
REGISTRATION 

PATIENT INFORMATION DATE 
FIRST NAME LAST NAME MI 
ADDRESS CITY STATE ZIP 
HOME PHONE CELL# 
BIRTHDATE SS# 
CHECK APPROPRIATE BOX:  
 SINGLE   MARRIED  DIVORCED   WIDOWED     SEPARATED   
OCCUPATION  
EMPLOYER WORK PHONE #  
EMPLOYER’S ADDRESS CITY STATE        ZIP 
WHOM MAY WE THANK FOR REFERRING YOU? 
PERSON TO CONTACT IN CASE OF EMERGENCY PHONE 

SPOUSES INFORMATION 

FIRST NAME LAST NAME MI 
BIRTH DATE OCCUPATION CELL # 
EMPLOYER WORK PHONE #  
EMPLOYER’S ADDRESS CITY STATE  ZIP 

RESPONSIBLE PARTY 

NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT BIRTHDATE 
ADDRESS PHONE # 
DRIVERS LICENSE # SS # 
EMPLOYER WORK PHONE 
IS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE?         YES     NO   

PRIMARY DENTAL INSURANCE INFORMATION 

INSURANCE COMPANY PHONE # 
NAME OF INSURED BIRTHDATE 
SS OR I.D.# GROUP # 
RELATIONSHIP TO PATIENT 
EMPLOYER PHONE # 

SECONDARY DENTAL INSURANCE INFORMATION 
INSURANCE COMPANY PHONE # 
NAME OF INSURED BIRTHDATE 
SS OR I.D.# GROUP # 
RELATIONSHIP TO PATIENT 
EMPLOYER PHONE # 

X
SIGNATURE OF PATIENT PATIENT NUMBER 





Agreement to Receive Electronic Communication Patient 

Name:_______________________________Date of Birth:________________________ 

(Intial below)  

I_______DO AGREE 

I______DO NOT AGREE 

That the dental practice may communicate with me electronically at the email address and/or mobile phone number 
listed below.  

Preferred Phone #_________________________ 

Email_____________________________________ 

I am aware that there is some level of risk that third parties might be able to read unencrypted emails. I further agree 
that I am responsible for providing the dental practice any updates to my email address and/or mobile phone number. 

My most preferred method of electronic communication: 

(Initial below) 

___Text Messaging 

___Email 

___Both/Either 

 I would like to receive: 

 ___ Appointment Reminders/Recall Visits 

 ___ Information regarding insurance/billing 

 ___ Request for Patient Satisfaction online reviews 

I can withdraw my consent to electronic communications at any time by calling:(414)427-8565 

Patient Signature:___________________________________________Date:_____________________ 

Reproduction of this material by dentists and their staff is permitted. Any other use, duplication or distribution by any other party requires the prior written approval 
of the American Dental Association. This material is for general reference purposes only and does not constitute legal advice. It covers only HIPPA, not other federal 
or state law. Changes in applicable laws or regulations may require revision. Dentist should contact qualified legal counsel for legal advice, including advice pertaining 
to HIPPA compliance, the HITEC H Act, and the U.S Department of Health and Human Services rules and regulations. 









 
 
 
 

Today’s date______________ 
Your child 
Child’s Name_____________________________ 

Nickname____________________Gender______ 

Birthdate_____________________Age________ 

Address_________________________________

City_________________State_____Zip________ 

Home Phone_____________________________ 

School_____________________ Grade________ 
 

Responsible Party 
Name___________________________________ 

Relationship to Patient______________________ 

Birth Date________________________________ 

Address_________________________________

City_________________State_____Zip________ 

Home Phone_____________________________ 

Cell Phone_______________________________ 

Driver’s License___________________________ 

SS #____________________________________ 

Employer________________________________ 

Work Phone______________________________ 
 

Primary insurance 
Insurance Company_______________________ 

Ins. Co. Address__________________________ 

City_________________State_____Zip________ 

Phone #_________________________________ 

Insured’s Name___________________________ 

Relationship to patient______________________ 

Birthdate________________________________ 

SS #____________________________________ 

Employer________________________________

Occupation______________________________ 

 

 
 
 
 
 
Mother Stepmother  Guardian  

Name___________________________________ 

Home Phone_____________________________ 

Cell Phone_______________________________ 

Employer________________________________ 

Occupation______________________________ 

Work Phone______________________________ 

SS #____________________________________ 

 

Father Stepfather  Guardian  

Name___________________________________ 

Home Phone_____________________________ 

Cell Phone_______________________________ 

Employer________________________________ 

Occupation______________________________ 

Work Phone______________________________ 

SS #____________________________________ 

 

 

Additional Insurance 
Insurance Company_______________________ 

Ins. Co. Address__________________________ 

City_________________State_____Zip________ 

Phone #_________________________________ 

Insured’s Name___________________________ 

Relationship to patient______________________ 

Birthdate________________________________ 

SS #____________________________________ 

Employer________________________________

Occupation______________________________ 

I.D.#__________________Group #__________________ 

Welcome to our practice! 
We strive to make each of your child’s visits pleasant and 
comfortable.  Please fill out this form completely in ink. 



