WATERFORD

SMILES

To help us better serve your child, please complete the following forms to the best of your ability.
If you have questions, do not hesitate to ask. Thank you for choosing our office!

Child’s Information:

Child’s Name: Sex:

Preferred Name/Nick Name: DOB:

Home Address:

Primary Parent / Legal Guardian Information:

Name: DOB:
Phone Number: Email:
Employer: Occupation:

If not same as child:
Home Address:

Marital Status: Single [0 Married OJ Divorced [0 Widowed [0 Other [

Secondary Parent / Legal Guardian Information:

Name: DOB:

Phone Number:

Dental Insurance: Please give front desk a copy of card or fill out information below.
Does your child have dental insurance? Yes [0 No [

Company: Phone Number:
Subscriber/Member ID: Group:
Insured’s Name: Insured’s DOB:

Claims Mailing Address:




lelelele

PURPQOSE: To obtain an individual’s written permission under Wisconsin law for (a) our
use of the individual's dental care records to carry out treatment, payment activities, and
health care operations and (b) our disclosure of the individual’'s dental care records to
carry out treatment, payment activities, and health care operations.

You have the right to read our Privacy Practices Notice before you decide whether to
sign this consent. Our notice provides a description of our treatment, payment
activities, and health care operations, of the uses and disclosures we may make of your
protected health information, and of other important matters about your protected health
information.

You do not have to sign this authorization to receive treatment from Dr. Mary Lenz DDS.
In fact, you have the right to refuse to sign. When your information is used or disclosed
pursuant to this authorization, it may be subject to redisclosure by the recipient and may
no longer be protected by the Federal HIPAA Privacy Rule. | have the right to revoke
this authorization in writing except to the extent that the practice has acted in reliance
upon this authorization. Your written revocation must be submitted to 511 Aber Drive,
Suite A, Waterford, WI 53185.

By signing, | authorize Waterford Smiles to use and/or disclose certain protected health
and account information about me.

If you authorize another individual (as in parent, spouse, child) and/or guardian to

have access to your dental information,
please list their name(s) below:

*If you do not wish to name anyone, you may leave name slots blank but STILL SIGN form*

o Relationship to patient:

o Relationship to patient:

A Signature of Patient or Legal Guardian (and/or POA) Date




