gorinOrthodontics

Child Health/Dental History Form
Patient’s Name

Nickname
FIRST

LAST

Date of Birth

INITIAL

Parent’s/Guardian’s Name

Relationship to Patient

Address
PO OR MAILING ADDRESS

CITY

STATE

Phone

Sex
Home

Mq

ZIP CODE

Fq

Work

Have you (the parent/guardian) or the patient had any of the following diseases or problems? ................................................................................ q Yes q No
1. Active Tuberculosis, 2. Persistent cough greater than a three-week duration, 3.Cough that produces blood?
If you answer yes to any of the three items above, please stop and return this form to the receptionist.
Has the child had any history of, or conditions related to, any of the following:
q Anemia
q Cancer
q Epilepsy
q HIV +/AIDS
q Arthritis
q Cerebral Palsy
q Fainting
q Immunizations
q Asthma
q Chicken Pox
q Growth Problems
q Kidney
q Bladder
q Chronic Sinusitis
q Hearing
q Latex allergy
q Bleeding disorders
q Diabetes
q Heart
q Liver
q Bones/Joints
q Ear Aches
q Hepatitis
q Measles

q
q
q
q
q
q

Mononucleosis
Mumps
Pregnancy (teens)
Rheumatic fever
Seizures
Sickle cell

q
q
q
q
q

Thyroid
Tobacco/Drug Use
Tuberculosis
Venereal Disease
Other_____________

Please list the name and phone number of the child’s physician:
Name of Physician ______________________________________________________________________________________Phone ______________________________

Child’s History

Yes No
1. Is the child taking any prescription and/or over the counter medications or vitamin supplements at this time? ............................................... 1. q q
If yes, please list: _____________________________________________________________________________________________________________
2. Is the child allergic to any medications, i.e. penicillin, antibiotics, or other drugs? If yes, please explain: _________________________________ 2. q q
3. Is the child allergic to anything else, such as certain foods? If yes, please explain: ____________________________________________________ 3. q q
4. How would you describe the child’s eating habits? ________________________________________________________________________________
5. Has the child ever had a serious illness? If yes, when: ______________ Please describe: ______________________________________________ 5. q q
6. Has the child ever been hospitalized? ........................................................................................................................................................... 6. q q
7. Does the child have a history of any other illnesses? If yes, please list: ______________________________________________________________ 7. q q
8. Has the child ever received a general anesthetic? ......................................................................................................................................... 8. q q
9. Does the child have any inherited problems?................................................................................................................................................. 9. q q
10. Does the child have any speech difficulties?..................................................................................................................................................10. q q
11. Has the child ever had a blood transfusion?..................................................................................................................................................11. q q
12. Is the child physically, mentally, or emotionally impaired? ...............................................................................................................................12. q q
13. Does the child experience excessive bleeding when cut? ..............................................................................................................................13. q q
14. Is the child currently being treated for any illnesses? .....................................................................................................................................14. q q
15. Is this the child’s first visit to a dentist? If not the first visit, what was the date of the last dentist visit? Date: _____________________________15. q q
16. Has the child had any problem with dental treatment in the past? .................................................................................................................16. q q
17. Has the child ever had dental radiographs (x-rays) exposed? ........................................................................................................................17. q q
18. Has the child ever suffered any injuries to the mouth, head or teeth? ............................................................................................................18. q q
19. Has the child had any problems with the eruption or shedding of teeth? .......................................................................................................19. q q
20. Has the child had any orthodontic treatment? ...............................................................................................................................................20. q q
21. What type of water does your child drink? q City water q Well water q Bottled water q Filtered water
22. Does the child take fluoride supplements? .............................................................................................................................................22. q q
23. Is fluoride toothpaste used? .....................................................................................................................................................................23. q q
24. How many times are the child’s teeth brushed per day? ___________ When are the teeth brushed?_____________________________________24. q q
25. Does the child suck his/her thumb, fingers or pacifier?..................................................................................................................................25. q q
26. At what age did the child stop bottle feeding? Age ____________ Breast feeding? Age ____________
27. Does child participate in active recreational activities? ...................................................................................................................................27. q q
NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
I certify that I have read and understand the above. I acknowledge that my questions, if any, about inquiries set forth above have been answered to my
satisfaction. I will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or
omissions that I may have made in the completion of this form.
Parent’s/Guardian’s Signature ___________________________________________________________________Date __________________________________________
For completion by dentist
Comments ________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________
For Office Use Only:

q Medical Alert

q Premedication

q Allergies

q Anesthesia

Reviewed by_________________________________________________________________________________

Date _______________________________________________________________________________________________________________________________________________________________________
© American Dental Association, 2006
Form S707

To Reorder call 1-800-947-4746
or go online at www.adacatalog.org

•

Your Information. Your
Rights. Our Responsibilities.
This notice describes how medical information about you
may be used and disclosed and how you can get access to
this information. Please review it carefully.

Patient’s name:
______________________________________

Get a list of those with whom we’ve shared
information
•

Your Rights
•

When it comes to your health information, you
have certain rights. This section explains your rights
and some of our responsibilities to help you.

Get an electronic or paper copy of your
medical record
•

•

You can ask to see or get an electronic or paper
copy of your medical record and other health
information we have about you. Ask us how to
do this.
We will provide a copy or a summary of your
health information, usually within 30 days of
your request. We may charge a reasonable, costbased fee.

Ask us to correct your medical record
•

•

You can ask us to correct health information
about you that you think is incorrect or
incomplete. Ask us how to do this.
We may say “no” to your request, but we’ll tell
you why in writing within 60 days.

Request confidential communications
•

•

You can ask us to contact you in a specific way
(for example, home or office phone) or to send
mail to a different address.

