PATIENT INFORMATION
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Child’s Name: Preferred Name:

Birth Date: Male: _ Female: Social Security #: -
Home Address:

City, State, Zip: Phone Number:

Who can we thank for referring you to us? (Please check all that apply.)

O Primary Care Doctor
O General Dentist

O Friend/Family
O School/Daycare

How have you heard about us? (Please check all that apply.)

O Social Media
Google/Website
Insurance Directory
Walk in

0 O

Billboard

Newspaper or magazine
Community Event
Other:

I

PARENT/FOSTER PARENT/LEGAL GUARDIAN INFORMATION

Name: Relationship:
Birth Date: Email Address:

Home Address (if different than child):

City, State, Zip: Phone Number:

PRIMARY DENTAL INSURANCE:

Insurance Company:

Relationship to Patient:

Employer:

SECONDARY DENTAL INSURANCE:

Insurance Company:

Relationship to Patient:

Employer:

Subscriber’s Name:

DOB: SS#: - -
Subscriber’s ID: Group #:

Subscriber’s Name:

DOB: SS#: - -
Subscriber’s ID: Group #:
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MEDICAL/DENTAL HISTORY
Patient Name: Male:___ Female:___ Date of Birth:

O Parent/Legal Guardian
O Documentation of Court Order on file

O Foster Parent: Case Worker: Phone Number:
Primary Care Physician Name: Phone Number:
Specialists: Name of Facility/Doctor: Phone Number:

Name of Facility/Doctor: Phone Number:
Reason seen by Specialist: Date last seen:

Dental History

What concerns do you have about your child’s dental care?

How often does your child brush their teeth?

How often does your child floss?

Are you comfortable with the use of Fluoride for your child? Yes No

Is your child taking Fluoride supplements? Yes No I’d like a prescription

How do you expect your child to do at today’s visit?

Does your family have a history of dental anomalies? i.e. missing teeth, enamel disorder, etc.

Has your child ever had a poor dental experience that you are concerned about?

If this is your child’s first visit with us, when were they last seen by a dentist?

Does your child have any oral habits? i.e. thumb sucking, pacifier, etc

Is there anything you would like us to be aware of before your child’s visit today?

How did you hear about our office?

Medical History

Allergies: __ No Known Allergies __ Medications __ Food __ Seasonal/Environmental __ Tape __ Latex
Allergy: Reaction:

Allergy: Reaction:

Allergy: Reaction:




Patient Medications: __ None ___ Takes Medications (Please list below)

Medication: Dose: Frequency: Reason:
Medication: Dose: Frequency: Reason:
Medication: Dose: Frequency: Reason:

Surgeries/Hospitalizations: __ N/A __ Admitted to the hospital or had surgery (Please list below)

Date: Surgery/Hospitalization: Outcome:

Date: Surgery/Hospitalization: Outcome:

Is your child on a special diet? ___ Yes __No

Is your child up to date on immunizations? ___ Yes ___ No

Allergic to any of the following? __ Aspirin __ Penicillin __ Codeine __ Acrylic __ Metal __ Latex __ Sulfa Drugs
__ Local Anesthetics

Does your child have, or have had, any of the following? Check all that apply
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AIDS/HIV Positive
Anaphylaxis
Anemia

Arthritis

Asthma

Autism

Blood Disease
Blood Transfusion
Breathing Problems
Bruises Easily
Cancer

Cerebral Palsy
Chemotherapy
Chest Pains

Cold Sores/Fever
Blisters

Congenital Heart
Disorder

Cystic Fibrosis
Diabetes

Epilepsy or Seizures
Excessive Bleeding
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Fainting
Spells/Dizziness
Frequent Cough
Glaucoma

Hay Fever

Heart Murmur
Hemophilia
Hepatitis A
Hepatitis Bor C
Herpes

High Blood Pressure
Hives or Rash
Hypoglycemia
Heart Pacemaker
Other Heart Issue
Irregular Heartbeat
Kidney Problems
Leukemia

Liver Disease
Mitral Valve Prolapse
Pain in Jaw Joints

Has your child ever had any serious illness not listed above?
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Premature Birth

o ____ Weeks
Parathyroid Disease
Psychiatric Care
Rheumatism
Radiation Treatment
Rheumatic Fever
Scarlet Fever
Sickle Cell Disease
Sinus Trouble
Spina Bifida
Stomach/Intestinal
Disease
Stroke
Thyroid Disease
Tonsillitis
Tuberculosis
Tumors or Growths
Ulcers
Yellow Jaundice

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 the patient’s health. It is my responsibility to inform my dental office of any

changes in medical status.

