
 
 
 

Welcome to our Office 
 
 
The staff of Spring Creek Dental would like to thank you for selecting our office to care for your dental needs. Our 
goals are to provide each patient with the highest quality dental care in a gentle, efficient, and pleasant manner; 
and to effectively encourage prevention of future dental problems. 
 
We are here to serve our patients! We appreciate your comments and suggestions regarding our treatment, office 
procedures, and staff. Welcome! 
 
Our office hours are arranged to provide you with a variety of appointment options. The office is staffed according 
to the following schedule: 
 
Monday  8:00am – 6:00pm 
Tuesday  8:00am – 6:30pm 
Wednesday  8:00am – 5:00pm 
Thursday   8:00am – 5:00pm 
Friday  8:00am – 2:00pm 
 
First Visit 
 
Generally, the first visit will include a thorough examination with necessary x-rays for proper diagnosis followed 
by a consultation of your dental needs (unless you have a particular dental problem requiring immediate 
attention). Treatment costs will be discussed. Your periodontal health will be assessed and a separate 
appointment will be scheduled for your prophy (teeth cleaning). 
 
Please complete both pages of the attached health questionnaire and bring it with you at your first visit. Also, so 
we may assist you in filing any claims (if you have dental insurance), please bring your dental insurance card and 
completed, signed forms. 
 
Thank you!   
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We are pleased to have the opportunity to treat your child’s dental needs. Please fill out the 
information on this page for our records. It will help us to better understand and care for your child. 
 
PATIENT INFORMATION 

DATE:  ________________ 
 
NAME: ____________________________________________________  NICKNAME: _____________ 

LAST FIRST  M  

 

ADDRESS: __________________________________________________________________________ 
STREET APT # CITY STATE ZIP 

BIRTHDATE: _________________   TELEPHONE: _____________________  SEX: ⬜ MALE  ⬜ FEMALE 
MO DATE YEAR HOME 

AGE: ______ SCHOOL: ___________________ GRADE: _________ SSN: _________________ 

 
DENTAL INSURANCE CO.: ___________________________________ GROUP #: ____________ 

 
Has any member of your family ever been treated in our office? ⬜ YES  ⬜ NO 
 
Whom may we thank for referring you to our office? _________________________________________ 
 

FAMILY INFORMATION 
⬜ SINGLE  ⬜ MARRIED  ⬜ SEPARATED  ⬜ WIDOW/WIDOWER  ⬜ DIVORCED 

 

FATHER  MOTHER 

 
________________________________________ 
LAST FIRST 
________________________________________ 
STREET CITY STATE ZIP 
________________________________________ 
HOME PHONE # WORK PHONE # 

________________________________________ 
BIRTHDATE (MONTH, DAY, YEAR) SSN 

________________________________________ 
EMPLOYER 

________________________________________ 
DENTAL INSURANCE CO. GROUP # 

________________________________________ 
LAST FIRST 
________________________________________ 
STREET CITY STATE ZIP 
________________________________________ 
HOME PHONE # WORK PHONE # 

________________________________________ 
BIRTHDATE (MONTH, DAY, YEAR) SSN 

________________________________________ 
EMPLOYER 

________________________________________ 
DENTAL INSURANCE CO. GROUP 

 

PERSON RESPONSIBLE FOR ACCOUNT 
CHECK ONE:  ⬜ FATHER  ⬜ MOTHER  ⬜ GUARDIAN 

 
Please describe any current medical treatment, impending operations or any other medical or dental information 
that may possibly affect your child’s dental treatment: 
_______________________________________________________________________________________
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
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MEDICAL - DENTAL HISTORY   

 
Child’s Physician ____________________________ Address ________________________________________ 
 
1) Has your child had any history of epilepsy, cerebral palsy, hemophilia or bleeding problems, heart trouble, allergies, diabetes, 
asthma, kidney, liver or thyroid disorders? (If yes, underline condition): ______________________________________ 
2) Has your child had any unfavorable reaction to drugs, including antibiotics and local anesthesia solution? ⬜ YES  ⬜ NO 
3) Is your child allergic to any food or medicine? ⬜ YES  ⬜ NO 
____________________________________________ 
4) Do you consider your child to be an unusually slow or exceptionally fast learner? (If yes, underline): _________________ 
5) Does your child have a special problem? If yes, kindly advise: ___________________________________________ 
6) Has your child any history of thumbsucking, fingersucking, lip sucking, pacifier, nail biting, extended nursing, bottle use? 
(If yes, underline): __________________________________________________________________________ 
7) How do you think he/she will act toward the dentist?  ________________________________________________ 
8) What is he/she most interested in (toys, pets, dolls, hobbies, etc.) ________________________________________ 

