
Welcome to Fox Point Dental! 
 
 

The information on this form will help us give you more reliable and successful treatment.   
Please fill out both sides carefully and completely. Thank you. 

Patient Name:__________________________________________ Birthdate: ____________________________  
Parent/Guardian Name:_____________________________ Residence Phone:___________________________ 
Parent Email:_______________________________________________________________________________ 
Residence Address:________________________________ City: ________________ State: _____ Zip:________  
Social Security Number:____________________________________________________________________ 

If someone other than the patient is responsible for payment, please fill out the following section.  

Person Responsible For Payment: _________________________________Date of Birth:___________________  
Relation To Patient: __________________________________________________________________________ 
Occupation: _____________________________________ Social Security Number: ____________________ 
Employer: _____________________________________________ Business Phone: _____________________ 
Business Address: _______________________________ City: ________________ State: ______ Zip:________ 

If there is any form of dental coverage, please complete the following:   

Name of Carrier:___________________________________________________________________________ 
Employer or Union: ___________________________________ Group Number: ________________________ 
Employee Name:____________________________________________________________________________ 
Employee Social Security Number: ______________________________________________________________ 
Policy Holder’s Date of Birth: __________________________________________________________________  
Has patient had care under this plan? _______________________________ When? ________________________  

Is patient covered under another plan? ❑ YES ❑ NO   

Person not at your address to be contacted in case of an emergency.  
Name:____________________________________________________________________________________ 
Address: _____________________________ City: _____________State:____ Zip:_______Phone:___________ 

 

Treatment Authorization  
I agree to diagnostic procedures and dental treatments as found necessary and desirable for the patient named 
above. This includes the use of study models, radiographs (x-rays), local anesthetic, and relaxing agents.   
I agree to be financially responsible for treatment rendered.   
 
  ____________________________________        _____________ 

Patient, Parent, or Legal Guardian                        Date  
 
Who may we thank for referring you to our office?________________________________________________ 



FOX POINT DENTAL - FINANCIAL AGREEMENT  

INSURANCE 
If you have dental insurance, we are eager to help you receive your maximum allowable benefits. In order to achieve this goal we need your 
assistance and your understanding of our payment policy.  

You will be asked to update your personal and insurance information periodically, including providing our office with copies of your 
insurance card. We are required by law to obtain your signature for permission to release information to your insurance carrier. We will 
gladly submit fees for your covered dental services to your insurance company. However, we expect payment of all services within 90 days. 
It may become necessary for you to pay your account in full if your insurance company fails to pay for services within 90 days. It 
is your responsibility to understand your coverage and benefits, including pre-authorizations and authorization requirements. We will, 
however, assist you to ensure that all plan requirements are met.  

Please initial _________ 

Not all services are a covered benefit in all contracts. Some insurance companies arbitrarily select certain services they will not 
cover. While the filing of insurance claims is a courtesy that we extend to patients, all charges are your responsibility from the 
date the services are rendered.  

Please initial _________ 

PAYMENT FOR SERVICES  
Payment for services is due at the time services are rendered unless payment arrangements have been approved in advance. We 
accept cash, checks, MasterCard, Visa and Discover.  

Please initial _________ 

Returned checks will result in a $35 fee that will be posted to your account. Returned checks, balances older than 90 days and failure 
to pay account balances as promised may be subject to external collection and additional collection fees, including attorney and other court 
fees.  

Please initial _________ 

We will attempt to give you an estimate of your patient payment. This estimate may be altered by your insurance plan, as it is subject 
to annual deductibles, maximums, waiting periods etc. However, regardless of an estimate that you may have received, any difference 
between the fee charged and the amount paid by the insurance company is your responsibility.  

Please initial _________ 

GENERAL  
We will gladly discuss your proposed treatment and answer any questions relating to your insurance. Your insurance is a contract between 
you, your employer and the insurance company. We are not a party to that contract. We must emphasize that as a dental care provider, our 
relationship is with you, not your insurance company.  

