
(Please print cIear1y) Julie O. Childers, O.M.O., P.A. 

PATIENT INFORMATION 


Patient Name _ ___ ___________________ Nickname _____________ 


Social Security #_ _ ________________ _ ____ Date of Birth ____________ 


Street Address _ ___ 


Mailing Address (if different) ___________________ Email Address : ____________ 


City ______________________ State ________ Zip __________ 


Home Phone: ________________ Business Phone: _______ Cell Phone: _______ 


Occupation __________ _ _ ___ EmployerISchool_ ___________________ 


Business Address _ _ ____ _ _ _ _ _____-~ City ____ .___~_ State_____ Zip_ _____ 


o Single o Married Spouse Name _ ____________-+-________________ 

Are other family members patients in our office? D yes 0 no 
If yes, please list _____ _____ _____ _ _ ______ ________________ 

Person responsible for payment (if not patient) ____ 

Street address Relation________________ ________ ____________ _ _ 

City_ _ _ _ ___ _____ _______ State ________ Zip _ _ ___ _______ 

How will this account be paid? I~ I cash o check C mastercard/visa 

Who recommended our office? ____ _______________________________ 

Previous dentist name _ ________ _ _ _ ___ _ _ _ City _____ _ _ _ ___ _ ._ ___ _ 

DENTAL INSURANCE INFORMATION 

Our office will fill out an insurance form and accept payment from your Insurance Company for their part 
of your dental fee, IF you complete the following information_ YOU must pay the balance of the fee at the time 
of treatment. We can also request a predetermination of your benefits from your insurance before beginning 
any extensive treatment. We cannot accept out-ot-state or international insurance. 

Employee or Insured's Name 0 . 0 . 8 . 

Employer Name _ _ ______________ ___ ____ ___ 

Insured Soc. Sec. # 

Insurance Company Name ___ __________ _ 

Address _______ 
Street City 51. Zip 

Please sign if you would like our office to receive payments directly from your insurance company. You will be responsible 
for the balance of your fee. 

:3ignature ____ ___ ___ __ _ ____ _ _ Date 



- --------------------------------
___ ____ _____________ _ 

____ ____________ _ _ __ _ 

__________________ _ 

--------------------------------------------------------------------

------- ------------------

Dr. Julie O. Childers 

MEDICAL HISTORY 

PATIENT NAME _______________ ____ Birth Oale _______________ 

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may 

have, or medication that you may be taking, could have an important interrelationship with the dentistry you wi ll receive. Thank you for answering the 

following questions. 

Are you under a physician's care now? 0 Yes - No 

Have you ever been hospitalized or had a major operation? ~ Yes No 

Have you ever had a serious head or neck injury? ' Yes v No 

Are you taking any medications, pills, or drugs? 0 Yes 0 No 

Do you take, or have you taken, Phen-Fen or Redux? 0 Yes () No 

--- Are you on a special diet? ()'i'esO No 

Do you use tobacco? ~' Yes :' No 

Do you u.se controlled substances? Yes No 

l
' Are you allergic to any of the following? 

o Aspirin C Penicillin C Codeine Acrync 

n Other If yes, please explain : 

- Do you have, or have you had, any of the following? 

o AIDS/HIV Positive 

o Alzheimer's Disease 

o Anaphylaxis 

o Anemia 

o Angina 

o Arthritis/Gout 

o Artificial Heart Valve 

[J Artificia l Joint 

o Asthma 

--1 Blood Disease 

C Blood Transfusion 

---.! 	 Breathing Problem 

o 	Bruise Easily 

o Cancer 

I~ Chemotherapy 

n Chest Pains 

0 Cold Sores/Fever Blisters 

C Congenital Heart Disorder 

0 Convulsions 

..J Cortisone Medicine 

~ Diabetes 

l Drug Addiction 

L Easily Wi nded 

LJ Emphysema 

L 1 Epilepsy or Seizures 

_ Excessive Bleeding 

r Excessive Thirst 

L Fainting Spells/Dizziness 

0 "Fr'eq-uent Cough - ­

~ Frequent Diarrhea 

L~ve you ever had any serious illness not listed above? 

Comments: 

If yes, please explain' 

If yes, please explain. 

