
CHILD HEALTH INFORMATION

Child’s name:    Date of Birth:    /    /   
   FIRST   MIDDLE   LAST     

 Sex:        M        F Child’s Doctor/Pediatrician:  

Has the child been seen by another dentist?    Y  N    If yes, when was their last visit?  

Name of previous dentist:  

Is your child currently having dental problems?  Y  N  Explain:  

List any serious operations/illness/syndrome/medical conditions your child has/had:

Please circle if your child has/had any of the following:
Heart Murmur  Heart Disease  Tuberculosis  Congenital Heart Defects  
Hepatitis   Asthma   Rheumatic Fever  Cancer/Tumor  
Diabetes   Bleeding Disorder  Seizures/Epilepsy  HIV/AIDS
Autism   ADD, ADHD

Allergies (please list):  

Medications (please list):  

Responsible Party Name:    Phone Number:  

Address:    

Guardian Signature:    Doctor Signature: 

DENTAL INSURANCE INFORMATION

DO YOU HAVE OTHER DENTAL COVERAGE?    No          Yes, please complete the following:

Subscriber’s Name:    SS#:  

Relationship to Patient:    Subscriber’s Date of Birth:    /    /  

Insurance Company Name:    Group Number:  

Employer Name and Full Address:    Member ID:  

Work Phone:       

Subscriber’s Name:    SS#:  

Relationship to Patient:    Subscriber’s Date of Birth:    /    /  

Insurance Company Name:    Group Number:  

Employer Name and Full Address:    Member ID:  

Work Phone:       



I acknowledge that Mailloux Dentistry’s “Notice of Privacy Practices” has been made available to me. I understand 
I have the right to review Mailloux Dentistry’s Notice of Privacy Practices prior to signing this document. The 
Notice of Privacy Practices describes the types of uses and disclosures of my protected health information that 
will occur in my treatment, payment of my bills, or in the performance of healthcare operations at Mailloux 
Dentistry.

The Notice of Privacy Practices is also provided upon request at the main administration desk of this practice. 
This Notice of Privacy Practices also describes my rights and Mailloux Dentistry’s duties with respect to my 
protected health information.

Mailloux Dentistry reserves the right to change the privacy practices that are described in the Notice of Privacy 
Practices. I may obtain a revised Notice of Privacy Practices by calling the office and requesting that a revised 
copy be sent in the mail or by asking for one at the time of my next appointment.

Please list below the names of person(s) authorized to gain access to patient account information:

For office use only:

We were unable to obtain the patient’s written acknowledgement of our Notice of Privacy Practices due to the 
following reason:

• The patient refused to sign
• Communication barrier
• Emergency situation

Signature of Patient or Personal Representative     Date

Description of Personal Representative’s Authority (Parent/Legal Guardian)  Date

HIPAA PRIVACY PRACTICES



PATIENT INFORMATION

DENTAL INSURANCE INFORMATION

DO YOU HAVE OTHER DENTAL COVERAGE?

Dr. Mr. Mrs. Ms. 
(CIRCLE	ONE)	 	 LAST	 	 	 FIRST	 	 	 INITIAL	 	 	 SHORT	NAME

Date of Birth:    /    /  										Sex:				M				F					

Patient	SS	#:		 		Driver’s	License	#:		

Home Address:   
	 	 STREET	 		 	 	 CITY	 	 	 STATE	 	 	 ZIP

Email Address:  

Home Phone:    Work Phone:  			Cell	Phone:		

Patient’s	Employer:		

Emergency	Contact:	 		Relationship:		   Phone:  

How	did	you	hear	about	our	office?	

I would like appointment reminders by:    Text       Phone call    

   No          Yes, please complete the following:

Subscriber’s	Name:		 		SS#:		

Relationship	to	Patient:		 		Subscriber’s	Date	of	Birth:		   /    /  

Insurance	Company	Name:		   Group Number:  

Employer Name and Full Address:    Member ID:  

Work Phone:       

Subscriber’s	Name:		 		SS#:		

Relationship	to	Patient:		 		Subscriber’s	Date	of	Birth:		   /    /  

Insurance	Company	Name:		   Group Number:  

Employer Name and Full Address:    Member ID:  

Work Phone:       



Thank you for choosing Mailloux Dentistry. Our primary mission is to deliver the best and most comprehensive 
dental care available. An important part of the mission is making the cost of optimal care as easy and manageable 
for our patients as possible by offering several payment options.