9) How often does your child brush their teeth?  ______________________________________________________ 
10) Is dental floss used? ⬜ YES  ⬜ NO ____________________________________________________________ 
11) What do you believe is the cause for tooth decay? ⬜ HEREDITY? ⬜ TOOTHBRUSHING HABITS?  
⬜ EXCESSIVE SWEETS ⬜ OTHER? _____________________________________________________________ 
12) What do you believe is the cause for tooth decay? __________________________________________________ 
13) Is your child taking any supplemental fluoride (oral or in water)? ⬜ YES  ⬜ NO ______________________________ 
14) What do you believe is the cause for tooth decay? __________________________________________________ 
15) Has Mother or Father had a lot of decay? ________________________________________________________ 
16) Has your child had any unfavorable experience in a dental or medical office? ________________________________ 
17) Is your child taking medicine? ⬜ YES  ⬜ NO ______________________________________________________ 
18) Toothache now? Please circle: Upper? Lower? Right? Left? None? 
When did toothache begin (date)? _____________ What relieves the pain? _________________________________ 
19) Date of last dental care? _________________  Where? ____________________________________________ 
What was done? ___________________________________________________________________________ 
 
TREATMENT AUTHORIZATION AND ACKNOWLEDGEMENT 

 
I consent to treatment as necessary or desirable to the care of the patient first named above, for the diagnosis of dental 
diseases, deformity, or treatment of dental emergency. These procedures may include radiographs, models and intraoral 
examination. In the case of a dental emergency, I consent to treatment as deemed necessary by the doctor, understanding that 
the procedures will be explained in advance. I give my consent to the use of local anesthetic and relaxants for completing the 
necessary dental treatment. 
 
I also acknowledge full responsibility for the payment of such services and agree to pay for them, in full, at the time of service, 
unless other arrangements are made in advance. 

 

Signed: (Parent or Legal Guardian) _______________________________________ 
 

Reviewed by: Doctor ___________________________________          Date: ____________  
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Office Payment Policy 
 
 
In order to control costs, payment is required at the time that services are performed. Since we do not carry 
account balances past 30 days, we offer Care Credit (interest free credit company we have partnered with), and 
we also accept all major credit cards including Visa, Discover, Mastercard, and American Express. 
 
Your insurance contract is made between you and your insurance company. Insurance policies often do not cover 
100% of the billed amount for dental procedures. Insurance companies have their own fee schedules in which 
their payment is based upon. Payment of your account is your responsibility. 
 
As a courtesy, we will file on all insurance companies for you. Every effort is made to get an accurate estimate 
from your insurance company prior to your appointment and our front office staff will always give you a copy of 
your estimated portion prior to scheduling. We ask that you pay your portion whether it is for a cleaning or for 
restorative work at the time of service. If there is a difference after your insurance pays their portion, we will 
either send you a statement or a refund. 
 
If you have any questions regarding your treatment or payment options please call us during our business hours. 
 
As a courtesy to our other patients, we require 48 hours or two business days’ notice for the cancellation of any 
appointment so that we may offer that appointment to another patient. A fee of $50.00 per hour of time may be 
assessed to your account if sufficient notice is not given. 
 
 
__________________________ ___________________ 
Signature Date 
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General Consent 
 
 
Thank you for choosing our office for your dental care. We will work with you to help you achieve excellent oral 
health. While recognizing the benefits of a pleasing smile, and teeth that function well, you should be aware that 
dental treatment, like treatment of any other part of the body, has some inherent risks. These are seldom great 
enough to offset the benefits of treatment, but should be considered when making treatment decisions. 
 
Benefits of dental treatment can include: relief of pain, the ability to chew properly, and the confidence in social 
interactions that a pleasing smile can bring. Nonetheless, there are some common risks associated with virtually 
any dental procedure, including: 

 
1. Drug or Chemical Reaction. Dental materials and medications may trigger allergic or 
sensitivity reactions. 
2. Long-term Numbness (paraesthesia). Local anesthetic, or its administration, while almost 
always adequate to follow comfortable care, can result in transient, or in rare instances, 
permanent numbness. 
3. Muscle or Joint Tenderness. Holding one’s mouth open can result in muscle or jaw joint 
tenderness, or jaw tenderness or in a predisposed patient precipitate a TMJ disorder. 
4. Sensitivity in Teeth or Gums, Infection, or Bleeding. 
5. Swallowing or Inhaling Small Objects. 
 

While we follow procedural guidelines that most often lead to clinical success, just like in any other pursuit in 
health care, not everything turns out the way it is planned. We will do our best to assure that it does. Please feel 
free to ask questions in regard to all dental procedures recommended to you. 
 
I have read and understand the statement on this page: 
 
 
__________________________ ___________________ 
Patient's Signature Date 
 
__________________________ ___________________ 
Parent's Signature (if minor patient) Date 
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ACKNOWLEDGEMENT OF RECEIPT OF 
HIPAA NOTICE OF PRIVACY PRACTICES 

 
 

I acknowledge that I have received a copy of this Dental Practice's 
HIPAA Notice of Privacy Practices. 

 
 
______________________________ ___________________ 
Patient Signature Date 
 
______________________________ 
Patient Name (Please Print) 
 
-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. 
 

 

FOR OFFICE USE ONLY 
 

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

 
⬜ Individual refused to sign 
⬜ Communication barriers prohibited obtaining the acknowledgement 
⬜ An emergency situation prevented us from obtaining acknowledgment 
⬜ Other (please specify): _____________________________________________________________ 
 
 

 
 
I authorize the following person(s) below to have full access to my dental records: 
Name and Address: ______________________________________________________________________ 
 
 
 
__________________________ ___________________ 
Patient's Signature Date 
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