Parent Signature:

Date:
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Informed General Treatment Consent for Pediatric Dentistry

Work to be done

| understand that | am having the following work done:

___ X-rays ___Dental Examination ___ Dental Fillings ___ Zirconia Crown(s) ___Stainless Steel Crown(s)
___ Pulpotomy/baby root canal therapy ___ Extraction(s) ___ Nitrous Oxide Sedation ___ Oral Sedation
___General Anesthesia ___Space Maintainer___ Fluoride Treatment

Initials

2. Medications; Anesthesia

I understand that antibiotics and analgesics and other medications can cause allergic reactions causing
redness and swelling of tissue, pain, itching, vomiting and/or anaphylactic shock (severe allergic reaction)
I understand that all medications have the potential for accompanying risks, side effects, and drug
interactions. Therefore, it is critical that | tell my dentist of all medications my child is currently taking,
which | have done

Initials

3. Changes in Treatment Plan

I understand that during treatment it may be necessary to change or add procedures because of
conditions found while working on the teeth that were not discovered during examination, the most
common being root canal therapy following routine restorative procedures. | give my permission to Dr.
Lentfer to make any and all changes and additions as necessary

Initials

4. Removal of Teeth

5.

Crowns

Alternatives to removal have been explained to me (root canal therapy, crowns, etc.) and | authorize Dr.
Lentfer to remove the following teeth and any other necessary for reasons as described to me and
explained in the extraction consent form. | understand that removing teeth does not always remove all of
the infection. If present, and it may be necessary to have further treatment. | understand the risks
involved in having teeth removed, some of which are pain, swelling, spread of infection, dry socket, loss of
feeling in lips, teeth, tongue and surrounding tissue (paresthesia) that can last for an indefinite period of
time (days, months, permanent) or fractured jaw. | understand my child may need further treatment by a
specialist or even hospitalization if complications arise during or following treatment, the cost of which is
my responsibility. Initials

1 understand that sometimes it is not possible to match the color of natural teeth exactly with artificial
teeth. Dr. Lentfer has discussed the crown options of Zirconia, Stainless Steel or Stainless Steel with white
veneer coping. | understand that Zirconia crowns have a higher risk for fracture. | understand the veneer
on stainless steel crowns with white coping may chip off and this does not indicate a need for
replacement. If chipping of this coping occurs, it will be a cost that is my responsibility to replace the
crown. Initials



6. Fillings

Fillings are typically used to restore teeth damaged by decay when additional strengthening of the tooth
is not required. Fillings can also be used to repair damaged or sensitive area of teeth near the gumline
even if no decay is present. | understand that care must be exercised in chewing on fillings to avoid
breakage. | understand that a more extensive restoration than originally planned may be required due to
additional conditions discovered during preparation. | realize that fillings are rarely “permanent” and
usually require periodic replacement. | understand that any time a tooth is prepared, for any reason,
there is always irritation to the nerve of the tooth, which may result in post-operative sensitivity or, in
some cases, permanent nerve damage requiring root canal treatment and a crown or removal of the
tooth. It is difficult to predict how a tooth may respond to treatment. Initials

7. Pulpotomy/Pulpectomy (baby root canal)

| realize there is no guarantee that root canal treatment will save my child’s tooth, and that complications
can occur from the treatment as described in the pulpotomy consent form. Initials

8. Space Maintainer

A space maintainer is used to hold space for permanent teeth. | understand that without the use of a

space maintainer, permanent damage can occur and require orthodontic treatment in the future which
would be an expense | would be responsible for. No guarantees have been made to me and | understand
that the use of space maintainers can be unpredictable and results may vary. Initials

9. Fluoride Treatment

Fluoride treatment is used to strengthen weakened enamel and is applied using varnish and is also
present in some dental materials. | have been presented with options and given the choice to use or not
use fluoride. | understand there is a risk of fluorosis that can be permanent damage to the permanent and
primary teeth with the use of fluoride. Initials

| understand that dentistry is not an exact science and that no specific results can be assured or guaranteed.

| acknowledge that no such guarantees have been made regarding the dental treatment | have authorized.

| understand that the treatment plan and fees proposed are subject to modification, depending upon unforeseen or
undiagnosed conditions that may be recognized only during the course of treatment. | understand that any
associated fees are my financial responsibility. | have had the opportunity to read this form and ask questions;

my questions have been answered to my satisfaction; and | consent to the proposed treatment.

Parent/Guardian Signature Parent/Guardian printed name Date
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Office Policies

Welcome to Oregon Kids Pediatric Dentistry, the practice of Dr. Jordan Lentfer. We appreciate the trust you have shown
us by selecting our office to provide your child’s dental care needs. We are committed to providing you with the highest
quality oral health care in the most gentle, efficient, non-invasive and biologically compatible way possible. We look
forward to helping your child. Below are our office policies. Please read these and feel free to ask any questions you may
have. Please sign and date below to verify you have read, understand and accept these policies.