Payment Options:

You can choose from:

 - Cash, Check, Visa, Mastercard, American Express, or Discover Card

We offer a 5% courtesy accounting adjustment to patients who pay for their treatment 
with cash or check prior to completion of care for treatment plans of $500 or more.  
(Discount cannot be used in combination with insurance). 

 - Convenient Monthly Payment Options1 from CareCredit Healthcare Credit Card
  - Allow you to pay over time.  
  - No annual fees or pre-payment penalties. 

Please Note:

Mailloux Dentistry requires payment prior to the completion of your treatment. If you choose to discontinue 
care before treatment is complete, your refund will be determined upon review of your case.

For patients with dental insurance we are happy to work with your carrier to maximize your benefit and directly 
bill them for reimbursement for your treatment. However, if we do not receive payment from your insurance 
carrier within 30 days, you will be responsible for payment of your treatment fees and collection of your 
benefits directly from your insurance carrier. All co-pays are due at time of treatment.

Cancellation Policy:

A fee of $50 is charged for patients who cancel 2 times or more in a calendar year without 48-hour notice.

A fee of $50 is charged for any MISSED appointment.

Mailloux Dentistry charges $25 per returned check.

If you have any questions, please do not hesitate to ask. We are here to help you get the dentistry you want 
or need.

Patient, Parent, or Guardian Signature      Date

Patient Name (Please Print)

1 Subject to credit approval

WRITTEN FINANCIAL POLICY



Mailloux Dentistry | 616.392.3717 | 601 Michigan Ave, Suite 106 | Holland, MI 49423

PERMISSION TO USE PHOTOGRAPHS

I,  , on behalf of myself or a minor or incapacitated child 
of mine, grant permission to Mailloux Dentistry, its representatives, employees, and related businesses to 
photograph my case.

I authorize Mailloux Dentistry, it assigns and transferees to copyright, use and publish the photographs in 
print and/or electronically, in perpetuity.

I agree that Mailloux Dentistry may use such photographs of me with or without my name for any 
lawful purpose, including for such purposes as publicity, education, illustration, advertising, and web 
content, in perpetuity.

Check box that applies:

  I consent to use of my pictures.

  I authorize the use of my intra-oral, retracted, and oral photos for the above mentioned uses and 
purposes with the exception of no identifying pictures such as headshots and/or names.

I HAVE READ AND UNDERSTAND THE ABOVE

Signature:    Date: 

I,    as parent or guardian of the child(ren) named below, 
authorize as described above for my minor child(ren) whose name(s) is/are:

 
Printed name of child Printed name of child

Signature:    Date: 



Name:       Date  /  /

Medication (list):  

What is your child’s usual bedtime?    P.M.

How long does it take for him/her to fall asleep?   Min/HR

Does your child wake up at night?              Yes      No      Not sure

Is the child sleepy during the day?              Yes      No      Not sure

Does the child habitually nap?               Yes      No      Not sure

Does the child bang head in sleep?          Yes      No      Not sure

Is the child a restless sleeper?     Yes      No      Not sure

Does your child have leg pains?         Yes      No      Not sure

Does the child have nightmares?           Yes      No      Not sure

Does he/she scream in sleep?           Yes      No      Not sure

Does your child sleepwalk?            Yes      No      Not sure

Does the child wet the bed?           Yes      No      Not sure

Does the child snore?            Yes      No      Not sure

Does the child mouth breathe?           Yes      No      Not sure

Does the child kick during sleep?           Yes      No      Not sure

Does the child sleep in unusual positions?          Yes      No      Not sure

Was your child born pre-maturely?          Yes      No      Not sure

Does your child have di!culty waking themselves up in the morning?        
        Yes      No      Not sure

Did your child have eczema, cradle cap, or other allergies at any time?  

Natural delivery or C-Section:      Natural      C-Section

Does your child have any hearing problems?         Yes      No      Not sure

Does your child have di!culty concentrating at school or behavioral problems at school?          
        Yes      No      Not sure

We Help Put Your Best Face Forward

SLEEP QUESTIONNAIRE


