
 
 
 
 
 
 
 
 
 

 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Release of Records Authorization: 

Being able to see your child’s previous dental records and x-rays allows our dental 
team to have a better understanding of their overall oral health as well as helping 
with deciding the right treatment for them! 
 
 
 
By signing below, I consent for my previous child’s dental treatment records and/or 
X-rays to be transferred by email to team@hometownchildrensdentistry.com  
 
 
 
 
Parent/ Guardian signature:   _____________Date:______________ 
 
 
 
Please provide the following information if your child is a new patient at 
Hometown Children’s Dentistry and you consent to having their records sent to us 
from their previous provider: 
 
Previous Dental Practice: _______________________________________ 
 
Previous Dentist’s Name: _______________________________________ 
 
Previous Dentist’s Email Address: ________________________________ 
 
Previous Dentist’s Phone Number:________________________________ 
 
  
 
 

mailto:team@hometownchildrensdentistry.com


 
 

Hometown Children’s Dentistry 
1120 Jacksonville Rd, Ivyland, PA 18974 
Medical History Questionnaire:  

By signing below, I am acknowledging that all of the information I’ve provided about my child’s 
health/ medical history is correct to the best of my knowledge: 
 
 
 
Parent/ Guardian Signature_________________________________________________Date:______ 



 



 
 
 
 

 
  

By signing this document I am acknowledging that I have reviewed my child’s client rights and 
HIPPA authorization form: 
 
 
Parent/ Guardian Signature: ___________________________________________Date:________ 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

 
If your wish for a person other than your child’s parent or legal guardian to bring them to 
their dental appointment, please sign and provide the following information: 
 
Authorized Person’s Name:____________________________________ 
 
Authorized Person’s Relation to Child:___________________________ 
 
By signing below I am giving this person authorization to accompany my child to their dental visit. 
 
 
 
 
Parent/ Guardian Signature:____________________________________________Date:_______ 
 

Guardian Authorization Form 

 
Please check the following treatments that you agree may be performed in your absence: 
 
Dental Examination: _________ 
 
Dental X-rays: _________ 
 
Dental Cleaning: _________ 
 
Fluoride: ________ 
 
Dental Operative procedures deemed necessary by the dentist  
(including all restorative procedures: fillings, crowns, extractions) _________ 
 
Nitrous Oxide _______ 
 
Emergency Treatment__________ 
 
By signing below I am agreeing that my child may receive these treatments while accompanied with 
the person that I have authorized 
 
 
 
 
Parent/ Guardian Signature:____________________________________________Date:_______ 



 
 
 
 
 
 
 
  
  Consent for Dental Treatment: 

 
As the parent and/ or legal guardian of the patient, I do hereby request and authorize Hometown Children’s 
Dentistry and their staff to examine, clean, and provide dental treatment on my child.  I further request and 
authorize the taking of dental x-rays as may be considered necessary to diagnose and/ or treat my childs 
dental problems.  I will allow photographs to be taken of my child or my child’s teeth for diagnostic and 
educational purposes.  I understand that dental treatment for children includes efforts to guide their behavior 
by helping them understand the treatment inn terms appropriate for their age.  We will provide an 
environment that will help your child learn to cooperate during treatment including praise, explanations, 
and demonstrations of procedures and instruments using a variable voice tone. The usual and most frequent 
risks or complications occurring from dental treatment include but are not limited to: the possibility of pain 
or discomfort during or after treatment, swelling, infection, bleeding, injury to adjacent teeth or surrounding 
tissue, allergic reactions, and jaw pain. 
 
By signing below, I am agreeing that I understand the aforementioned risks that can occur with any 
dental treatment and agree for the dental professionals at Hometown Children’s Dentistry to provide 
Oral Health Care for my child: 
 
 
 
 
Parent/ Guardian Signature:____________________________________________Date:___________ 
 



 
 
 
 

 
 
 
 
 

 
 
 
 

 
 
 
 
 
 
 
 

  

I may have, have been answered by Hometown Children’s Dentistry. 

