
Dr. Paul Broring

Patient Health HistorY
Bloomfield

1-oday':; Date

N ickname Weight
Child's Name

Date of Birth Referred By Child's Physician

Mother's NameFather's Name

Horne Address-
Home Phone Cell Phone

E-Mail Address

Person Responsible for Account- Their Date of Birth-

Dental Insurance Co.__-- or Selt Pay '-'---
Fnrnlnvcr Social SecuritY Number
LrilP'vYLl

RelattonshrP to Child
Nanre of Person Completing Fortn---

I heir Phone Nurnber-
In Case of EmergencY NotifY--
Father,s place of Employment Occupatron- Phone-

Mother's Place of EmPloYnrent

1 ls your child having any clenta problr:ms?.- 

--P 

lease explatn

2 ls thls vour child's first visit to any dentist'l-- lf not' date of last visit-

3. Names and ages of brothers and sisters-
4 Place of birth VVas water fluoridated?

good health now?

ls cu rrent water?

Taking medication?
5. ls your child in

6 Any prontems

/ Has your child

or medications during PregnancY?

had any of the following?

Heart disease or clefect:; Anemia or Blood Disorders_- Frequent Headacnes

Ht:patitis or Liver Disease- Cleft Palate or Lrp---
Diabetes--
Co nvu lsto n s_
Kidney Disease

Dizziness or Faint ng

Rheumatic Fever

Bleedirg Difficulties 
-- 

Cerebral Palsy

tsirth Defects Sight Problems

Hearing Problems Any Other lllness

Nervous Condition Delay in PhYsical

or Mental DeveloPment-
Breathing Difficulties Emotional Problems

Blood Transfusions Other t-onditions

8 ls your child allergic to any forld or drugs?'(Penicillin, Novocatne' other local anesthetics' aspirirt'

crL / 

--

9'HasyourchiIdeverbeenwarnedbyaphysicianagaInSI taking any specific drug ntedication?

10. Has your child ever been hospitalized? When?

For what reason | 

--- 

rep with a bottlJ
11 Age at which first tooth eruSrtecl------Did your child sle
a' rbe v! '- 

At what age did he/she stop----__
the bottle contain?.-
12 Does vour child urrrr, r"rzrt.lr own teet['r?- lf not wlto does?--
when I - 

TYPe ot brush

13 D'oes your child have any speech drfficulties?-- - !L1

i; ;.;;;;;;;i; "u"l. 
t'u'l fluoride medication al home ? -=-rvpe----

18, Diet Summary (frequency and types of sweets)--

19 Dental History of other family rnenrbers

What did

14WhathabitsdoesyourchiIdhaver,vhichmightaftecttheteethormouth?
M o u t h b re at h e r=--G ri n d i rr g----r-l e n ch i ng 

-S 

u cks Th u m b I Finger ==-=-Ot h e r

15, Has your child had anv dental injuries?-------Please explaln

16 Flas your child had any fluoride treatrnents?-- 
-Date 

oj.l:.t^t ttuu*rn"n'

20 Any other information you feel we shoulrj know about Your childr



Dr. Faul Broring Pediatric DentistrY

TREATMENI- CONSENT, ACCOUNT RESPONSIBILITY AND FINANCIAL POLICY

we invite you to discuss with us any questions regarding ourservices. The best dental health services are based on a

friendlv, mutual understanding Lretween provider and patient'

Our policy requires payment in fullfor all services rendered at the time of visit. we accept Visa, Mastercard' cash'

checks, and debit cards. lf you have derrtal insurance, we will be happy to file your claim. Deductibles and estimated

copaysaredueontheday,3fservice.ThepoIicyho|derisresponsibnybaIancenotpaidbytheinsurance
company. we encourage you to check with '7our insurance compan ding specific coverage and limitations Please

note that Dentistryfor Kids uses only c,smpcrsite resin flllings' some nce companies limit coverage on these fillings

For largertreatment plans, outside fin;rncing is avzrilable with low or no interest' Accounts 90 da rdue are subject

to collection and additionalfees, agenc\/ fees, and other charges may apply' There may be a cha appointments

broken or cancelled with less than 48 hrours nottce'

F ather Mother

Home Address

Home Phone Cell Phone

Father Social SecuritY Number

lf vou have dental insurance, please complete the following:

Primary Insurance Plan

Su bscri ber

Group Number

Mother Social SecuritY Number

Phone Number

lD or Social SecuritY #

Date of Birth

Employer Name

Secondarv lnsurance Plan Phone Number

Su bscri ber lD or Social SecuritY #

Date of Birth
Group Number

Ernployer Name

Being the porent or guordion I do voluntorily consentto the pert'ormonce of exominotions' diognostic procedures

(including x-roys), ftuoride treotments, seolants, extroctions, ond resin fitlings or stoinless steel crowns t'or my child' I

understond this consent will remoin in effect t'or os long os the potient remotns on octive pcttient with Dentistry For Kids'

lnc, I understond thot lmoy obtoin q l\lotice of Privocy Practices upon request'

Iouthorizethestofftoperformonynecessoryservicesneededduringdiognosisondtreatment,lolsoouthorize
ossignment oJ my insuronce benefits clirectly to the provider, ond quthorize the provider to releose any informotion

required to process insur'nce cloims. i understonrl the obove inlormotion ond certify this forrrt wos completed to the best

of my knowledge, ond understund it is my responsibility to int'orrn this ot't'ice of ony chonges to the informotion t hove

rsrov'ided.

Signature Date



Baldwin
5208 Clairton Blvd
Prttsburgh, Pa 15236

412-882-1700

Notice of PrivacY Practices
Patient Ac knowledgement

I understand that, under l-lealth Insurance Portability & Accountability Act of

I have certain rights to privacy'regardtng my Protected Health Information

that this informatron can and v'rill be used to:

4815 LibertY Ave #106
Pittsburgh ,Pa 15224
412-682-7900

1s96 (HIPAA),

(PHl). lunderstand

a

o

conduct, plan and direct my treaiment and follow-up among the multiple lrealth care providers wno

nray be rnvolved in that tfeatment directly or indirectly

Obtain payment from third part\/ payers

Conduct normal ltealtrcare operations

lhavereadandunderstandthatImaysubmitawrittenrequesthowmyPHIisusedordrscIosedtoCarrl
outtreatment,paymentorhea|thcareoperatiorls.laIsounderstandthatyouarenotrequrredtoagree
to mv requested restriction:', bul if you do agree than you are bound to abide by them

Patient name

RelationshiP to Pattent

Signatu re

n-+^UO Lg

Official Use OnlY

I attemPted to obtatn

Acknowledgement, but

the patrent'

was unable

s signatu re

to do so as

in acknowledgement

documented below:

on this Nottce of PrrvacY Practices

Date I rr itia ls Reason



Paul ,I. Broring D.D.S.

Pediatric Dentist

Patient Name

Prem ier [,'amilv l)entistry

520t1 Clairton lllvd

Pittsburgh, Pa. 15236

()eorge Felder D.M.D.

Gcrreral I)entist

Main phone /l (11 or

Address Change:

Ilave there been any

I l' yes, plcase specity

Yes / No

chartges rn y()ur

. Ins Can-icr

c)

E-rnail addre ss

WoLrlrl yotr Iike a tcxt t'eltritldct'. Yes No

irrsurrartr:r: sittce yoLtt' last i,'isit'l

I las there bt:ett any cltartge irr yor-rl rneclical history sitrce yottr last visit'.) Il'so- please

ex plain:

P least: I i st plescriptions/ntedicatiolrs you itl'c curt'et rt ly tak i rr g

l)o yoLr have any kttown allergies'? [-.ate x allcrg.y

[-)o you constllne i(][rrr]my vitaitrlilts?

Would you like a llr.roricle trr3atnteltt today? FlLroride nttulislies tlte tootll rt'rat|ix. hclps

r.educe iensitivity. apd aids ir-r cavity prorection 'l'lrere is a 5j40.00 chat's-e if'|.lLroride is

not cOveted by yotrr ittsurauce. Ycs---- -- No- 

-i\le you requilecl to take antibi,:ttic pre:nredicatiorr befole derrtal appoirltlllcnts'l

Any additional dental cottcertrs?

I l'catnlent consent:

I aLrthoriz-e the staff to per'1ot'ttl ally nec'essat')r tt''u't"s dtrring diagrro'sis anci treattttent'

inclLrding but ngt lirnitecl to extlnt. prophylaxrs. x"rays. st-'alatlts- and cotuposite lesitrs l

Lrnderstand the abrtve r6ib;nratr6n aud certily thrs [ornr rt'as contplett:c] to tlre best of nry

k nowle dge

Patien t/Guarrli an S i gnatr.rre Date