Parent/Guardian being present

It is imperative that a parent or legal guardian be present for an initial exam at our office. This is due to the need for
legal consent forms to be signed that can only be signed by a legal guardian. After the first appointment, if we have
written and signed consent from the parent or legal guardian, a friend or family member can bring your child to their
appointments. If a parents or legal guardian is not present for the initial exam, we will have to cancel your appointment.
Even with a signed power of attorney, there may be times we won’t be able to provide treatment if another consent
form or change of treatment plan is needed at which time we would need a legal guardian or parent to again consent
for treatment.

Missed/Cancelled Appointments

When you make an appointment at Oregon Kids Pediatric Dentistry, we reserve that time exclusively for you and prepare
a treatment room for your particular treatment. This policy makes it possible to give your child their reserved room
immediately. We understand that life happens and sometimes you will have to cancel your child’s appointment, but, in
order to provide an opportunity for another child who needs our care to be seen, we request a 24 hour notice of
cancellation. We do not charge for missed appointments, however, after three missed appointments with no notice or
less than 24 hour notice, we will only see your child on an emergency walk-in basis or possibly dismiss your child from
our practice.

Parents and siblings in Treatment Room

Dr. Lentfer and her team at Oregon Kids Pediatric Dentistry believe it is your right to be with your child for treatment
whenever possible. Though most children do better for dental care when their parents are not present, some do better
with, and it is almost always up to you if you choose to be present in the treatment room or not. That being said, there
are some procedures that restrict parental access during treatment or limit access to only one parent/guardian allowed.
They are:

1. General Anesthesia — when performing general anesthesia, a parent is never allowed in the treatment room. It is in
your child’s best interest, and for their safety, that the anesthesiologist and Dr. Lentfer have you wait in the reception
area at the start of the procedure and during treatment. This is to allow the anesthesiologist and dentist the ability
to give your child all of their care and attention. You will be with your child as soon as they wake up, if not before.

2. Frenectomies - Parents may bring their child to the treatment room, but are not allowed to stay
in the treatment room while frenectomies are being performed. Parents will wait in the baby
room until the assistant lets them know the procedure is done and they can come back for
their child.

3. Use of Solea Laser — when using the Solea Laser for treatment, it is required that anyone present use protective
eyewear. Due to this need and reducing risk of exposure to the laser that could damage the eyes, only one
parent/guardian is allowed in the room during use of the laser. This is during most restorative procedures and
surgical procedures.



4. X-Rays — to minimize exposure to radiation, only your child is allowed in the treatment room while radiographs
are being exposed. You will be allowed to watch from the doorway while your child has x-rays taken.

5. Siblings — we recommend siblings wait in the reception area whenever another sibling is having treatment done, be it
a cleaning and exam or having fillings completed. This is so the child having treatment gets to have the full attention
of their parents and the dental team. We understand it is not always possible to have another caregiver present, so
we do make exceptions for cleanings and exams but siblings are not allowed at any time during appointments when
your child is having fillings, extractions, use of laser, general anesthesia or any other form of restorative treatment.
We do not allow young children to be left unattended in the reception area while you are with your child in the
operative room, therefore it is important you arrange for care of other children ahead of time if you choose to be
with your child during their treatment.

Medical History

We will have you update a medical history for your child annually, but please keep us updated with all
changes in your child’s medical condition(s). At times, Dr. Lentfer may need to consult with your child’s other
medical care providers regarding medicals and/or medical conditions.

Insurance Billing

As a courtesy to our patients, we will bill your insurance. You are responsible for all deductibles, co payments
and unpaid balances at the time of service and any balances due not covered y your insurance.

After Hours Emergency

Dr. Lentfer answers her own after hours calls whenever possible. At times, Dr. Lentfer does share on call with
Dr. Stapleton, Dr. Drew and Dr. Ford. If your child has an after-hours emergency, do not hesitate to contact our
office, we want to help you. If your child requires treatment after hours, there will be an additional
after-hours emergency charge that varies depending on insurance coverage. Dr. Lentfer is unsure of costs that
other dentists who cover on-call will charge you. In addition, Dr. Lentfer cannot guarantee that another
on-call provider will accept your insurance.

Recommended Treatment

For your child’s dentistry to have the greatest likelihood of success, it is necessary to follow through in a
timely manner with Dr. Lentfer’s recommendations for treatment. Failing to follow through with treatment
could negatively affect the result of your child’s dental treatment and be detrimental to their health. If you
choose to not follow through with recommended care, we may have you sign a Refusal of Recommended

Treatment form.

