
Lillington Family Dentistry  Pediatric New Patient Form 
 

Demographic Information 

Patient__________________________________________  a  ate    
Name child would like to be called     Home Phone     
Birthday_________________  Age________  Sex________  Cell Phone     

uardian  mail               
Home Addre               
   treet     town        tate  zip code 
Name  and age  of other children in family          
School__________________________________________ Grade      
Guardian 1:          Relation to patient     

mployer         Phone      
Guardian 2:          Relation to patient     

mployer         Phone      
ho ha  legal cu tody of patient       ental n urance:  e     No 

Per on re pon ible for payment of account_________________ SS#____________ B   
Name of child  phy ician group     City St  Ph #    

hom may we thank for referring you to u           
hat i  the rea on for your child  dental i it          

Health History 
 

 e      No  your child in good health  ate of la t phy ical exam     
      e      No Ha  your child e er had a health problem     
 e      No  Ha  your child e er been ho pitalized   Plea e gi e rea on and date    

                
 e      No   your child allergic to anything         
 e      No  your child currently taking any medication   Plea e gi e medication  do e  

and rea on            
 e      No ere there any problem  at birth         

 
Plea e circle if your child ha  been treated for any of the following: 

 

 

 

 

Plea e elaborate on any item  circled:          
               
               
              
 

 
 
 

- o er-  
 

ffice u e only 

 Heart di ea e   Bleeding tran fu ion    A thma breathing   Blood dy cra ia  
 i er G  di ea e  Anemia    iabete     A S H   
 idney di ea e   Rheumatic fe er   Hepatiti     ental delay  
 Speech hearing  Seizure     Cleft lip palate   Phy ical delay  
 ye ight   Congenital birth defect   Per onality ocial   ther problem  
 Cancer tumor   Recurrent headache    re uent infection   Ad er e rug reation  
 Cerebral pal y   Significant in urie    ndocrine growth  Auti m 



Do you consider your child to be   advanced in the learning process 
       progressing normally 
       slow in the learning process 
 

Was your child   breast fed  bottle fed   at what age was it stopped? 
  

Dental History 

 Yes     No Has your child ever been to the dentist?  Date of last xrays (if taken)   
Name of dentist and date          

 

 Yes     No Has your child experienced any unfavorable reaction from previous dental  
   care?  Explain           
 

 Yes     No Does your child suck a finger, thumb or pacifier? 

 Yes     No Does your child have pain with chewing, yawning, or wide opening? 

 Yes     No Does your child s aw make noise and is pain associated with the sounds? 
 

Please check if your child is having problems with any of the following: 

 Cavities     Toothache    Teeth Sensitive 
 Trauma     Gum Infections    Color of teeth 
 Orthodontics    Jaw Sounds    Other 

 

Comments:               

                

Fluoride History 

 Yes     No Is your home water supply fluoridated? 

 Yes     No Does your child use a fluoride toothpaste? 

 Yes     No Do you give your child any other form of fluoride?  What?    

 Yes     No Does your child participate in a school fluoride rinse program? 

Consent for Dental Treatment 

I request and authorize Dr. Taylor-Andemichael to examine, clean, and provide dental treatment on my 
child s teeth.  This treatment may include sealants, restorations (fillings) or crowns if necessary.  I 
further request and authorize the taking of dental x-rays as may be considered necessary by Dr. Taylor-
Andemichael to diagnose and or treat my child s dental problem(s).  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. Taylor-Andemichael will provide an environment likely to help 
children learn to cooperate during treatment by using praise, explanation and demonstration of 
procedures and instruments, and using variable voice tone.  I will be responsible for any charges incurred 
on this child for dental treatment. 
 
