
 

 
 
Welcome, and thank you for choosing our practice for your dental care. We are located at 4301 Middle 

Settlement Road, across from the Presbyterian Home, with parking in front of our building. 

 

Dr. Justin Reaves is a University at Buffalo Dental School graduate practicing in the Mohawk Valley area 

since 2005. He joined the Reaves Dental practice in 2006. Dr. Justin’s memberships include the Fifth 

District Dental Society of the State of New York of Oneida-Herkimer County Dental Society, the 

American Dental Association, the American Academy of Implant Dentistry, and the Academy of Laser 

Dentistry. In addition, he volunteers as an attending staff dentist at Faxton-St. Luke’s Residency 

Program. 

 

Dr. Amela Jasarevic became a graduate of the University at Buffalo School of Dental Medicine in 2018. 

After Dental school, she completed her residency at St Joseph’s Hospital in Syracuse, NY, and joined 

Reaves Dental shortly after. Dr. Amela is a member of the American Dental Association, the New York 

State Dental Society, and serves on the board for the Fifth District Dental Society of the State of New 

York of Oneida-Herkimer County Dental Society. In addition, she volunteers as an attending staff 

dentist at St. Joseph’s Hospital in Syracuse.  

 

Dr. Brianne Cardillo is a graduate of West Virginia University School of Dentistry. After Dental school, 

she went on to complete her residency at Faxton-St. Luke’s Hospital and joined Reaves Dental shortly 

after. Dr. Bri is a member of the American Dental Association, the Academy of General Dentistry, and 

the Fifth District Dental Society of the State of New York of Oneida-Herkimer County Dental Society. 

 

Our office offers a variety of comprehensive dental care for children and adults. Some of our services 

include frenectomies, dental implants and restorations, Invisalign/Clear Aligners, in-office and home-

use whitening, veneers, same-day crowns, permanent bridges, and removable partials and dentures. 

 

As a courtesy, our office will submit claims to most major insurance carriers. We also accept major 

credit cards, including Mastercard, Visa, Discover, and American Express. Care Credit and Apple Pay 

are also options for payment in our office. Please review the enclosed payment policy for additional 

information. 

 

Please plan on arriving 10 minutes before your scheduled appointment time. Your cooperation is 

greatly appreciated. Please bring a list of any medications you are taking.  

 

We look forward to having you as a patient and providing superior dental care for a lifetime of good 

oral health. 

 

Sincerely, 

Justin Reaves, DDS 

Amela Jasarevic, DDS 

Brianne Cardillo, DDS 



 

 
 

ABOUT YOUR CHILD                        Date: _____________

 

Child’s Full Name: ________________________                Birthdate: ________________Age: ______ 

Prefers to be called: _______________________                 Gender:       Male         Female             

Address: ________________________________                 School / Grade: ______________________ 

Home Phone: (___) _______________________                  Work Phone: (___) ___________________ 

Cell Phone: (___) _________________________                 E-mail address: ______________________   

What phone number and time is the best to reach parent?     ___________________________________ 

Can we send appointment reminders?     E-mail:  Y / N         Text message:   Y / N 

Is your child currently under the care of a physician? Y/N     Date of last visit: ____________________ 

Physician’s Name/Address/Ph. #: ________________________________________________________               

Pharmacy: (Name/Address) ____________________________________________________________ 

How did you hear about us? ____________________________________________________________ 

MOTHER’S INFORMATION 
 

Name: ___________________________ 

Mother          Stepmother            Guardian 

Birthdate: ________________________ 

Employer: ________________________ 

Home Phone: (___) _________________ 

Work Phone: (___) _________________ 

Cell Phone: (___) __________________ 

Primary Dental Insurance Info 

Insured Name: _________________________ 

Relation: ____________ D.O.B. ___________ 

Employer: _____________________________ 

Dental Coverage?    Y         N 

Insurance: _____________________________ 

Address: ______________________________ 

Ins. Phone Number: (___) ________________ 

Group #: ______________________________ 

SS# or ID #: ___________________________ 

FATHER’S INFORMATION 

 
Name: ___________________________ 

Father          Stepfather            Guardian 

Birthdate: ________________________ 

Employer: ________________________ 

Home Phone: (___) _________________ 

Work Phone: (___) _________________ 

Cell Phone: (___) __________________ 

Secondary Dental Insurance Info 

Insured Name: _______________________ 

Relation: ____________ D.O.B. _________ 

Employer: ___________________________ 

Dental Coverage?       Y        N 

Insurance:  __________________________ 

Address: ____________________________ 

Ins. Phone Number (___) _______________ 

Group # _____________________________ 

SS# or ID # __________________________

                  