Parent/ Guardian Signature:_____________________________________________Date:_____ 

questions I may have, have been answered by Hometown Children’s Dentistry 

Parent/ Guardian Signature:_____________________________________________Date:_____ 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
  

Financial Policy  
 
Thank you for choosing us as your dental care provider.  We are committed to your treatment being successful.  
Please understand that payment of your bill is considered part of your treatment.  The following is a statement of our 
financial policy which we require that you read and sign prior to any treatment; It is our hope that this policy will 
facilitate open communication between us and help avoid potential misunderstandings, allowing you to always make 
the best choices related to your care.   
 
Insurance: 
 
Please remember your insurance policy is a contract between you and your insurance company.  We are not a party to 
that contract.  As a courtesy to you, our office provides certain services, including a pre-treatment estimate which we 
send to the insurance company at your request.  It is physically impossible for us to have the knowledge and keep 
track of every aspect of your insurance.  It is up to you to contact your insurance company and inquire as to hat 
benefits your employer has purchased for you.  If you have any questions concerning the pre-treatment estimate 
and/or fees for service, it is your responsibility to have these answered prior to treatment to minimize any confusion 
on your behalf.  
 
Please be aware some or perhaps all the services provided may or may not be covered by your insurance policy.  Any 
balance is your responsibility whether or not your insurance company pays any portion.  
 
Payment: 
 
Please understand that regardless of any insurance status you are responsible for the balance due on your account.   
You are responsible for any and all professional services rendered.  This includes but is not limited to dental fees, 
operative procedures, tests, office procedures, medications and any other service not directly provided by the dentist.  
 
FULL PAYMENT IS DUE at the time of service.  If insurance benefits apply, estimated patient co-payments and 
deductibles are due at the time of service, unless other arrangements are made  
 
ANY UNPAID BALANCE OVER 90 DAYS OLD will be subject to a monthly interest of 1.0% (APR 12%).  If 
payment is delinquent, the patient will be responsible for payment of collection, attorney fees, and court costs 
associated with the recovery of the balance due on this account.   

By signing below, I am acknowledging that I have read, understand, and agree to the terms 
and conditions previously outlined in this document 
 
 
 
Parent/ Guardian Signature: _____________________________________________Date:_____ 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Missed Appointment Policy 

If you must cancel an appointment, it is required that you call at least 24-hours prior to 
your scheduled appointment to avoid missed appointment fees.  If your child is sick the 
night before, wakes up sick, or if you have an emergency situation, please call our office 
immediately and let our receptionist know or leave a message.   
 
Any patient who misses an appointment without giving sufficient notice will be 
charged a 50$ missed appointment fee.   
 
By signing this document you acknowledge that you have read, understand, and agree to 
this policy. 
 
 
 
 
 
 
Parent/ Guardian Signature: _____________________________________________Date:___ 



 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
  
  

Photography Consent 

 
 
 
Parent/ Guardian Signature: _____________________________________________Date:___ 



 

Social Media Consent 

On occasion, our office will take pictures of patients being treated in our office 
and dental work that has been performed. The photos are used to promote services 
available in our practice, for patient education and to demonstrate before and after 
results of treatment. We would like your permission to use these photos of 
yourself and your child/children on our website and other social media outlets, in 
displays in our office and in newsletters.  
 
Upon consent, Hometown Children’s Dentistry and its representatives will be 
released from any claims, including but not limited to claims of invasion of 
privacy or defamation. It is also acknowledged and agreed that no sums 
whatsoever will be due as a result of the use of consented photographs or social 
media materials. 
 
YES, I give my permission for my/my child's photos and other media materials to 
be used in 
displays in the office of Hometown Children’s Dentistry 
on the website for Hometown Children's Dentistry 
on other social media outlets associated with Hometown Children's Dentistry. 
 
NO, I do not give permission for my/ my child’s photo to be used on any media 
outlets 

 
 
 
Parent/ Guardian Signature: _____________________________________________Date:___ 