Signature              Date     

Office Use Only 

�  Fl-  City Water 
� Pvt. Well 
� Public Well 

ppm



Lillington Family Dentistry 
   Dr. Taylor-Andemichael, DDS  
 

205 West Front St.  Lillington , NC  27546  910-984-1556 

Lillington Family Dentistry 

205 West Front St. 
Lillington, NC 27546 
910- 984-1556 office 
910-984-1557 fax 

 
Please read our financial policy carefully and sign. We are committed to providing you with the best 
possible care with courtesy and compassion. In order to achieve these goals, we need your assistance and 
your understanding of our cancellation and payment policy.  
 
Cancellations/Late Arrivals: 
Late cancellations (failure to provide 24 hours notice) will be considered as a “no show”. Appointments are 
in high demand, and your early cancellation will give another patient the opportunity to have access to 
timely dental care. We make every effort to seat you at the time of your appointment. Late arrivals are very 
disruptive to the schedule. If you arrive for your scheduled appointment 10 minutes or more late, we 
reserve the right to ask you to reschedule your appointment. If we are unable to see you on the day of the 
scheduled appointment, you will be considered a “no show”. Failure to present at the time of a scheduled 
appointment will be recorded in the patient’s chart. After 3 missed appointments, patient will be 
dismissed from the practice.  
 
Payments/Insurance: 
Co-payment and payment for services are due at the time services are rendered. We do not accept 
personal checks at initial, new patient visit. We accept cash, credit card (Visa, Mastercard, Discover, 
American Express) and Care Credit (financing program). A treatment plan for all dental work will be 
established prior to making an appointment. As a courtesy, we will file claims on your behalf and ask that 
you pay your estimated co-payment at time of service. However, estimated copayments are only an 
estimate and we cannot guarantee insurance payment until claim is received. Your insurance is a contract 
between you and your insurance company.  
 
Past Due Accounts: 
If a patient is unable to make mutually agreeable payment arrangements, we will be glad to reschedule that 
appointment. Account balances older than 30 days will be subject to additional collection fees and interest 
charges of 1.5% per month. Accounts older than 90 days will be sent to an outside collection agency.  
 
Returned Checks: 
Checks returned due to insufficient funds or closed accounts will be charged a $30 non-sufficient fund fee 
and any future checks will not be accepted. If you have any questions about our financial policy or have any 
uncertainty regarding insurance coverage, please don’t hesitate to ask. We are here for you! 
 
I hereby authorize Drs. Negash Andemichael & Associates, PA to submit claim and assign benefits on my 
behalf to my insurance company. I have read and understand the above office policies and I agree to 
comply with its guidelines.  

 
Signature of Patient/Guardian: _______________________________________  
 
                                        Date:____________________ 
 



NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.

THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

USES AND DISCLOSURES OF HEALTH INFORMATION

We are required by applicable federal and state law to maintain the privacy of your health information. We are also 
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health 
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice takes 
effect 5/31/2009, and will remain in effect until we replace it.
We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such
changes are permitted by applicable law. We reserve the right to make the changes in our privacy practices and the
new terms of our Notice effective for all health information that we maintain, including health information we created
or received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional 
copies of this Notice, please contact us using the information listed at the end of this Notice.

We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment:  We may use or disclose your health information to a physician or other healthcare provider proviing 
treatment to you.

Payment:  We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations:  We may use and disclose your health information in connection with our healthcare 
operations. Healthcare operations include quality assessment and improvement activities, reviewing the competence or 
qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training 
programs, accreditation, certification, licensing or credentialing activities.

