
NEW PATIENT REGISTRATION 

SMILES...That Last a Lifetime 
 

 
Patient Information Dental Insurance 

Dental History Sleep & Breathing History 
 

 

Date   Male Female 

Patient’s Name   

Age  Birthdate  

Address   

City   State   Zip   

Phone  

Is the patient living with both parents: Y N 

Mother’s Name   

DOB   SSN   

Home #  Cell #  

E-Mail   

Father’s Name   

DOB   SSN   

Home #  Cell #  

E-Mail   

 

Text E-mail Cell Phone 

 
Home Phone 

 

Primary Insurance 

Policy Holder Name    

Address   DOB   

Insurance Company     

Social Security #   ID #   

Group #    

Employer     

Secondary Insurance 

Policy Holder Name      

Insurance Co.      

Address     

Social Security #   DOB    

Group #   ID #    

Employer  

I certify that I (or my dependent) have insurance coverage 

and assign directly to KidZdent all insurance benefits. I 

understand that I am financially responsible for all charges 

whether or not paid by insurance. I authorize the use of this 

signature on all insurance submissions. 

   

Has your child ever seen another dentist? Yes No 

  

  

   

 
Has your child ever injured their head, mouth and/or teeth? 

    

Does/did your child take a bottle to bed at night? Yes No 

Is your child having dental problems now? Yes  No 

Explain   

 
Does Your Child 

Have sleep, snoring, or breathing issues?   

Awaken at night or come to bed with you?   

Have allergies or ear infections? 

 
Is your child a mouth breather?    

Does/ Did your child have a finger or pacifier habit? _____ 

Was your child breast fed?    

Are you concerned about your child’s speech?    

Please Choose ALL Referral Sources 

1. Website 

2. Google Search 

3. Social Media 

Parents were Patients 

6. Insurance Company 

9. Patient Name   

10. Dentist Name   

Name of School _______________ 

4. KidZdent Sign / Drive By   

11. Pediatrician Name   

12. Therapist (OMT/PT) _________________  

Preferred Method of Contact: 



Medical History 
 

Medical Conditions 
 
 

 

 

 
 
 
 
 
 
 
 
 
 
  
 
 
 
 

 
Social & Behavioral History 

 

 

Patient’s Physician   

Physician’s Phone Number    

Are all immunizations up to date    

Date and reason for last examination by physician 

Is your child allergic to any Medications? 

If yes, list all medications   

Are there any other allergies? Yes No 

Yes No 

Has your child ever had a general anesthetic?   

If yes, please explain   

Is your child taking medications now? Yes No 

If yes, please list   

If yes, please list   

Interests  Favorite Toys    

Sports Played    Pets   

Special Experience Favorite Video Game   

Is there anything else that you think we should know about your child?   

APPOINTMENT POLICY: PLEASE NOTIFY THIS OFFICE 24 HOURS PRIOR TO AN APPOINTMENT IF YOU MUST 
CANCEL IT. KIDZDENT WILL CHARGE $50.00 FOR NO-SHOW APPOINTMENTS AND APPOINTMENTS CANCELED 
WITHOUT 24-HOUR NOTICE. 

KidZdent follows Federal and State law by complying with HIPPA standards. Our Notice of Privacy Practices took effect on    

April 15, 2003 and is available to you at request.  

I certify that I have read and understood the above. I understand that the information that I have given is correct to the best of 
my knowledge. I will not hold KidZdent or any member of the staff responsible for any errors or omissions I may have made in 
the completion of this form. I authorize the Doctor’s and staff of KidZdent to perform the necessary dental services that they 
have explained me, including any Radiographs and Photos. 

Signature of Parent/Guardian   Date   

Please check all conditions that apply: 

Latex Allergy 

ASD / Autism 

Y N Y N Y N 

Extreme Nervousness or Apprehension 

Developmentally Delayed 

Cerebral Palsy 

Hyperactivity / ADHD 

Learning Disability 

Psychiatric Care / Emotional Ailments 

Liver Ailments, Jaundice, or Hepatitis Aids / HIV+ 

Diabetes 

Kidney Ailments 

Tuberculosis 

Tonsilitis 

Sinus Ailments 

Heart Murmur 

Epilepsy or Seizures 

Rheumatic Fever 

Asthma or Other Respiratory Ailments 

Heart Ailments 

Other Medical Conditions ___________________________________________________________________ 

Anemia or Blood Ailments 

Excessive Bleeding 

Physical Handicaps 

Eye disorders 

Hearing Ailments 

Mononucleosis 

Chicken Pox 

Malignancies or Leukemia 

Ulcer or Colitis 

Thyroid Disorders 



 

 

 

 

 

Parent/Legal Guardian Consent for Dental Treatment 

 
 

 __________________________________________   ________________________________ 

Child’s Name        Date of Birth 

 

 __________________________________________   ________________________________ 

Child’s Name        Date of Birth 

 

 __________________________________________   ________________________________ 

Child’s Name        Date of Birth 

 

 __________________________________________   ________________________________ 

Child’s Name        Date of Birth 

 

__________________________________________  ___________________   ___________________ 

Parent/Legal Guardian Contact     Phone Number #1  Phone Number #2 

 

In the absence of a Parent/Legal Guardian: The following named caregiver(s) is (are) hereby 

authorized to consent for all dental treatment, for the above-named child(ren), which may be required during 

my absence. I agree to pay for all services provided to my child(ren) that the caregiver authorized. 

