


Child Dental History Form 

 

Patient Last Name: ________________________ First Name: __________________________ MI: __________  

Date of Birth: _________________________ 

Parent/ Guardian Name: _______________________________________________________________________ 

PLEASE CIRCLE THE APPROPRIATE ANSWER 

1) Is this your child’s first visit to the dentist?       YES       NO 

2) If not, how long since their last visit? ___________________ 

3) Were any x-rays or radiographs taken when your child previously visited the dentist?     YES     NO 

4) Does your child eat between meals?     YES    NO 

5) Does your child eat sweets, such as candy, soda pop, chewing gum?     YES    NO 

6) When does your child brush his/ her teeth? 
a. Upon arising     b.  After eating any food     c.  Right after meals     d. Before going to bed 

7)  How does your child receive fluoride?  

a. Community water   b. Well water   c. Drops or tablets    d.  Rinse or gel    e.   No fluoride 

8) Have any cavities been noted in the past?     YES     NO 

9) Does your child suck his/ her thumb or fingers?     YES    NO 

10) Were any teeth (baby or permanent) removed by extraction?     YES    NO 

a. If so, was it suggested the space be maintained?     YES    NO 
b. Was an appliance placed?     YES   NO 

11) Has there ever been any injuries to the teeth, such as falls, blows, chips, etc.?     YES    NO  

a. If so, please describe____________________________________________________ 

12) Has your child has any problems with dental treatment in the past?     YES    NO 

13) Has anyone in your family, including parents, had orthodontics?     YES    NO 

14) Has your child ever received local anesthetic?     YES    NO 

15) Has your child ever has occlusal sealants?    YES    NO 

16) Does your child think there is anything wrong with his/ her teeth?     YES    NO 

I CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCUTATE. 

Parent/ Guardian Signature: ________________________________________________________________ 

 Date: ________________________________ 

Dentist Signature: __________________________________________________________________________ 

Date: _________________________________ 

 





Dr. William J Twohig DDS 
PO Box 579 

Weyauwega, WI 54983 

Phone: (920)867-3101 

Fax: (920)867-3108 

Email: info@drtwohig.com 

 

 Office Policies 

Appointments 

One of our team members will notify you of your scheduled appointment 2 weeks prior to the date via email or text 
message. To receive this type appointment reminder, you must provide a valid email address, cell phone number, or 
both. For those patients that would prefer a phone call reminder for their upcoming appointment you will be notified 
1 week prior. No matter your preferred method of contact, ALL appointments must be confirmed either by replying 
to your email or text message notification or by calling our office to verbally confirm your scheduled date and time. 
If you have a conflict with a scheduled appointment or are unable to make it to your scheduled appointment you 
must call the office to notify our staff. We ask that you do NOT notify us by email or by replying to our automated 
confirmation service as we not receive the message in time.  

We understand that sometimes things happen that would prevent you from being able to keep your scheduled 
appointment. But please keep in mind that when scheduling your appointment, that specific time is reserved only for 
you. If you are unable to keep your scheduled appointment we ask that you please notify us 48 hours prior to so that 
we may offer that appointment time to another patient. Short notice cancelations (less than 48 hours) or No Shows 
may result in a missed appointment charge that ranges in fees of $75 to $150. There are few exceptions to this policy 
but we do understand sudden illnesses and unforeseen situations.  

We ask that patients with scheduled appointments please arrive 10 minutes prior to your scheduled appointment 
time. For patients that will be visiting us for the first time we ask that you arrive 20 minutes prior to your scheduled 
appointment time as there are a few forms that, by law, need to be completed upon your arrival at the office. If you 
know that you will be running late for your appointment we encourage you to please call our office and inform us of 
the situation. We reserve the right to reschedule your appointment if we feel that the appointments of other patients 
will be affected.  

Insurance & Financials 

Our dental practice works with most dental insurance plans; however, we are a non-contracted provider and 
encourage our patients to please familiarize themselves with their insurance plan. As a courtesy to our patients we 
will submit your insurance claim but it is your responsibility to follow up regarding benefit payment. Because we 
are a non-contracted provider some insurance plans do send the benefit payment to the policy holder.  

We ask that payments for any and all services be made the day of your appointment. If we are submitting to your 
insurance provider we do expect the patient portion to be paid at the time services are rendered. Services that will 
not be covered by your insurance must be paid for that same day as well. We accept cash, check, all major credit 
cards, Care Credit and Lending Club. If you are unfamiliar with Care Credit or Lending Club one of our helpful 
team members would be happy to help answer your questions. We do not offer in house payment plans or financing.  

 



 
Dr. William J Twohig DDS 

PO Box 579 
Weyauwega, WI 54983 
Phone: (920)867-3101 

Fax: (920)867-3108 
Email: info@drtwohig.com 

 

FINANCIAL OPTIONS 
 
CASH, CHECK or CREDIT CARD, MASTERCARD, VISA, DISCOVER OR AMERICAN EXPRESS.                 
We accept these major credit cards to allow you the most convenience in taking care of your account.  

 
PRE-PAYMENT OPTION. 
Get a 5% Pre-Pay Discount on treatment totaling $500 or more if payment is received 7 days prior to your scheduled 
appointment. If selecting this option, payment must be made by either CASH or Check.   
  
FOR PATIENTS WITH AN ACTIVE DENTAL INSURANCE POLICY. 
To help you in maximizing your dental benefits, we’ll gladly assist in submitting your dental claim forms to your primary 
dental insurance provider. However, please be advised we are an Out of Network dental provider and patient balances are due 
at the time services are rendered.   
 
ACCEPTED & OFFERED OUTSIDE FINANCING OPTION. 
For our patients that prefer to pay overtime, we’ve made special arrangements with our friends at CARE CREDIT & 
LENDING CLUB. Both entities have a variety of payment options that allow you to carry on with your dental care while 
making comfortable monthly payments.  One of our team members will be happy to assist you with any questions. 
 
 

DESIGNATED FINANCIAL OPTIONS 
 

*If choosing to pay by Credit/ Debit Card, please fill in the information below. 
*If choosing to pay by Care Credit Card, please provide the below information and make sure to present your 
card at the time of service. 

 

 CASH/ CHECK     CARE CREDIT     DISCOVER      MASTERCARD      VISA     AMERICAN EXPRESS 
 

 
__________________________________________________________          ____________________________ 

                  Card Number                                  Expiration Date 
 
 
 
I have read and understand my financial options. I understand that any and/or all expenses incurred must be paid for at the 
time services are rendered. I understand that my dental insurance claims, if applicable, will be submitted on my behalf but it 
is my responsibility to provide accurate and up to date insurance information prior to my scheduled appointment.    
 
 
 
SIGNATURE: _____________________________________________    DATE: _________________________ 
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