Your Authorization:  In addition to our use of your health information for treatment, payment or healthcare operations, 
you may give us written authorization to use your health information or to disclose it to anyone for any purpose. If you 
give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use or disclosures 
permitted by your authorization while it was in effect. Unless you give us a written authorization, we cannot use or 
disclose your health information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights 
section of this Notice. We may disclose your health information to a family member, friend or other person to the extent 
necessary to help with your healthcare or with payment for your healthcare, but only if you agree that we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of (including 
identifying or locating) a family member, your personal representative or another person responsible for your care, of your 
location, your general condition, or death. If you are present, then prior to use or disclosure of your health information, we 
will provide you with an opportunity to object to such uses or disclosures. In the event of your incapacity or emergency 
circumstances, we will disclose health information based on a determination using our professional judgment disclosing 
only health information that is directly relevant to the person’s involvement in your healthcare. We will also use our 
professional judgment and our experience with common practice to make reasonable inferences of your best interest in 
allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other similar forms of health information.
Marketing Health-Related Services: We will not use your health information for marketing communications without 
your written authorization.
Required by Law: We may use or disclose your health information when we are required to do so by law.
Abuse or Neglect:  We may disclose your health information to appropriate authorities if we reasonably believe that you 
are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your 
health information to the extent necessary to avert a serious threat to your health or safety or the health or safety of 
others.



PATIENT RIGHTS

National Security:  We may disclose to military authorities the health information of Armed Forces personnel under 
certain circumstances. We may disclose to authorized federal officials health information required for lawful intelligence, 
counterintelligence, and other national security activities. We may disclose to correctional institution or law enforcement 
official having lawful custody of protected health information of inmate or patient under certain circumstances.

Appointment Reminders:  We may use or disclose your health information to provide you with appointment reminders 
(such as voicemail messages, postcards, or letters).

Access:  You have the right to look at or get copies of your health information, with limited exceptions. You may request 
that we provide copies in a format other than photocopies. We will use the format you request unless we cannot 
practicably do so. (You must make a request in writing to obtain access to your health information. You may obtain a form 
to request access by using the contact information listed at the end of this Notice. We will charge you a reasonable 
cost-based fee for expenses such as copies and staff time. You may also request access by sending us a letter to the 
address at the end of this Notice. If you request copies, we will charge you $0.______ for each page, $______ per hour 
for staff time to copy your health information, and postage if you want the copies mailed to you. If you request an 
alternative format, we will charge a cost-based fee for providing your health information in that format. If you prefer, we 
will prepare a summary or an explanation of your health information for a fee. Contact us using the information listed at 
the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting:  You have the right to receive a list of instances in which we or our business associates 
disclosed your health information for purposes, other than treatment, payment, healthcare operations and certain other 
activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in a 12-month 
period, we may charge you a reasonable, cost-based fee for responding to these additional requests.

Restriction:  You have the right to request that we place additional restrictions on our use or disclosure of your health 
information. We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement 
(except in an emergency).

Alternative Communication:  You have the right to request that we communicate with you about your health information 
by alternative means or to alternative locations. (You must make your request in writing.) Your request must specify the 
alternative means or location, and provide satisfactory explanation how payments will be handled under the alternative 
means or location you request.

Amendment:  You have the right to request that we amend your health information. (Your request must be in writing, and 
it must explain why the information should be amended.)We may deny your request under certain circumstances.

Electronic Notice:  If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive 
this Notice in written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about 
access to your health information or in response to a request you made to amend or restrict the use or disclosure of your 
health information or to have us communicate with you by alternative means or at alternative locations, you may complain 
to us using the contact information listed at the end of this Notice. You also may submit a written complaint to the U.S. 
Department of Health and Human Services. We will provide you with the address to file your complaint with the U.S. 
Department of Health and Human Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a 
complaint with us or with the U.S. Department of Health and Human Services.

Contact Officer

FaxTelephone

Email Address

Mailing Address

Dr. Marsha Taylor-Andemichael

(910) 984-1556

dra@lillingtonfamilydentistry.com

205 W Front Street
Lillington, NC 27546



ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

If this Acknowledgement is signed by a personal representative on behalf of the patient, complete the following:

, have received a copy of this office’s Notice of Privacy Practices.I,

Personal Representative's name

Relationship to Patient

For Program Use Only

Please Print Name

Signature

Date

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be
obtained because:

Individual refused to sign

Communications barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)


