
                         

Welcome to Alcan Family Dental, Dr Brett Lopez DMD 

Our goal is to create a comfortable experience each time you visit.   

                                                                   CHILD PATIENT INFORMATION 

       CHILD PATIENT NAME: ________________________________Nickname__________________ □ Male   □ Female 

Birthdate_____/_______/_______ Social security#______/______/______      

       Mothers name__________________________Cell#_________________work #_______________Email _______________                         

       Fathers name___________________________Cell#_________________work #_______________Email _______________                         

       Address _________________________________________________________________________________________  

City ________________________      State ________________________      Zip Code ________________________  

Guardian/Emergency Contact Name _____________________________ Phone #______________________________    

                                                                            INSURANCE BILLING     

         Would you like us to bill your dental insurance?        □ Yes □ No  

PRIMARY Insurance Company Name ____________________________ phone #_______________________________ 

Policy Holder Name ________________________________ Policy Holder DOB ____________________________________ 

        Member ID ________________________________________ OR SS#____________________________________________ 

SECONDARY Insurance Company Name _________________________ phone #____________________________     

Policy Holder Name _________________________________ Policy Holder DOB ______________________________ 

        Member ID _________________________________________ OR SS#_____________________________________________  

        Please bring copies of your insurance cards if you would like us to bill on your child’s behalf.    

         

                                       ABOUT YOUR INSURANCE & FINANCIAL COMMITMENT     

As a courtesy, our team will submit insurance claims on your behalf. We ask that you provide us with the most current 

dental insurance information and update us as often as changes occur. In addition, we ask that you review your plan 

and understand the details of coverage including plan limitations, frequencies, waiting periods and yearly maximums. 

Please also inform us if you have used benefits at another dental office within your plan year. We will provide insurance 

cost estimates to you. It is your responsibility to contact your insurance company if no payment has been made on your 

claim after 30 days from the date of service. We have a variety of payment options including Cash, Check, Credit Cards, 

Cherry, and Care Credit.   
   I agree to keep my child’s account balance in good standing by closing all balances greater than 45 days past all    

   dates of service. I understand there will be a finance charge for balances over 60 days of 10% annum and that    

   I agree to pay all collection fees should my account become delinquent and I have not paid in full.   

 

___________By signing this form, I acknowledge that I have read and agree to the above information. I understand that I am 

financially responsible for my child’s account for any treatment provided, regardless of insurance payment or non-payment. 

 



CHILD PATIENT’S NAME_________________________DATE OF BIRTH_______________________ 

                                                                        DENTAL HISTORY 

     Is this your child’s first dental visit? □ Yes □ No   

      If No, when was their Last Dental visit____________    Last x-rays___________ last teeth cleaning______ 

    What do we need to know to best care for your child during their visits with us? ___________________________________________ 

                                                                        CHILD’S MEDICAL HISTORY  

    When was your child’s last routine medical exam? ____________Physician Name_________________phone#______________ 

    Please list any medications/supplements your child is taking:  _____________________________________________________________            

Please list any serious medical conditions, surgeries, and/or hospitalizations that your child has had:   
                ___________________________________________________________________ 

   Has your child had, or currently have any of the following: 

     Y   N                                                 Y   N                                                     Y   N                                                   Y   N 
     □   □ ADHD/ADD                             □   □ Epilepsy seizures                          □   □ Heart Surgery                            □   □ Nervousness  
     □   □ Autism                                     □   □ Emphysema/Asthma                  □   □ Hemophilia                               □   □ Pain in jaw joint  
     □   □ Blood transfusion /Anemia   □   □ Fainting/dizzy spells                     □   □ Hepatis A B C (circle)              □   □ Snoring    
     □   □ Bruise easily  □   □ Epilepsy/Seizures                         □   □ Heart Surgery                            □   □ Thyroid disease  

     □   □ Chemotherapy/cancer        □   □ Fainting/Dizzy Spells                   □   □ Hemophilia/Bleed Easily          □  □ AutoImmune(list below)an 

     □   □ Congenital heart defects     □   □ Frequent Headache                  □   □ High blood pressure                 □  □ Celiac__________any  

     □   □ Cortisone medicine               □   □ Hay Fever/Sinus Trouble             □   □ Hives                                          □  □ Lupus___________ 

     □   □ Cough/Tuberculosis               □   □ Irregular heartbeat                    □   □ Kidney Failure/Dysfunction      □  □ MS______________ ____ 

     □   □ Diabetes                                  □   □ Heart defect disease                □   □ Low blood pressure                   □  □ Other___________ 
     □   □ Down syndrome.                    □   □ Heart murmur                             □   □ Liver Disease                                

Does your child have any Allergies to medications or substances? If yes, please list below: or adversely to the following?   

   Y    N                                            Y   N                                                    Y   N   

 □   □ Antibiotics                    □   □  Aspirin                                    □   □ Asthma: □ Seasonal □ Exercise induced      
 □   □ Codeine                             □   □ Latex                                      □  □ Other: _________________________                                                                        

 □   □ Metals/Jewelry                  □   □  Local/Dental Anesthetic  

   

                                                     APPOINTMENT COMMITTMENT     

        We appreciate you choosing us to serve your dental needs. We take this responsibility seriously and have qualified staff ready to         

        accommodate you during your reserved appointment time. If circumstances occur and it’s necessary for you to change your  

        scheduled appointment, we request a 24-hour notice. A no call/no show is not acceptable and will result in a $50.00 lost  

        appointment fee that must be paid prior to future appointments.  Please be courteous and call us to discuss the best times for  

        scheduling your appointments so we can complete the dentistry you need to keep your teeth healthy.   