Release of Records

If you have been seen at another office, it is your responsibility to contact them and have them email, fax, or
mail your child’s records. If you choose to see another provider after seeing us, we will need you to sign a
records release and it is your responsibility to give us proper information to forward your child’s records. We do
not charge for release of records. Please allow up to two weeks for us to forward your child’s records.

By signing below, | acknowledge that | have read and understand the above information. In addition, | hereby
authorize my child’s physician(s) to release any pertinent facts regarding my child’ medical conditions to Dr. Lentfer.

Child’s name Parent/Guardian Signature Printed Name Relationship Date



Effective Date:
January 27, 2026
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NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

We take our responsibility to safeguard your protected health information very setiously. We value your trust
as an important part of our ability to provide you with the best possible medical care. We are dedicated to
defending your right to a confidential relationship with your provider.

This notice describes how your medical information may be used and disclosed and how you can access this
information. Please review it carefully.

How We May Use and Disclose Your Information

We may use and disclose health information about you without your permission for the following reasons:

1. For Treatment: To coordinate or manage your care with other providers or facilities.
2. For Payment: To obtain reimbursement from insurance for services provided.

3. For Healthcare Operations: To improve our services, manage our practice, train staff, and perform
audits.

For Legal Requirements: When required by federal, state, or local law.

To Prevent Serious Threats: To protect your health and safety or the health and safety of others.
For Public Health and Safety: Including disease prevention, abuse reporting, and FDA oversight.
For Research: When reviewed and approved under a special process.

For Workers' Compensation and Law Enforcement: When required under these programs.
With Family or Friends: If involved in your care and based on your preference or best interest.
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We will only share the minimum necessary information needed for each purpose.

We will not use or disclose your health information for marketing, sale, or fundraising without your written
authorization. You may revoke this authorization at any time in writing.

Special Protections: Substance Use Disorder (SUD) Records

If your medical record includes information related to substance use disorder treatment protected under
federal law (42 CFR Part 2), that information has additional privacy protections:

e We will not disclose it without your written consent unless required by law.

e It may not be used in court or legal proceedings without a special court order.
¢ You may revoke your consent at any time.

e Any re-disclosure of this information by others may no longer be protected.

®  You have the right to opt out of any fundraising communications.



Effective Date:
January 27, 2026

Your Rights
You have the right to:

e Access: Ask to see or get a copy of your health and billing records.
e Amend: Ask us to correct your records if you think they’re incorrect.

e Request Restrictions: Ask us not to use or share certain information. We are not required to agree
but will consider your request.

¢ Request Confidential Communications: Ask us to contact you in a specific way (e.g., only at
work, no voicemail).

e Accounting of Disclosures: Ask for a list of when we shared your information for reasons other
than treatment, payment, or healthcare operations.

e Get a Copy of This Notice: You can request a paper copy at any time.

¢ Be Notified of a Breach: You will be notified if a breach occurs that may have compromised your
protected health information.

To exercise any of these rights, contact our Privacy Officer using the contact details at the top of this page.

Our Responsibilities

We are required by law to:

e Keep your health information private.
¢ Provide you with this Notice.
e Follow the terms of this Notice.

e Notify you if a breach of your protected information occurs.

We may change our privacy practices and update this Notice. If we do, the new terms will apply to all health
information we maintain. We will post the updated Notice in our office and on our website, and make copies
available upon request.

Complaints and estions

If you believe your privacy rights have been violated, you may file a complaint with us or with the U.S.
Department of Health and Human Services. You will not be retaliated against for filing a complaint.

Privacy Officer

Oregon Kids Pediatric Dentistry
Eugene, OR 97408
541-636-4344

Contact for complaints or more information:

We are committed to earning and maintaining your trust by protecting your health information with care and
respect.
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Acknowledgement of Receipt of Notice of Privacy Practices

I, (print name) , have received a copy of the Notice of Privacy
Practices.
Signature: Date:

For Office Use Only

We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

Individual refused to sign
Communication barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgement

Other (please specify)
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Power of Attorney

i (legal guardian) give permission to those listed on the
list below to bring (patient) to dentist
appointments at Oregon Kids Pediatric Dentistry. | give permission for the names
on this list to make decisions on my behalf in regards to the patients dental care. |
understand that some changes in treatment may require consent and signature
from me, the legal guardian, and treatment may be rescheduled if | am not
present at all appointments.

Name: Relation:
Name: Relation:
Name: Relation:
Name: Relation:
Name: Relation:
Name: Relation:

Legal Guardian Printed Name:

Legal Guardian Signature:

Date:




