
Welcome, and thank you for choosing our office for your child’s dental care!

As a service to our patients, we will submit your insurance claim to your primary 
insurance company.  Our office will provide the insurance company with all the 
information necessary to help you receive your maximum benefit.  However, it is 
your responsibility to know your insurance coverage and the benefit limitations of 
your particular policy. 

Helpful reminders: 

• We are out of network with ALL insurance companies. There is not any direct 
relationship between our office and your insurance company. 

• Your insurance benefits are determined by the type of plan chosen by you and/
or your employer. We will file your insurance, accept the assignment of benefit, 
and can estimate what percentage your insurance will pay.  You will be 
responsible for any portion of services NOT covered by your dental insurance.   

• We must emphasize that as a health care provider our relationship is with you 
and not your dental insurance company. We do not let insurance limit the 
treatment we provide our patients. 

• Some insurance carriers will not allow for reimbursement directly to our office.  
In such instances, you will be responsible for the entire cost of each visit at the 
time services are rendered, and the insurance company will send you the 
reimbursement check directly. 

By the signature below, you acknowledge and understand the office insurance 
policy of Preston Corners Pediatric Dentistry, and allow us to communicate your 
dental health information with your insurance carrier.   

Parent Signature: ___________________________________  

Patient Name : _____________________________________ 

Date: _____________________________________________



DEMOGRAPHIC INFORMATION

Date _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Patient _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name your child would like to be called _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Age __________  Birthdate ___________ Sex ___________ Home Phone ________________________________________________________________________________________________________

Preferred number at which we can contact you if needed ___________________Emergency

Who will be responsible for the account

Email

Preferred number at which we can contact you if needed ___________________Emergency _____________________________________________________________________________________

Home Address ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Names and ages of other children in the family _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

School ___________________________________________________________    Grade ___________________________________________________________________________________________________________________________________________________________________

Mother ___________________________________________________________    SS# __________________________________________________________________________________________________________________________________________________________________________________

Mother’s employer _______________________________________________    Phone _____________________________________________________________________________________________________________________________________________________________________

Father ____________________________________________________________    SS# __________________________________________________________________________________________________________________________________________________________________________________

Father’s employer ________________________________________________    Phone _____________________________________________________________________________________________________________________________________________________________________

Who has legal custody of patient _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Policyholder’s name & date of birth  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Dental insurance _________ yes         __________ no Company _______________________________________________________________________________________________________________________________________________________________________________

Whom may we thank for referring you to us? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What is the reason for your child’s dental visit? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

HEALTH HISTORY

Yes      No

 __        ___       Is your child in good health? Name of child’s physician _________________________________________________________________________________________________________________________________________________________________________

        Date of last physical exam examination _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 __        __       Has your child ever had a health problem? ___________________________________________________________________________________________________________________________________________________________________________________________________________________________

 __        __       Has your child ever been hospitalized? Please give reasons and dates _____________________________________________________________________________________________________ 

                         ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 __        __       Is your child allergic to anything? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 __        __       Is your child currently taking any medications? Please give medications and reason _________________________________________ 

                        _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 __        ___       Were there any problems at birth?

Please check if your child has been treated for any of the following:

 Heart disease  Bleeding/transfusions   Asthma

 Liver disease  Anemia  Diabetes

 Kidney disease  Rheumatic fever  Hepatitis

 Speech/hearing  Seizures  Cleft lip/palate

 Cerebral palsy  AIDS  Other problems

Please elaborate _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 Heart Murmur

 Autism Spectrum Disorder

 Sensory/Processing
Disorder



$O฀YOU฀CONSIDER฀YOUR฀CHILD฀TO฀BE฀ ฀??????? ADVANCED฀IN฀THE฀LEARNING฀PROCESS
฀ ฀??????? PROGRESSING฀NORMALLY
฀ ฀??????? SLOW฀IN฀THE฀LEARNING฀PROCESS

7AS฀YOUR฀CHILD฀BREAST฀FED฀?????????฀฀฀฀฀฀฀฀BOTTLE฀FED฀???????฀฀฀฀฀฀฀฀!T฀WHAT฀AGE฀WAS฀IT฀STOPPED฀????????????????????????????????????????????????????????????????????????????????????????????????
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฀฀ ??฀ ฀?? ฀ (AS฀YOUR฀CHILD฀EVER฀BEEN฀TO฀THE฀DENTIST�฀.AME฀OF฀THE฀DENTIST฀AND฀DATE฀????????????????????????????????????????????????????????????????????????????????????????????????????????????????????

฀ ฀????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????