•

You can ask us not to use or share certain health
information for treatment, payment, or our

You can ask for a list (accounting) of the times
we’ve shared your health information for six
years prior to the date you ask, who we shared it
with, and why.
We will include all the disclosures except for
those about treatment, payment, and health
care operations, and certain other disclosures
(such as any you asked us to make). We’ll
provide one accounting a year for free but will
charge a reasonable, cost-based fee if you ask
for another one within 12 months.

Get a copy of this privacy notice
You can ask for a paper copy of this notice at any time,
even if you have agreed to receive the notice
electronically. We will provide you with a paper copy
promptly.

Choose someone to act for you
•

•

If you have given someone medical power of
attorney or if someone is your legal guardian,
that person can exercise your rights and make
choices about your health information.
We will make sure the person has this authority
and can act for you before we take any action.

File a complaint if you feel your rights are
violated
•

We will say “yes” to all reasonable requests.

Ask us to limit what we use or share

operations. We are not required to agree to your
request, and we may say “no” if it would affect
your care.
If you pay for a service or health care item outof-pocket in full, you can ask us not to share that
information for the purpose of payment or our
operations with your health insurer. We will say
“yes” unless a law requires us to share that
information.

You can complain if you feel we have violated
your rights by contacting us using the
information on page 1.

•

You can file a complaint with the U.S.
Department of Health and Human Services
Office for Civil Rights by sending a letter to 200
Independence Avenue, S.W., Washington, D.C.

•

20201, calling 1-877-696-6775, or visiting
www.hhs.gov/ocr/privacy/hipaa/complaints/.
We will not retaliate against you for filing a
complaint.

Your Choices
For certain health information, you can tell us
your choices about what we share. If you have a
clear preference for how we share your information in the
situations described below, talk to us. Tell us what you
want us to do, and we will follow your instructions.
In these cases, you have both the right and choice to tell
us to:
•
•
•

Share information with your family, close
friends, or others involved in your care
Share information in a disaster relief situation
Include your information in a hospital directory

If you are not able to tell us your preference, for
example if you are unconscious, we may go ahead
and share your information if we believe it is in your
best interest. We may also share your information
when needed to lessen a serious and imminent threat
to health or safety.
In these cases we never share your information unless you
give us written permission:
•
•
•

Marketing purposes
Sale of your information
Most sharing of psychotherapy notes

In the case of fundraising:
•

We may contact you for fundraising efforts, but
you can tell us not to contact you again.

Our Uses and Disclosures
How do we typically use or share
your health information?
We typically use or share your health information in the
following ways.

Treat you

We can use your health information and share it with
other professionals who are treating you.
Example: A doctor treating you for an injury asks
another doctor about your overall health condition.

Run our organization
We can use and share your health information to run
our practice, improve your care, and contact you
when necessary.
Example: We use health information about you to
manage your treatment and services.

Bill for your services
We can use and share your health information to
bill and get payment from health plans or other
entities.
Example: We give information about you to your
health insurance plan so it will pay for your services.

How else can we use or share your
health information?
We are allowed or required to share your information in
other ways – usually in ways that contribute to the public
good, such as public health and research. We have to meet
many conditions in the law before we can share your
information for these purposes. For more information see:
www.hhs.gov/ocr/privacy/hipaa/understanding/consumer
s/index.html.

Help with public health and safety issues
We can share health information about you for
certain situations such as:
•
•
•
•
•

Preventing disease
Helping with product recalls
Reporting adverse reactions to medications
Reporting suspected abuse, neglect, or domestic
violence
Preventing or reducing a serious threat to
anyone’s health or safety

Do research
We can use or share your information for health
research.

Comply with the law
We will share information about you if state or
federal laws require it, including with the Department
of Health and Human Services if it wants to see that
we’re complying with federal privacy law.

Respond to organ and tissue donation requests
We can share health information about you with
organ procurement organizations.

Work with a medical examiner or funeral
director
We can share health information with a coroner,
medical examiner, or funeral director when an
individual dies.

For more information see:
www.hhs.gov/ocr/privacy/hipaa/understanding/consumer
s/noticepp.html.

Changes to the Terms of this
Notice (“Your Information. Your Rights. Our
Responsibilities”)

We can change the terms of this notice, and the changes
will apply to all information we have about you. The new
notice will be available upon request, in our office, and on
our web site.

Other Instructions for Notice
•

Address workers’ compensation, law
enforcement, and other government requests
We can use or share health information about you:
•
•
•
•

For workers’ compensation claims
For law enforcement purposes or with a law
enforcement official
With health oversight agencies for activities
authorized by law
For special government functions such as
military, national security, and presidential
protective services

Respond to lawsuits and legal actions
We can share health information about you in
response to a court or administrative order, or in
response to a subpoena.

•

We never market or sell our patients personal
information.
•
We will never share any substance abuse
treatment records without your written
permission.
Dr. Neil Gorin is the privacy official at the office.
Complaints or questions should be communicated
with Dr. Neil Gorin. Dr. Gorin’s contact information
is: drgorin@gorinortho.com 718-436-5175

I have read this notice and have been given the
opportunity to ask questions regarding how my
medical information may be used and how I may
get access to it.
Effective date of this notice
_________________________________
Patient, Parent, or Legal Guardian

•

•

•
•

We are required by law to maintain the privacy
and security of your protected health
information.
We will let you know promptly if a breach occurs
that may have compromised the privacy or
security of your information.
We must follow the duties and privacy practices
described in this notice and give you a copy of it.
We will not use or share your information other
than as described here unless you tell us we can
in writing. If you tell us we can, you may change
your mind at any time. Let us know in writing if
you change your mind.

Name:
________________________________
Signature:
________________________________

