




 
 

Milestone Dental Group 
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PEDIATRIC INTAKE FORM 
 

CHILD’S NAME______________________________________________     DOB______________ 

CHILD’S PEDIATRICIAN ___________________________________________ Phone #: ____________________ 
 
FEEDING  
1. Is your child currently breastfeeding? Y  N    If yes, how many times per night does s/he breastfeed?__________ 
2. Does your child drink from a bottle/sippy cup? Y  N  
3. Does your child drink juice? Y  N How often? _____________ 
 
ORAL HABITS 
1. Does your child suck their thumb/use a pacifier? Y  N   
2. At what age did your child stop thumb-sucking/pacifier? ______________ 
 
FLUORIDE EXPOSURE 
1. Did/does your child drink baby formula? Y  N . Was/is it reconstituted with bottled water or tap water? Y  N 
2. Does your child use fluoridated toothpaste? Y  N  If yes, how much? ______________________ 
3. Does your child use fluoridated mouth rinse? Y  N      4. Does your child take a fluoride supplement? Y  N 
5. Does your child drink tap water? Y  N 
 
ORAL HYGIENE 
1. How many times per day does your child brush their teeth? ___________  Do you help? ____________ 
2. Does your child floss? Y  N   How often? __________ 
 
ORAL INJURY 
1. Has your child sustained an injury to their face or teeth? Y  N 
If yes, please explain (when/what happened) ________________________________________________________ 
_____________________________________________________________________________________________ 

2. Does your child play a sport? Y  N   If yes, do they wear a mouth guard? Y  N 
 
GENERAL 
1. Has your child had a previous negative experience at a dental office? Y  N 
If yes, could you tell us more about that (when/what happened) ________________________________________ 
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 
 
2. How do you think your child will respond to his/her cleaning and exam today? ___________________________ 
_____________________________________________________________________________________________ 
 
3. What is your child’s primary interest (toy, book, game, character)?  ____________________________________ 
_____________________________________________________________________________________________ 
 
4. Do you have any specific questions or concerns regarding your child’s teeth or oral health? _________________ 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 
 
 
 
_____________________________________________________________________________________________ 
Parent Printed Name   Parent Signature     Date 



 
 
 
 
 

 
 

DENTAL INSURANCE: 

As a courtesy we will file your insurance claim for you. We offer this service to you as a courtesy only and it is not meant 
to be a substitute for payment. We will attempt to collect from your insurance carrier their portion of the charges for 
your visit. We cannot guarantee that they will pay any amount for your treatment. Each plan has different exclusions 
and limitations and those exclusions and limitations change over time. Our office recommends dental treatment based 
on medical necessity and not whether your insurance company will cover a procedure. It is your responsibility to know 
your dental coverage and to pay any amount not covered by your insurance company regardless of the reason. We will 
instruct your insurance carrier to send all payments directly to our office for reimbursement. 

PAYMENTS AT TIME OF SERVICE: 

At the time of service, your estimated co-payment is due. For procedures with multiple appointments, at least fifty 
percent of your estimated portion is due at the first appointment and the balance is due by the beginning of the final 
appointment. 

APPOINTMENT POLICY: 

The nature of your dental treatment may require a series of appointments that require resting time to promote healing 
until next visit. It is imperative that your appointments be maintained in order; otherwise your treatment may be 
delayed several months. 

MISSED/CANCELLED APPOINTMENT CHARGE: 

Any appointment that is missed or not cancelled within 2 business days of the appointment will be subject to a charge of 
$75.00 for the first occurrence.  
Future missed or cancelled appointments may require a deposit prior to rescheduling in addition to the missed/late 
cancel fee. No further appointments will be made until the fee is paid. Cancellations must be made during business 
hours. Messages left after 6:00 pm will be considered to have been made on the next business day.                   
                         INITIALS 

AGREEMENT: 

I have read, understood, and agreed to all of the above financial and appointment policies of Milestone Dental Group. I 
understand that treatment cannot begin until this form is signed and agreed to. I understand that I am responsible for 
my dental cost regardless of any insurance coverage. 

 
 
 
 
 
 
 
                
Name      Signature      Date 
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