 

 
 

DENTAL HISTORY 
May we obtain records from your child’s 

previous dentist?   Y / N 

Why did you bring your child to the dentist 

today? ______________________________     

____________________________________ 

When was the last time your child saw a 

dentist? _____________________________ 

Is your child’s water fluoridated?  ________        

Is your child taking fluoride supplements? 

What kind of toothbrush does your child 

use? Manual / Electric 

Does your child use a specific toothpaste or 

mouth rinse? Y / N If so, what? __________ 

How many times a day does your child brush 

their teeth? __________________________      

How many times a week does your child 

floss? ______________________________ 

 

 

Do their gums bleed?  Y / N     Hurt?   Y / N 

Has your child ever had a serious or difficult 

problem associated with previous dental 

work?  Y / N  If yes, please explain: ______ 

____________________________________ 

Is your child in pain? __________________ 

Does your child now or ever have TMJ pain 

or discomfort?   Y / N 

Are your child’s teeth sensitive to hot or 

cold?    Y / N 

Does your child have any of the following 

habits? 

Lip Sucking / Biting          Y____     N____   

Nail Biting                         Y____     N____     

Sleeping with bottle           Y____     N____  

Thumb / Finger Sucking    Y____     N____

 

SMILE HISTORY  

Are you and your child happy with your 

child’s smile?  Y / N Please elaborate: ____ 

___________________________________ 

Has your child had any injuries to their 

teeth, face or mouth?  Y/ N If yes, please 

explain: ____________________________ 

Has your child ever been evaluated for 

orthodontic treatment?  Y / N 

Does your child still have their wisdom 

teeth? Y / N 

What do you want from your dentist? 

___________________________________

 

MEDICAL HISTORY 

Allergies:  Does your child have ANY allergies? 

ALLERGY Reaction ALLERGY Reaction 

Clindamycin Y N  Penicillin Y N  

Dental Anesthetics Y N  Sulfa Drugs Y N  

Latex Y N  Tetracyclines Y N  

Narcotics Y N  Other: Y N  

 
 

 



 

 
 

Does your child have any of the following: 

Abnormal bleeding Y N Acid Reflux Y N Anemia Y N 

Artificial Bones/Joints Y N ADD/ ADHD Y N Autism Y N 

Asthma Y N Congenital Heart Defect Y N Cancer Y N 

Chicken Pox Y N Chemotherapy Y N Diabetes Y N 

Disabilities / Special Needs Y N Difficulty Breathing Y N Epilepsy Y N 

Fainting Spells Y N HPV Vaccine (Gardasil) Y N Herpes Y N 

Hearing Impairment Y N Hemophilia  Y N Hepatitis Y N 

Heart Murmur Y N Heart Surgery Y N Headaches Y N 

Kidney Disorder Y N Liver Disease Y N Lupus Y N 

Mitral Valve Prolapse Y N Mental Health Disorders Y N Tonsillitis Y N 

Radiation Therapy Y N Sickle Cell Anemia Y N Seizures Y N 

Other: 

 

MEDICATIONS: (Include vitamins/supplements) 

MEDICATION DOSAGE REASON  

Example: 

Lipitor 
(amount) times per day 

(10mg) 2/day 
High Cholesterol 

   

   

   

   

   

   

   

 

WOMEN ONLY  

Is your daughter taking birth control pills? Y / N 

Is your daughter pregnant?  Y / N / Not Sure 

What week in pregnancy? ___________________ 

Is your daughter nursing?  Y / N 



 

 
 

Authorizations 

 
I affirm that the information I have given is correct to the best of my knowledge.  It will be 

held in the strictest confidence and it is my responsibility to inform this office of any changes 

in my child’s medical status.  I authorize the dental staff at Reaves Dental Practice to perform 

services my child may need to care for their oral health. 

