
Reading PediatRic dentistRy
Tyler Reading, DMD

3895 W. 7800 S. #203 • West Jordan, UT 84088
Office: 801-282-6901 • Fax: 801-849-1597

WELCOME We are pleased to welcome you and your child to Reading Pediatric Dentistry. Please take a few 
minutes to fill out this form as completely as you can. If you have questions, we’ll be glad to 
help you. We look forward to working with you in maintaining your child’s dental health.

Date ________________________________________________ BIRthDate (mm/dd/yyyy) _________________________________________

Name of chIlD (last, first, m.i.) ____________________________________________________ male   female age ______________

NIckName _________________________ hoBBIes _______________________________________cell PhoNe ( _____ )  _______________

emaIl _____________________________________________________________________________ PRefeR texts     Y    N

aDDRess _____________________________________________cItY _________________________ state/ZIP _________________________

home PhoNe ( ____) _________________________________________ WoRk PhoNe ( ____ ) ______________________________________

Whom may We thank foR RefeRRing you? ___________________________________________________________________________

WhY DID You BRINg YouR chIlD to the DeNtIst toDaY? __________________________________________________________________ 
_____________________________________________________________________________________________________________________

PeRsoN fINaNcIallY ResPoNsIBle _____________________________________________________________________________________

school Name _______________________________________________________________________________________________________

Pa
tie

nt
 in

fo
rm

at
io

n

Date of last vIsIt to a DeNtIst ________________________________________________________________________________________

What Is YouR maIN DeNtal coNceRN? __________________________________________________________________________________

has child complained about dental problems? ........................................................ Yes   No

how do you expect your child to react to today’s visit? ..........................................Well  NeRvous  QuIet  scaReD

any mouth habits: thumb sucking, nail biting, mouth breathing, pacifier, sleeping with bottle, etc? ..... Yes   NoDe
nt

al
 Hi

sto
ry

mINoR/chIlD’s PhYsIcIaN _____________________________________________________________________________________________

ReceIvINg aNY meDIcatIoNs oR DRugs? ................................... Yes   No meDIcatIoNs ________________________________________

eveR BeeN hosPItalIZeD?  .................................................................. Yes   No  ____________________________________________________

eveR haD suRgeRY? ............................................................................... Yes   No  ____________________________________________________

aNY alleRgIes? ........................................................................................ Yes   No  ____________________________________________________

has mINoR/chIlD haD aNY hIstoRY of, oR DIffIcultY WIth, aNY of the folloWINg? If Yes, Please check aPPRoPRIate Box.

 aDD/aDhD  caNceR  faINtINg  lIveR DIsease  thYRoID DIsease

 aIDs/hIv  ceReBRal PalsY  heaRINg PRoBlems  RheumatIc feveR  tuBeRculosIs

 aNemIa  DoWN sYNDRome  heaRt PRoBlems  seIZuRes  BlooD DIsoRDeR 

 asthma  DIaBetes  hePatItIs  sINus PRoBlems 

 autIsm  ePIlePsY  kIDNeY DIsease  toNsIls 

 otheR _______________________________________________________

me
Di

ca
l H

is
to

ry



to the best of my knowledge, the above information is complete and correct. I understand that it is my responsibility to inform my doctor if 
my minor child ever has a change in health.

minoR/child consent 
I am the parent, guardian, or personal representative of _______________________________________________________________________

 
Please PRINt Name of mINoR chIlD

and there are no court orders now in effect that prohibit me from signing this consent. I do hereby request and authorize the dental staff to 
perform necessary dental services of the child named above, including, but not limited to x-rays, and administration of anesthetics, which are 
deemed advisable by the doctor, whether or not I am present when the treatment is rendered.

insuRance assignment and Release 
I certify that my dependent(s) is/are covered by insurance with _________________________________________________________________

 
Name of INsuRaNce comPaNY(Ies)

I understand that Reading Pediatric Dentistry bills my insurance as a courtesy to me. I am aware that I am responsible for knowing my own in-
surance coverage. I am fully aware that a $25 charge will be applied to my account for all missed appointments as well as appointments 
canceled without a 24-hour notice. I am also aware that I am ultimately responsible for any balance owing on the account. In the event that 
the insurance company does not pay as much as was estimated, I am responsible for the remaining portion. any portion of the account that 
has been left unpaid for more than two months will be subject to an eighteen percent (18%) finance charge. the undersigned further agrees 
to pay any additional collection fees representing up to fifty percent (50%) of the principal balance if the account is referred to a collection 
agency. the undersigned specifically agrees to pay all attorney fees and court costs in the event legal action is taken to collect on the account. 
this additional amount is in recognition of the costs associated with the said collections action processing

_____________________________________________________________________________________________________________________
sIgNatuRe of PaReNt, guaRDIaN oR PeRsoNal RePReseNtatIve Date

_____________________________________________________________________________________________________________________
Please PRINt Name of PaReNt, guaRDIaN oR PeRsoNal RePReseNtatIve RelatIoNshIP to PatIeNt

au
tH

or
iz

at
io

n

I have been given the right to review and receive a copy of Reading Pediatric Dentistry’s Notice of Privacy Practices/hIPPa. I understand that my 

dental provider has the right to change the Notice of Privacy Practices and that I may contact this office at the address above and obtain a  

current copy.

PatIeNt Name _______________________________________________ sIgNatuRe ______________________________________________

RelatIoNshIP to PatIeNt ________________________________________________________________ Date ________________________

Pr
iva

cy
fatheR’s/guaRDIaN’s Name _______________________________

aDDRess (if different from patient’s) __________________________ 

_________________________________________________________

home Ph ( ____ ) __________________________________________

WoRk Ph ( ____ ) __________________________________________

cell Ph   ( ____ ) __________________________________________

emPloYeR _______________________________________________

ssN ___________________ BIRthDate _______________________

motheR’s/guaRDIaN’s Name ______________________________

aDDRess (if different from patient’s) __________________________ 

_________________________________________________________

home Ph ( ____ ) __________________________________________

WoRk Ph ( ____ ) __________________________________________

cell Ph   ( ____ ) __________________________________________

emPloYeR _______________________________________________

ssN ___________________ BIRthDate _______________________

Pa
re

nt
/G

ua
rD
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n

PRImaRY DeNtal INsuRaNce

PlaN Name _____________________ Ph ( ____) _______________

suBscRIBeR’s Name _______________________________________

aDDRess ________________________________________________

gRouP# ___________________ ID# __________________________

secoNDaRY DeNtal INsuRaNce

PlaN Name _____________________ Ph ( ____) _______________

suBscRIBeR’s Name _______________________________________

aDDRess ________________________________________________

gRouP# ___________________ ID# __________________________

in
su

ra
nc

e