If yes, please explain : 

If yes, plea se list : 

Women' Are you 


PregnanVTryil1g to get pregnant? Nursing? 
 J 
Taking oral contraceptives? 
~--.-

Metal Latex Local Anesthetics 

Frequent Headaches 

,--, 	Genital Herpes 

Glaucoma 

Hay Fever 

~ 	Heart A\'Iad<IFaUure 

Heart Murmur 

Heart Pace Maker 

Heart TroublelOiSease 

Hemophilia 

::J Hepatitis A 

HepatilJs B or C 

Herpes 

High Blood Pressure 

Irregular Heartbea 

Kidney Problems 

Leukemia 

Liver DISease 

Low Blood Pressure 

lung Disease 

Mitral Valve Prolapse 

Pain in Jaw Joints 

Parathyroid Disease 

Psychiatric Care 

Radiation Treatments 

Recent Weight Loss 

Renal Dialysis 

_'2 Fi~rRa"sh '-RrreTItf!& tJC Feve i 

Hypoglycemia Rheumatism 

- - Yes ~~ No If yes, please explain 

Scar1et Fever 

~ Shingles 

Sickle Cell Disease 

~ Sinus Trouble 

U Spina BiMa 

[l Stomach/Intestinal Disease 

U Stroke 

~ Swelling of Limbs 

L Thyroid Disease 

~ Tonsillitis 

Tuberculosis 

Tumors or Growths 

Ulcers 

Venereat-(}isease 

Yellow Jaundice 

r -- --- -- - - ---- --	 --- - ­
To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be 

dangerous to my (or patient's) health. It is my responsibility to in form the dental office of any changes in medical status. 
I 

I 
I 

SIGNATURE OF PATIENT, PARENT, or GUARDIAN ________ _ ________________________ DATE ________________ 



Consent 

I give this practice/clinic my consent to use or disclose my protected health information 
to carry out my treatment, to obtain payment from insurance companies, and for health 
care operations like quality reviews. 

I have been informed that I may review the practice/clinic's Notice of Pri vacy Practices 
(for a more complete description of uses and disclosures) before signing this consent. 

I understand that this practice/clinic has the right to change their privacy practices 
and that I may obtain any revised notices at the practice/clinic. 

I understand that I have the right to request a restriction of how my protected health 
information is used. However, I also understand that the practice/clinic is not required to 
agree to the request. If the practice/clinic agrees to my requested restriction, they must 
follow the restriction(s). 

I also understand that I may revoke this consent at any time, by making a request in 
writing, except for information already used or disclosed. 

Signature: ________________________________________Date: __________________ 

Patient . parent or legal guardian 

If signed by patient representative, state relationship to patient _________________________ 

ITEM 067-3749118239 



Julie 0 Childers DMD PA 

700 Plaza Circle Ste M I CLI NTON SC, 29325 I (864) 833-5673 

Written Financial Policy 

Thank you for choosing Julie 0 Childers DMD PA. Our primary mission is to deliver the best and most 
comprehensive dental care available. An important part of the mission is making the cost of optimal care as 
easy and manageable for our patients as possible by offering several payment options. 

Payment Options: 

You can choose from: 

- Cash, Check, Visa , Mastercard or Discover Card 

We offer a 5% courtesy accounting adjustment to patients who pay for their treatment with cash or 
check prior to completion of care for treatment plans of $1'000 or more. 

- Convenient Monthly Payment Plans1 from CareCredit 

o Allow you to pay over time 

o No annual fees or pre-payment penalties 

Please note: 

Julie 0 Childers DMD PA requires payment prior to the completion of your treatment. If you choose to 
discontinue care before treatment is comp'lete, your refund will be determined upon review of your case. 

For plans requiring multiple appointments, alternative payment arrangements may be provided. 

For patients with dental insurance we are happy to work with your carrier to maximize your benefit and directly 
bill them for reimbursement for your treatmenF 

Julie 0 Childers DMD PA charges $30 for returned checks. 

If you have any questions, please do not hesitate to ask. We are here to help you get the dentistry you want 
or need. 

Patient, Parent or Guardian. Signature Date 

Patient Name (Please Print) 

'Subject to credit approva l 

'However, if we do not receive payment from your insurance carrier within 90 days , you wi ll be responsib le for payment of your 
treatment fees and collection of your benefits directly from your insurance carrier. 


