this 

consent in writing. 

 

Signature of Parent or Guardian: _______________________________________________________  

Printed Name of Parent: ________________________________________ 

Printed Name of Child:  _________________________________________ 

Date of Birth of Child:  __________________________ 
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Dear Parent/Guardian,   

You as a parent/guardian can list two adults (over the age of 18) who can bring your child to their appointments and 

consent to any and all treatment needs they will need while in our office. When this adult accompanies any child to an 

appointment, they will be asked to show a legal form of ID and if they are not listed on this document in your child’s 

chart, the child will not be seen and will be rescheduled.   

We not only have strict policies in place at our office, but we also must follow strict privacy act laws and be HIPAA 

(Health Insurance Portability and Accountability Act of 1996) compliant in our practice. Please understand that we do 

not wish to cause any parent/guardian or child an inconvenience with these policies, but we are required to abide by 

them in operating our dental practice.   

The following adults can accompany and consent to any and all treatment for my child:   

1. ____________________________________________ Relationship: ________________Phone #:_________________ 

2. ____________________________________________ Relationship: ________________Phone #:_________________ 

 

I, ___________________________________, as parent/guardian consent to the above adults accompanying my child to 

their dental appointment and consenting to any and all treatment for the child. I further authorize the release of my 

child’s health information to the above adults when said adults accompany my child to their dental appointments, 

whether regarding health information necessary to help with my child’s healthcare and/or with payment of my child’s 

healthcare. 

Parent/Guardian Signature ________________________________________ Date _______________  

  

_____________________________________________________________________________________  

Office use only:   

I attempted to obtain the parent/patient’s signature in acknowledgement on this document, but was unable to do so as 

documented below:   

Date _____________ Initials __________ Reason__________________________________________ 

 


