David T. Pascia, D.M.D

James T. Pascia, D.D.S., P.A.

Welcome to our practice!

In maintaining our philosophy of excellence in dentistry it is important that you provide us
with an accurate dental and medical history. Thank you for your cooperation.

NAME: BIRTHDATE:
ADDRESS: APT:
CITY: ZIPCODE:

CONTACT INFORMATION (PARENT/GUARDIAN):

PARENT/GUARDIAN NAME: BIRTHDATE:

CONTACT PHONE: CONTACT EMAIL:

ADDRESS (IF DIFFERENT FROM ABOVE)

RELATIONSHIP TO PATIENT:

PARENT/GUARDIAN NAME: BIRTHDATE:

CONTACT PHONE: CONTACT EMAIL:

ADDRESS (IF DIFFERENT FROM ABOVE)

RELATIONSHIP TO PATIENT:

WHOM MAY WE THANK FOR REFERRING YOU:

DO YOU HAVE DENTAL INSURANCE? YES O NO I
NAME OF DENTAL INSURANCE:

HEALTH HISTORY

NAME OF CHILD'S PEDIATRICIAN? NUMBER:

IS YOUR CHILD TAKING ANY MEDICATIONS? LIST INDIVIDUALLY NAME AND USE:
NAME USE

NAME USE

HAS YOUR CHILD HAD ANY SERIOUS ILLNESS OR INJURY?

IF SO, PLEASE DESCRIBE

DOES YOUR CHILD HAVE ANY MEDICAL CONDITIONS THAT WE SHOULD BE AWARE OF? -

IF SO, PLEASE DESCRIBE

YES

YES

IS YOUR CHILD ALLERGIC TO ANY MEDICATIONST w.ccuvusuowsisarsusvmsivensiussis s saiass siuiosyssnia e st inss rasisssiinasis st avesas staavisrsaiodsbass YES

O PENICILLIN ] ASPIRIN ] CODEINE 0 ERYTHROMYCIN

[ LATEX
ARE YOU AWARE OF THEM BEING ALLERGIC TO ANY OTHER MEDICATION OR SUBSTANCE (IE LATEX)? ..cccoeiviviiiiiiiin YES

NO

NO

NO

NO



PLEASE CHECK ANY OF THE FOLLOWING WHICH YOUR CHILD HAS NOW OR HAS HAD IN THE PAST:

O ANEMIA/BLOOD DISORDER O HEPATITIS

[0 ASTHMA [J LUNG PROBLEMS
O BRAIN INJURY [0 RHEUMATIC FEVER
[J BLOOD TRANFUSIONS [ SPEECH DELAY

[0 CEREBRAL PALSY [ TUBERCULOSIS

[0 CONGENITAL HEART DEFECT/PROBLEM [ VISION DISORDER
[0 DIABETES [0 OTHER:

[0 EPILEPSY/SEIZURES O HEART MURMUR

O HAS A MEDICAL DOCTOR EVER SAID YOUR
CHILD HAS CANCER OR A TUMOR?
TYPE: DIAGNOSED

IS THERE ANY INFORMATION CONCERNING YOUR CHILD’'S HEALTH IN WHICH WE NEED TO BE AWARE OF?.... YES[O NOJ
IF YES, PLEASE EXPLAIN:

DENTAL HISTORY
IS THIS YOUR CHILD’S FIRST TIME TO THE DENTIST: YESOO nNoOd
IF NO, WHEN WAS THE DATE OF THEIR LAST VISIT:
IS YOUR CHILD CURRENTLY IN BRACES: YES O NO O
*IF YES, WHO IS THEIR ORTHODONTIST? NAME: STARTED ORTHO (YEAR)
*IF NO, HAVE THEY HAD BRACES IN THE PAST? YES [] NO [ (PLEASE WRITE YEAR THEY COMPLETED BRACES )

TO THE BEST OF MY KNOWLEDGE THE ABOVE INFORMATION IS TRUE AND CORRECT. I AGREE TO NOTIFY THE DENTIST
ABOUT ANY CHANGES IN MY CHILD’S HEALTH STATUS OR THE ABOVE INFORMATION. I UNDERSTAND I AM RESPONSIBLE
FOR DENTAL SERVICES PROVIDED AND PAYMENT IS DUE WHEN SERVICES ARE RENDERED.

PATIENT'S (MINOR) NAME PRINTED:

PARENT/GUARDIAN’S NAME PRINTED :

PARENT/GUARDIAN'S SIGNATURE: DATE:




David T. Pascia D.M.D
James T. Pascia D.D.S, P.A.

Minor Consent Form

Patient’s name (under the age of 18):

Parent/Guardian’s name of minor:

I, , am the parent/guardian of , ;
who is a minor child. I do hereby authorize and consent to any x-rays, examination,
anesthetic, sedative, and dental treatment rendered under the general, direct, or indirect
supervision of Dr. David T. Pascia, Dr. James T. Pascia, their hygienist, and staff
members that deem necessary. I am aware that diagnostic x-rays and an exam with the
doctor will be performed yearly at their dental hygiene appointments.

This authorization will remain in effect until cancelled in writing to our office.

Parent/Guardian Signature: Date:

2143 49t St, N — St. Petersburg, FL 33710
(727)321-1900 - pasciadentistry@aol.com
www.pasciadentistry.com
“We Cater to Dental Cowards™



David T. Pascia, D.M.D
James T. Pascia, D.D.S., P.A.

Office Policy

We reserve time for each patient in our practice.
Therefore, our office policy is very firm.
Please arrive promptly for all scheduled appointments.

Lateness of more than 20 minutes will necessitate a rescheduling of the appointment.
All cancellations and rescheduling of appointments require a 48 hour notice.
Should you cancel an appointment with less than 48 hours notice it will constitute a broken
appointment and a fee of $50 will be assessed.

I , understand that if I fail to keep

Parent/Guardian Name Printed Minor Patient’s Name Printed

scheduled appointments, a fee of $50 will be assessed to my account or he/she may be denied further
appointments.

Please review each statement below:
e A specific amount of time is reserved especially for you and we strongly encourage all patients to keep
their appointments. If you change your appointment, we require at least 48 hour notice to avoid a $50
cancellation fee (emergencies are an exception).

e If you do not show for your confirmed appointment a $50 fee will be assessed to you your account.

e [fyou are 20 minutes or later to a confirmed, scheduled appointment we will need to reschedule this
appointment. Please note that each appointment is scheduled just for you.

e We require a firm confirmation for all appointments. You can confirm your appointment by calling

the office or through text/email. If we do not receive a firm confirmation for your appointment we will
take you off the schedule.

I fully understand & agree with the above conditions.

Print Minor Patient’s Name:

Print Parent/Guardian’s Name:

Parent/Guardian Signature: Date:

2143 49™ ST N —ST PETERSBURG, FL 33710
(727)321-1900 — www.pasciadentistry.com
“We Cater to Dental Cowards”