We realize that temporary financial problems may affect timely payment of your account. If such problems do arise, we encourage you to 
contact us promptly for assistance in the management of your account.  

CANCELLED APPOINTMENTS  
Charges may be incurred for broken, confirmed appointments and appointments cancelled without 24 hour notice. Your cooperation in 
cancelling your scheduled appointment well in advance allows us the opportunity to offer your appointment to a person who needs dental 
care. Failure to show for a scheduled, confirmed appointment may result in a $45 cancellation fee.  

Please initial _________ 

If you have any questions about the above information, please do not hesitate to ask us!  

Thank you,  
Fox Point Dental, Turner PLLC  

My signature below constitutes acknowledgement and acceptance of this policy.  

 

______________________________ _____________________________________ _______________ 

Patient name-Printed     Patient or guardian signature              Date  



 

Infant Tongue and Lip Tie Assessment 

Patient’s Name ____________________________________Birth date ____________________ Today’s Date _______________________ 

 Medical problems: ________ Heart disease ____________ Bleeding disorders _____________   Other______________________  

______Male _______Female      Birth Weight ____________   Present Weight ____________ Birth Hospital__________________ 

_______Vaginal birth _________C-Section Birth     Any birth complications? ____________________________________________ 

Are you presently breastfeeding _____Yes _____No  If no, how long since you stopped breastfeeding _____________ 

Medical History:  

1. Infants are usually given vitamin K at birth. Did your child receive the vitamin K shot?  _____yes ______no 
2. Was your infant premature? ____ Yes ____ No  If yes, how many weeks? _____________ 
3. Does your infant have any heart disease ____ Yes ____ No    
4. Has your infant had any surgery? ____ Yes ____ No 
5. Has your infant experienced any of the following? Please check / circle / elaborate as needed. 
 
____ Shallow latch at breast or bottle 
____ Falls asleep while eating 
____Slides or pops on and off the nipple 
____ Colic symptoms / Cries a lot  
____ Reflux symptoms 
____ Clicking or smacking noises when eating 
____ Spits up often? Amount / Frequency_______________ 
____ Gagging, choking, coughing when eating  
____ Gassy (toots a lot) / Fussy often    
____ Poor weight gain  
____ Hiccups often 

____ Lip curls under when nursing or taking bottle 
_____Gumming or chewing your nipple when nursing 
_____Pacifier falls out easily, doesn’t like, won’t stay in 
_____ Milk dribbles out of mouth when nursing/bottle 
_____ Short sleeping requiring feedings every 1-2hrs 
_____Snoring, noisy breathing or mouth breathing 
_____Feels like a full time job just to feed baby 
_____ Nose congested often 
_____ Baby is frustrated at the breast or bottle 
How long does baby take to eat? ________________ 
How often does baby eat? ________________________ 

 
6. Is your infant taking any medications? ____ Reflux _____Thrush   Name of medication: __________________ 
7. Has your infant had a prior surgery to correct the tongue or lip tie? If yes, when, where, and by whom? 
____________________________________________________________________________________________________________________________ 

8. Do you have any of the following signs or symptoms? Please check / circle / elaborate as needed.

____ Creased, flattened or blanched nipples  
____ Lipstick shaped nipples 
____ Blistered or cut nipples 
____ Bleeding nipples 
Pain on a scale of 1-10 when first latching ________ 
Pain (1-10) during nursing: _______ 

____ Poor or incomplete breast drainage 
 ____ Infected nipples or breasts 
_____Plugged ducts / engorgement / mastitis  
_____Nipple thrush  
_____ Using a nipple shield 
_____Baby prefers one side over other  _____ (R/

Pediatrician ________________________________________________________Phone number: ____________________________________ 

Lactation Consultant ______________________________________________Phone number:_____________________________________  

Who referred you to us?  ________________________________   Doctor’s Signature ________________________________ 
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