 
 
 
 
 
 
Child’s Name_______________________________________________Date of Birth_________________ 
How often does your child brush?__________________How often does your child floss?______________ 
Previous Dentist________________________________Date of last dental visit______________________ 
Has your child had difficulty with previous dental visits?__________________________________________ 

YES NO 
Is your child’s water fluoridated?   
Does your child take 
fluoride supplements? . . . . .. . . . . . . .   
Does your child: 
Suck thumb/finger?. . . . . . . . . . . . . . . .   
Suck/Bite lip? . . . . . . . . . . . . . . . .  .  .  .   
Bite/Chew nails? .  .  .  .  .  .  .  .  ..   
Chew hard objects (pencils,etc.)?   
Grind teeth? . . . . . . . . . . . . . . . . . . . . . .   
Clench jaws? . . . . . . . . . . . . . . . . . . . . . .   

 
Child’s Physician__________________________Phone # ______________________________________ 
Address_______________________________________________________________________________ 
Previous hospitalizations / Surgeries / Serious Illnesses, and When? 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
Is your child currently taking medications?   YES  NO     If yes, please list.______________________ 
_____________________________________________________________________________________ 
Has your child ever taken Fen-Phen/Redux? YES  NO  
Does your child have a history of allergies, sensitivities, adverse reactions to any drugs or medications 
(penicillin, Novocain, etc.? YES  NO     If yes, please explain._________________________________ 
Does your child have a history of allergies to any other substance (latex, environmental, etc.)?___________ 
_____________________________________________________________________________________ 
Has your child ever had any of the following: 
Asthma  Yes     No    Stomach, liver or kidney problems  Yes     No 
Cancer   Yes     No    Handicaps/Disabilities    Yes     No 
Hepatitis  Yes     No    Tuberculosis     Yes     No 
HIV/AIDS  Yes     No    Diabetes     Yes     No 
Hemophilia  Yes     No    Rheumatic Fever    Yes     No 
Heart Murmur  Yes     No    Congenital Heart Defect   Yes     No  
A persistent cough or throat clearing not  Abnormal Bleeding    Yes     No  
associated with a known illness and   Convulsions/ Epilepsy    Yes     No 
lasting more than 3 weeks  Yes     No  
 

Please explain any medical problems that your child has:________________________________________ 
_____________________________________________________________________________________ 
Authorization & Release    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 child’s health.  It is my responsibility to inform 
the dental office of any changes in my child’s medical status. I also authorize the dental staff to perform the necessary 
dental services my child may need.   
 I also authorize the Dentist to release any information including the diagnosis and the records of treatment or 
Examinations rendered to my child during the period of such care to third party payers and or other health 
practitioners. I authorize and request my insurance company to pay directly to the Dentist or Dentist’s group insurance 
benefits otherwise payable to me. I understand that my insurance carrier may pay less than the actual bill for services. 
I agree to be responsible for payment of all services rendered or my dependents.   
 
_______________________________________________________ ___________________________ 
Signature of patient (or parent/guardian if minor)    Date 
 

CHILD DENTAL & HEALTH HISTORY 
 

Your child’s overall health as well as any medications, which your child takes, could have  
an important interrelationship with the dental care your child receives.   

Please answer each of the following questions completely. 







    HIPAA Patient Rights & Acknowledgment 

 Kraklow Quality Dentistry     Effective Date: February 2026 

Patient Rights Under HIPAA 
Under the Health Insurance Portability and Accountability Act (HIPAA), you have the following 
rights regarding your Protected Health Information (PHI): 

You have the right to: 

1. Receive a copy of our Notice of Privacy Practices. 
2. Inspect and obtain a copy of your dental/health records. 
3. Request corrections to your health information. 
4. Request restrictions on certain uses or disclosures of your information. 
5. Request confidential communications (for example, contacting you at a different 

address or phone number). 
6. Receive an accounting of disclosures of your PHI. 
7. File a complaint without fear of retaliation if you believe your privacy rights have been 

violated. 

For questions or complaints, contact: 

Privacy Officer: Jennifer G 
Phone: (414)427-8565 
Address/Email: 4154 S 108th Street, Greenfield 53228   dds4154@aol.com 

You may also file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights. 

 

Acknowledgment of Receipt 
I acknowledge that I have received or been offered a copy of Kraklow Quality Dentistry 
Notice of Privacy Practices, and I understand my rights under HIPAA. 

Patient Name (Print): ___________________________________________ 

Patient Signature: _____________________________________________ 

Date: ___________________ 

If signed by personal representative:                                                                                             
Name of Representative: _______________________________________                      
Relationship to Patient: _______________________________________ 
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