 

Signature: __________________  Relationship to Child: ____________Date: ________ 

 

I understand that I am responsible for payment of services rendered and also responsible for 

paying any payment and deductibles that my insurance does not cover.  I hereby authorize 

Reaves Dental Practice to release all information necessary to secure the payment of benefits.  

I authorize the use of this signature on all my insurance submissions, manual or electronic. 

 

Signature: __________________  Relationship to Child: ___________ Date: __________ 

 

Our office is committed to meeting or exceeding the standards of infection control mandated 

by OSHA, the CDC, and the ADA. 

 

Reviewed By: ____________________________________                      Date: __________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Thank you for taking the time to fill out this in-depth questionnaire. We very much appreciate 

you sharing your information with us so that we can provide you with the best personalized 

care possible.  

 

Sincerely, 

 

Dr. Justin Reaves, Dr. Amela Jasarevic, Dr. Brianne Cardillo 

and the entire team at Reaves Dental Practice 

 



 

 
 

Evaluation for Sleep Disordered Breathing 
 

Sleep deprived children suffer many of these symptoms due to a compromised airway opening. This 
can result in reduced Oxygen, reduced air flow, increased Carbon Dioxide, swollen tonsils and 
adenoids, orthodontic problems, and brain and immune system problems. 

Today’s Date: ____________ 
Patient’s Name: _______________ Date of Birth: ______ Parent/Legal Guardian Name: ____________ 

 
1. ____ Your child uses or used a pacifier for 
more than 6 months of age 
2. ____ Your child successfully was able to 
breastfeed. For how Long? _________ 

3. ____Your child bottle fed exclusively 
4. ____Your child bottle fed until age _______ 
5. ____Your child is primarily on a soft diet 

 
Please indicate the degree of any problems by choosing from the following symptoms severity. 

0= not a problem  1= occasionally  2= moderate  3= significant 
 
1. ____Snoring during the night 
2. ____Mouth breathing when sleeping 
3. ____Mouth breathing during the day 
4. ____Wakes up frequently at night 
5. ____Wanders all over the bed at night 
6. ____Sleeps in the tee pee position 
7. ____Grinds his or her teeth at night 
8. ____Restless sleeper 
9. ____Talks in his or her sleep 
10. ____Signs or diagnosis of hyperactivity 
11. ____Falls asleep watching TV 
12. ____Wakes up in the morning with a                      
headache 
13. ____ Does poorly in school 
14. ____ Considered hyperactive 
 
 
 

 
15. ____Diagnosis of ADD or ADHD 
16. ____Aggressive behavior 
17. ____Irritability and/or anger 
18. ____Taking any medicine for behavior 
modification 
19. ____Has had multiple throat infections 
20. ____Gags on food 
21. ____Is a picky eater 
22. ____Dark circles under his or her eyes 
23. ____Fidgets with his or her hands 
24. ____Bedwetting 
25. ____Excessive sweating during the night 
26. ____Sleep apnea or stops breathing for            
short periods 
27. ____Delayed or stunted growth 
28. ____Sleep walking 

 

Speech Questionnaire: 
1. _____ Do you have a hard time 
understanding your child’s speech? 
2. _____ Do other people have a difficult time 
understanding your child’s speech? 
3. _____ Does your child speak with a lisp? 
4. _____ Does your child get upset or 
frustrated when others cannot understand him 
or her when speaking? 