 

_________________________    ___________________ ________________ ________________ 

Authorized Caregiver’s Name      Relationship to Patient     Home Phone #  Cell Phone # 

 

_________________________    ___________________ ________________ ________________ 

Authorized Caregiver’s Name      Relationship to Patient     Home Phone #  Cell Phone # 

 

 This consent serves as permission for treatment by KidZdent for the above-named child(ren). 

 This authorization will remain in effect until I revoke this authorization in writing and submit it to KidZdent. 

 

Signature of Agreement & Authorization 

 

__________________________________________   ________________________________ 

Parent/Legal Guardian (circle one)      Date 

 

__________________________________________   ________________________________ 

Parent/Legal Guardian (circle one)      Date 

 

If circumstances permit and/or if KidZdent needs to contact me, please contact me at the following phone 

number: ____________________________ 

*** NOTE: Consents are NOT required in emergency situations. *** 

 

 
 



 

 
 
 
 

Billing Your Insurance 

 
 

If your insurance plan is out of network, we may not be able to determine exactly how they  

will pay until after the claim has been submitted. 

 

KidZdent is in -network with Delta Dental Premier, Aetna DMO (restrictions apply), and  

Cigna Total DPPO.  All other insurance carriers are considered out of network with KidZdent. 

 

Please know your insurance policy is a contract between you and your insurance company.  

We are not a party to that contract if we are out of network. 

 

As a courtesy to you, our office will submit to your insurance, and once the claim payment  

has been received, we will send a statement if there is a balance due from you.  This balance  

should be paid within 30 days of receipt to avoid any late fees.  We accept Cash, Checks,  

and Credit/Debit Cards. We impose a surcharge on credit cards that is not greater than our  

cost. Our office invites you to pay with alternative methods to avoid the surcharge, by using  

your debit card, check, cash, Apple Pay, Google Pay, FSA, or HSA cards. 

 

 

 

I, _____________________________________________, understand I am responsible for  

paying any remaining balance after insurance has paid its allowable amount.  

 

 

 

 

Signature of Parent/Guardian/Patient: _________________________________  

 

Date: ____________ 

 

 

 

 

 

 



 

 

 

 

PHOTOGRAPHS AND VIDEOTAPE RELEASE AND AUTHORIZATION 

 

I,  , hereby consent to and authorize the use and reproduction 

by KidZdent (the “Practice”) and its affiliates, including without limitation Dental Care Alliance, L.L.C. and its 

subsidiaries (“Affiliates”), or anyone authorized by any of them, of any and all photographs, electronic images or video 

footage of me taken by any of them, or that they have in their possession, provided either by me or by a third party 

(collectively, the “Images”), as well as any of the digital files, proofs, and negatives connected and associated with the 

Images, for educational, commercial, or any other purposes without compensation to me. 

Such use shall include, but not be limited to, distributing the Images via print, visual and electronic media, specifically 

including any websites and social media sites such as YouTube and Facebook. I understand and agree that any Images 

authorized by me may also disclose my Protected Health Information (“PHI”) related to my treatment, condition, 

procedure, surgery or other PHI associated with such Images, and I specifically authorize this disclosure. The Images, as 

well as any of the digital files, proofs, and negatives connected and associated with the Images, shall be the sole property 

of the Practice and its Affiliates. The Practice and its Affiliates also shall have the right to use my name in connection 

therewith if they so choose. 

 

I hereby waive any right to inspect or approve the finished product, photograph, video, DVD, CD-ROM or matter that 

may be used in conjunction therewith or to the eventual use that it might be applied. 

 

I hereby release, discharge and agree to hold harmless the Practice and its Affiliates and their respective representatives, 

assigns, and employees, and any person acting under their permission or authority, from and against any claims 

whatsoever in connection with the use of my Images and name and the reproduction thereof as stated above, including 

any claim for payment in connection with the Images or distribution or publication thereof. 

 

I understand that I have the right to refuse to sign this release and authorization and that it is strictly voluntary. If I do 

not sign this form, my dental health care and the payment for my dental health care will not be affected. I understand 

that this authorization will remain in effect until revoked by me in writing. I understand that I may revoke this 

authorization at any time in writing by delivering notice of revocation to the Practice, but if I do, it will not have any 

effect on any actions taken prior to receiving the revocation. I understand that once the above information is disclosed, 

it may no longer be protected by privacy laws if such laws do not apply to the designated recipient, and it may be re-

disclosed by the designated recipient. I understand that I may see and obtain a copy of the Images described on this form, 

for a reasonable copy fee, if I ask for it. I get a copy of this form after I sign. 

 

 

IN WITNESS WHEREOF, I have duly executed the foregoing release and authorization on the date stated 

immediately below. 

 

        Signature of Patient / Legal Representative                        Date 

 

       Witness                         Date 

     Office Name: KidZdent         Office City/State: Old Bridge, NJ 

Not for social media use 



 

  

To Whom It May Concern, 

I hereby authorize the release of all dental X-rays to KidZdent. Please forward my 

child’s x-rays as outlined below: 

 

 

 

 

Child’s Name: ____________________________________ 

 

 

 

Date of Birth: ____________________________________ 

 

 

 

Please send the records to info@kidzdent.com 

 

Thank you for your prompt assistance. 

 

 

 

Sincerely, 

 

Parent/Guardian Name: 

 

Date:  

mailto:info@kidzdent.com


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

            



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 