       

         Please Initial Here _________I acknowledge that I have read and understand my appointment commitment.   

                                                                             PARENT CONSENT  

I authorize Dr Brett Lopez DMD, Alcan Family Dental to provide treatment for my child based on his recommendations & my 

child’s oral health care needs. I understand that I will be informed of any treatment needed and will have the opportunity to ask 

questions regarding treatment, costs, and insurance estimates, before proceeding with treatment. I agree to communicate any 

changes to my child’s dental/medical condition(s) at each visit. 

Patient’s Parent Signature ________________________________________________________    Date__________________  

 

 



 

                                                                                                                    HIPAA PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS 

INFORMATION. PLEASE REVIEW IT CAREFULLY. THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US. 

OUR LEGAL DUTY 
                  We are required by applicable federal and state law to maintain the privacy of your health information. We are also             

                  required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health  

                  information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice takes  

                  effect today and will remain in effect until we replace it.  

USES AND DISCLOSURES OF HEALTH INFORMATION 
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing you treatment.  
Payment: We may use and disclose your health information for billing purposes to obtain payment for services we provide to you.  
Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations such as billing 

your insurance, referral of records to a specialist, reviewing the competence or qualifications of healthcare professionals, conducting 

training programs, accreditation, certification, licensing or credentialing activities.  
Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations, you may give us 

written authorization to use your health information or to disclose it to anyone for any purpose. If you give us an authorization, you may 

revoke it in writing at any time. Your revocation will not affect any use or disclosures permitted by your authorization while it was in 

effect. Unless you give us a written authorization, we cannot use or disclose your health information for any reason except those 

described in this Notice.  
To Your Family and Friends: We must disclose your health information to you, as described in the Patient  
Rights section of this Notice. We may disclose your health information to a family member, friend or other person to the extent necessary 

to help with your healthcare or with payment for your healthcare, but only if you agree that we may do so.  
Persons Involved in Care: We may use or disclose health information to notify or assist in the notification of (including identifying or 

locating) a family member, your personal representative or another person responsible for your care, of your location, your general 

condition, or death. If you are present, then prior to use or disclosure of your health information, we will provide you with an opportunity 

to object to such uses or disclosures. In the event of your incapacity or emergency circumstances, we will disclose health information 
based on a determination using our professional judgment disclosing only health information that is directly relevant to the person’s 

involvement in your healthcare. We will also use our professional judgment and our experience with common practice to make 

reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other similar 

forms of health information.   
Marketing: We will not use your health information for marketing communications without your written authorization.  

Required by Law: We may use or disclose your health information when we are required to do so by law.   

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible 

victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health information to the 

extent necessary to avert a serious threat to your health or safety or the health or safety of others.  

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances. 

We may disclose to authorized federal officials’ health information required for lawful intelligence, counterintelligence, and other 

national security activities. We may disclose to correctional institution or law enforcement official having lawful custody of protected 

health information of inmate or patient under certain circumstances.  

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as 

voicemail messages, text message, emails, postcards, or letters).  

PATIENT RIGHTS  

Access: You have the right to look at or get copies of your health information with a written request with limited exceptions. You may 

request that we provide copies in a format other than photocopies. We will use the format you request unless we cannot practicably 

do so. If you prefer, we will prepare a summary or an explanation of your health information.  

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health 

information for purposes, other than treatment, payment, healthcare operations and certain other activities.  
Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information. We 

are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency).   
Alternative Communication: You have the right to request that we communicate with you about your health information by alternative 

means or to alternative locations. {You must make your request in writing.} Your request must specify the alternative means or location 

and provide satisfactory explanation how payments will be handled under the alternative means or location you request.  
Amendment: You have the right to request that we amend your health information. (Your request must be in writing, and it must 

explain why the information should be amended.) We may deny your request under certain circumstances.  
Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive this Notice in written 

form.   

QUESTIONS AND COMPLAINTS  

If you want more information about our privacy practices or have questions or concerns, please contact us.  

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your 

health information or in response to a request you made to amend or restrict the use or disclosure of your health information or to 

have us communicate with you by alternative means or at alternative locations, you may complain to us using the contact 

information listed at the end of this Notice. You also may submit a written complaint to the U.S. Department of Health and Human 

Services. 

.  

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint 

with us or with the U.S. Department of Health and Human Services.  

  

                       Contact Officer:  Dr. Brett Lopez DMD :907)562.4774 2815 Dawson Street, Anchorage, Ak 99503 scheduling@AlcanFamilyDental.com 

 

mailto:scheduling@AlcanFamilyDental.com


                                                   CHILD  HIPAA PRIVACY POLICY ACKNOWLEDGEMENT   

 

 

          I acknowledge that I have received a copy of the Notice of Privacy Practices.  

The Notice of Privacy Practices describes the types of uses and disclosures of my protected health care information that 

might occur in my treatment, payment of services, or in the performance of the office's health care operations. This 

Notice of Privacy Practices also describes my rights and the responsibilities and duties of the office with respect to my 

protected health information. Alcan Family Dental reserves the right to change the Privacy Practices that are described 

in the Notice of Privacy Practices. If privacy practices change, I will be offered a copy of the revised Notice of Privacy 

Practices at the time of my first visit after the revisions become effective.   

 

Signature of Patient’s Parent_____________________________________Date___________________________ 

 

I authorize Dr Brett Lopez DMD & Alcan Family Dental to share my child’s information with the individual(s) listed below:  

   Name _____________________________________         Relationship ____________________________________ 

   Name _____________________________________         Relationship ____________________________________ 

 

 