5. _____ Does your child speak with a nasal          
tone? 
6. _____ Is your child’s voice hoarse? 
7. _____Is/Was your child’s speech delayed? 
8. _____Has your child undergone any speech 
therapy? If yes, how long? __________ 

 

 

 



 

 
 

CONSENT FOR TREATMENT OF MINORS 
 

Patient Name _______________________________________ Date _______________ 

 

Please √ the following routine dental care you authorize our staff to perform if needed on your 

child 

         Prophylaxis 

         Examination 

         Fluoride 

         X-rays 

 Comments _______________________________________________________ 

 

Restorative treatment with Dr. Justin Reaves, Dr. Amela Jasarevic, and/or Dr. Brianne Cardillo 

will be completed as scheduled.  Should additional treatment be needed, our office will make 

every attempt to contact the parent or legal guardian if they did not accompany their child.  An 

additional appointment will be scheduled if contact was not made. 

I _________________________ (Parent / Legal Guardian) authorize the following person(s) to 

consent to my child’s dental care for all treatment. 

 

Name ___________________________________ Relationship ___________________ 

 

Name ___________________________________ Relationship ___________________ 

 

Signature ___________________________________ Date ___________________ 

            Parent / Legal Guardian 

*** This authorization form will become a part of your child’s permanent record with our 

office.  Please notify our office of any changes that might be required. 

 

Please return this authorization prior to your child’s next dental 

appointment. 
 
 
 
 
 



 

 
 
APPOINTMENT POLICY 
 
At Reaves Dental we pride ourselves in offering you personalized care and reserve 
appointment times to accommodate your needs. As always, our goal is to provide 
quality dental care in a timely manner. In order to do so, we ask that patients adhere to 
our appointment policy. We realize that emergencies and other scheduling conflicts 
arise and are sometimes unavoidable; however, the policy enables us to better utilize 
available appointments for our patients in need of dental care.  
 
LATE ARRIVALS  
 
In the event you are running late, please call the office.  If you are more than 10 minutes 
late to your scheduled appointment, you may be asked to reschedule. This process will 
ensure patients who do arrive on time are seen in a timely manner, and do not wait 
longer than necessary to see the provider. You may be given the option to wait for 
another appointment time on the same day if one is available. We will try to 
accommodate late-comers in the best manner possible, but cannot compromise on the 
quality and timely care provided to our other patients. 

CANCELLATION OF AN APPOINTMENT  
 
In order to be respectful of other patients’ needs, please be courteous and call our office 
promptly if you are unable to attend an appointment. We ask that you contact our office 
one business day (24 hours) in advance to cancel or reschedule your appointment.  
 
NO SHOW POLICY  

A ‘no show’ is an appointment that was not canceled at least 24 hours prior to the 
scheduled appointment time.  After one no show, a letter will be sent as a reminder of 
the appointment policy in place.  After a second no show, you will be dismissed as a 
patient from the practice.  

If your schedule doesn’t allow you to easily keep appointments, we would be happy to 

keep you on a cancellation list instead of scheduling future appointments.  In that 

situation, we will call you the same day we have an opening to see if it would work well 

for you. You may also feel free to call to check availability for same day appointments.   

 

 
Signature__________________________________               Date_______________  
 

 

 

 

 

 



 

 
 
We realize how confusing understanding the complexities of dental insurance can 
be.  We would like to highlight a misconception – dental insurance was not designed 
to pay for all dental care. 
 

Payments by insurance carriers, including allowed fees, usual and customary (UCR), 
are governed by the premiums paid.  They have nothing to do with the actual 
charge.  Our fees are based on a combination of our costs, our time, and our constant 
dedication to providing our patients with the highest quality of dental care.  The 
treatment recommended by our office is never based on what your insurance 
company will pay; your treatment should not be governed by your insurance contract. 
 

The dental insurance contract is between the insurance company and the patient, who 
bears the ultimate financial responsibility. 
 

We hope this information has been helpful.  Please take the time to review your 
contract thoroughly so we may best serve you.  Please feel free to ask our front desk 
staff for clarification on services, billing, and insurance. 
 

In regards to insurance, we do not participate with any insurance; therefore, we would 
be out of network. Because we are out of network, payment in full is preferred at the 
time of service. However, as a courtesy, we will submit an insurance claim to most 
major dental providers. Once insurance processes the claim, they will send you an 
explanation of benefits and/or check payment for what they covered for your visit with 
us.  
 

Patients aged 65 and older who prepay in full a week before the time of service with 
either cash or check will receive a 5% senior courtesy on all services over $250.00. 
Patients aged 65 and older who pay in full at the time of service with either cash or 
check will receive a 3% senior courtesy on all services over $250.00.  
 
All patients who prepay in full a week before the time of service, with either cash or 
check, will receive a 5% courtesy on all services $500.00 and over. All patients who 
pay in full at the time of service, with either cash or check, will receive a 3% courtesy 
on all services $500.00 and over. 
 

An annual interest charge of 12% will be charged on accounts over 90 days. 
 

For your convenience, our office accepts cash, checks, Apple Pay, MasterCard, Visa, 
Discover, and American Express or Care Credit for methods of payment. In regards to 
Credit Card processing, we hold high regard and commit a respectable amount of 
time to ensure we protect the privacy of our customers' information. We hold strict 
regulations to maintain PCI (Payment Card Industry) compliance. 
 

Signature_________________________________                 Date_______________  
 

 

 



 

 
 

OUR NOTICE OF PRIVACY PRACTICES 

 

By law, we must abide by the terms of this Notice of Privacy Practices until we 

choose to change it. We reserve the right to change this notice at any time as 

allowed by law. If we change this Notice, the new privacy practices will apply to 

your health information that we already have as well as to such information that we 

may generate in the future. If we change our Notice of Privacy Practices, we will 

post the new notice in our office, have copies available in our office, and post it on 

our Web site. 
 

COMPLAINTS 

  

If you think that we have not properly respected the privacy of your health 

information, you are free to complain to us or the U.S. Department of Health and 

Human Services, Office for Civil Rights. We will not retaliate against you if you 

make a complaint. If you want to complain to us, send a written complaint to the 

office contact person at the address, fax or E-mail shown at the beginning of this 

Notice. If you prefer, you can discuss your complaint in person or by phone. 
 

FOR MORE INFORMATION 

 

If you want more information about our privacy practices, call or visit the office 

contact person at the address or phone number shown at the beginning of this 

Notice. 
 

ACKNOWLEDGEMENT OF RECEIPT 

 

I acknowledge that I received a copy of Reaves Dental Practice, P.L.L.C. Notice of 

Privacy Practices. 
 

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION 

 

By signing this form, you will consent to our use and disclosure of your protected 

health information to carry out treatment, payment activities, and health care 

operations. 
 

Patient name___________________________________ 

 

Signature______________________________________               Date__________ 

 



 

 

RELEASE FORM 

 

In order to protect your personal information, we will NOT give information 

about your treatment to non-medical personnel without your permission. We will 

therefore be asking you to sign a release for us to share your information with 

persons who may be an exception. This exception may include your spouse or 

another family member. Many people DO want their spouse or another family 

member to have information about their condition. If you agree that your spouse 

or family member(s) may have such information, please sign below and return 

this form to us. 

 

I, _____________________________, give my permission for my spouse or 

family member to know information about my child’s dental treatment. 

 

The person who may have access to this information is: 

 

__________________________ Relationship to you: __________________ 

(Person’s name) 

__________________________ Relationship to you: __________________ 

(Person’s name) 

__________________________ Relationship to you: __________________ 

(Person’s name) 

 

Signature ____________________________________________ 

 

 

 

 

 

 

 

 

 



 

 

 

RECORDS RELEASE 

 
 

Date:  __________________ 

 

I hereby authorize the office of ____________________________________ 

 

                                    Address   ____________________________________    

 

               ____________________________________ 

                                    

 

To release to Justin Reaves, DDS, Amela Jasarevic, DDS, and/or Brianne 

Cardillo, DDS any information including the diagnosis and records of any 

treatment or examination and/or any x-rays rendered to me. 

 

PLEASE SEND RECORDS/ESPECIALLY XRAYS BY EMAIL TO:  

rdp@reavesdental.com 

 

Patient Name: ____________________________________________________ 

(Print) 

Address:          ____________________________________________________ 

 

                         ____________________________________________________ 

 

Parent/Guardian’s Name: __________________________________________ 

  

Signature:      ____________________________________________________ 

 

 
 