฀฀ ??฀ ฀?? ฀ (AS฀YOUR฀CHILD฀EXPERIENCED฀ANY฀UNFAVORABLE฀REACTION฀FROM฀PREVIOUS฀DENTAL฀CARE�฀0LEASE

EXPLAIN฀?????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????

 ฀ ??฀ ฀?? ฀ $OES฀YOUR฀CHILD฀SUCK฀A฀lNGER�฀THUMB�฀OR฀PACIlER�฀)F฀YES�฀0LEASE฀CIRCLE฀WHICH฀ONE�

฀฀ ??฀ ฀?? ฀ $OES฀YOUR฀CHILD฀HAVE฀PAIN฀WITH฀CHEWING�฀YAWNING�฀OR฀WIDE฀OPENING�

฀฀ ??฀ ฀?? ฀ $OES฀YOUR฀CHILD�S฀JAW฀MAKE฀A฀NOISE฀AND฀IS฀THERE฀PAIN฀ASSOCIATED฀WITH฀THE฀SOUNDS�

7HO฀BRUSHES฀YOUR฀CHILD�S฀TEETH฀AND฀HOW฀OFTEN�฀?????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????

0LEASE฀CHECK฀IF฀YOUR฀CHILD฀IS฀HAVING฀PROBLEMS฀WITH฀ANY฀OF฀THE฀FOLLOWING�

฀#AVITIES฀ ฀4OOTHACHE฀ ฀4EETH฀SENSITIVITY฀

฀4RAUMA฀ ฀'UM฀INFECTIONS฀ ฀#OLOR฀OF฀TEETH฀

฀/RTHODONTICS฀ ฀*AW฀SOUNDS฀ ฀/THER

#OMMENTS฀??????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????

?????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????

)S฀THERE฀ANY฀ADDITIONAL฀INFORMATION฀WE฀SHOULD฀KNOW฀THAT฀WILL฀HELP฀US฀PROVIDE฀A฀POSITIVE฀DENTAL฀EXPERIENCE฀FOR฀

YOUR฀CHILD�฀???????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????

?????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????
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 ฀ ??฀ ฀?? ฀ )S฀YOUR฀HOME฀WATER฀SUPPLY฀mUORIDATED�

฀฀ ??฀ ฀?? ฀ $OES฀YOUR฀CHILD฀USE฀A฀mUORIDE฀TOOTHPASTE�฀7ERE฀THEY฀USING฀IT฀BEFORE฀TWO฀��	฀YEARS฀OLD�฀?????????????????????????????????????????????????????????????????????????????????

฀฀ ??฀ ฀?? ฀ $O฀YOU฀GIVE฀YOUR฀CHILD฀ANY฀OTHER฀FORM฀OF฀mUORIDE�฀7HAT�฀??????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????

฀฀ ??฀ ฀?? ฀ $OES฀YOUR฀CHILD฀PARTICIPATE฀IN฀A฀SCHOOL฀mUORIDE฀RINSE฀PROGRAM�

#/.3%.4฀FOR฀$%.4!,฀42%!4-%.4

)฀REQUEST฀AND฀AUTHORIZE฀$R�฀-ORAN�฀$R�฀"ROOKS฀�AND฀STAFF฀AT฀HIS฀DIRECTION	฀TO฀EXAMINE�฀CLEAN�฀AND฀PROVIDE฀DENTAL฀TREATMENT฀฀
ON฀MY฀CHILD�S฀TEETH�฀)฀FURTHER฀REQUEST฀AND฀AUTHORIZE฀THE฀TAKING฀OF฀DENTAL฀X
RAYS฀AS฀MAY฀BE฀CONSIDERED฀NECESSARY฀BY฀$R�฀
-ORAN�฀$R�฀"ROOKS฀TO฀DIAGNOSE฀AND�OR฀TREAT฀MY฀CHILD�S฀DENTAL฀PROBLEM�฀)฀WILL฀ALLOW฀PHOTOGRAPHS฀TO฀BE฀TAKEN฀OF฀MY฀CHILD฀
OR฀CHILD�S฀TEETH฀FOR฀DIAGNOSTIC฀OR฀EDUCATIONAL฀PURPOSES�฀)฀UNDERSTAND฀THAT฀DENTAL฀TREATMENT฀FOR฀CHILDREN฀INCLUDES฀EFFORTS฀TO฀
GUIDE฀THEIR฀BEHAVIOR฀BY฀HELPING฀THEM฀TO฀UNDERSTAND฀THE฀TREATMENT฀IN฀TERMS฀APPROPRIATE฀FOR฀THEIR฀AGE�฀$R�฀-ORAN�฀$R�฀"ROOKS฀
PROVIDE฀AN฀ENVIRONMENT฀ LIKELY฀ TO฀HELP฀CHILDREN฀ LEARN฀ TO฀COOPERATE฀DURING฀ TREATMENT฀BY฀USING฀PRAISE�฀EXPLANATION�฀AND฀
DEMONSTRATION฀PROCEDURES฀AND฀INSTRUMENTS�฀AND฀USING฀VARIABLE฀VOICE฀TONE�฀/CCASIONALLY฀THE฀NEED฀FOR฀GENTLE฀ARM฀OR฀LEG฀
RESTRAINT฀IS฀REQUIRED฀TO฀SAFELY฀COMPLETE฀A฀PROCEDURE�฀)฀WILL฀BE฀RESPONSIBLE฀FOR฀ANY฀CHARGES฀INCURRED฀ON฀THIS฀CHILD฀FOR฀DENTAL฀
TREATMENT�

3IGNATURE฀????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????฀฀฀฀฀฀฀฀$ATE฀??????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????

CONSENT for DENTAL TREATMENT

I request and authorize Dr. Brooks/Dr. Chandak (and staff at their direction) to examine, clean, and provide dental treatment 

on my child’s teeth.  I further request and authorize the taking of dental x-rays as may be considered necessary by Dr. Brooks/ 

Dr. Chandak to diagnose and/or treat my child’s dental problem.  I will allow photographs to be taken of my child or child’s 

teeth for diagnostic or educational purposes. I understand that dental treatment for children includes efforts to guide their 

behavior by helping them to understand the treatment in terms appropriate for their age.  Dr. Brooks/ Dr. Chandak provide 

an environment likely to help children learn to cooperate during treatment by using praise, explanation, and demonstration 

procedures and instruments, and using variable voice tone.  Occasionally the need for gentle arm or leg restraint is 

required to safely complete a procedure.  I will be responsible for any charges incurred on this child for dental treatment.



APPOINTMENT POLICY

We are aware of school policies that make it difficult for children to be out of 
school for any reason. However, MEDICAL and DENTAL appointments are 
EXCUSED ABSENCES with a doctor’s school note and signature stating 
that the child was in the office.
Although we would like to see all school-age patients after school, this is not 
possible. Therefore, to make certain everyone has a fair share of after school 
appointments, the following guidelines have been set. Please help 
your child and others by not asking for exceptions.
1) A parent or legal guardian must accompany any child under the age 

of eighteen to all appointments.
2) For your safety and the safety of our patients and our staff we 

respectfully request that NO FOOD, DRINKS, STROLLERS, OR CELL 

PHONES be in any treatment areas.
3) Children six and under will be scheduled only between the hours of 

8:20 and 11:40 AM. Children, as well as adults, are more prepared and 
do better in the morning for these types of procedures.

4) Operative appointments (fillings, extractions, etc.) for all children will 
only be available during the morning hours.

5) Six-month oral examinations and cleaning appointments for school-age 
children will alternate between school and after school hours. This 
means you will be asked to bring your child during school hours only 
once or twice per year.

6) Repair or broken appliance appointments will be scheduled during 
school time.

7) Coming in 15 minutes late for any appointment may require 

rescheduling so we do not keep other patients waiting. Please call 
if you are going to be late. This will be considered a Broken 
Appointment.

8) If for any reason you fail to come or cancel for an after school 
appointment, the missed appointment will be rescheduled during 
school time so that we may maintain the pattern of every other 
appointment after school.

9) We reserve the right to charge a $40.00 missed appointment fee for 
broken/missed appointments. Broken appointments affect many people. If 
two (2) broken/missed appointments occur or two (2) 
cancellations without 24 hour notice, our office reserves the right to 
 NOT schedule any subsequent appointments.

Your cooperation in complying with these guidelines is appreciated. We are 
concerned with school policies and believe these schedules will best benefit 
every patient. It is our desire to serve each and every one of you without 
causing your child to miss extensive school time. We appreciate you choosing 
our office for your child’s dental care.
SIGNATURE _____________________________DATE ________________

R i c h a r d  F.  B r o o k s ,  D. D. S . ,  R i t u  K .  C h a n d a k ,  D. D. S . ,  P. A .

P r e s t o n  C o r n e r s  P e d i a t r i c  D e n t i s t r y

120 Preston Executive Drive    Suite 100    Cary, North Carolina  27513    (919) 468-9775

Richard F.  Brooks,  D.D.S. ,  Ritu K. Chandak,  D.D.S.

members, American Academy of Pediatric Dentistry

Board Certified Diplomates, American Board of Pediatric Dentistry

www.pediatricdentistcarync.com


