
 

 
 

 

 

 

 
Laser Frenectomies to Relieve Lip and Tongue Ties 

 Lip and tongue ties can have a severe detrimental effect on infants and breastfeeding 

mothers.  The lack of natural motion of a tied tongue on an infant prevents them from effectively 

“milking” the breast and getting adequate nutrition when breastfeeding.  This can lead to many 

problems from the infant’s perspective including short feedings, frequent stops while feeding, excess 

air intake causing gas, and lack of adequate nutrition leading to poor weight gain.  For the nursing 

mother, this can lead to a very painful experience while nursing. Problems for the mother can include 

an inability to form a proper latch on the nipple, biting and pulling on the nipple, blistering on and 

around the nipples, and sometimes a complete inability to breastfeed.  If you are experiencing any of 

these problems, first discuss them with a lactation consultant, as there are many reasons one can 

have issues when breastfeeding an infant.  If they suggest that a tongue or lip tie may be present, or if 

you feel as though your baby may have a problem with a restricted lip or tongue, please contact our 

office to set up a consult to see if we can help.   

 A frenectomy is a minor surgical procedure where excess tissue is cut with scissors, a scalpel 

or a laser to allow full functioning of the tongue or the upper lip.  We use a laser for improved healing 

and greater control.  The energy from the laser is absorbed by the tissue and it is done in a matter of a 

few minutes.  Infants generally heal very quickly over the next few days with mild discomfort.  Usually 

breastfeeding improves immediately for the first few feedings, and then it can decline for a day or two 

while the baby heals and grows accustomed to their new found freedom.  The improvements aren’t 

seen by everyone, but the vast majority of mothers report a significant increase in ease of feeding and 

decreases in pain and blistering.   

 Please call our office at 315-736-0139 with any questions or to schedule a consult. 

 

Sincerely, 

Justin Reaves, DD 
 
 
 
 
 
 



 

 
 

 

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) ____________________________________________________________ 

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 # __________________________

                  



 

 
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 Anemia Y N Asthma  Y N 

Congenital Heart Defect Y N ADD/ ADHD Y N Autism  Y N 

Chemotherapy Y N Difficulty Breathing Y N Diabetes Y N 

Disabilities / Special Needs Y N Fainting Spells Y N Epilepsy Y N 

Hearing Impairment Y N Hemophilia  Y N Herpes Y N 

Heart Murmur Y N Headaches  Y N Hepatitis Y N 

Kidney Disorder Y N Liver Disease Y N Seizures  Y N 

Mental Health Disorders  Y N Radiation Therapy Y N Tonsillitis  Y N 

Sickle Cell Anemia Y N other: 

MEDICATIONS: (Include vitamins/supplements)                         

MEDICATION DOSAGE REASON  

Example: 

Lipitor 
(amount) times per day 

(10mg) 2/day 
High Cholesterol 

   

   

   

   

   

   

   



 

 
 

                          

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 

 

 

 

 

 

 

 

 

 

 
 

 
 



 

 
 

Patient’s Name: _________________________________ Birth Date: _________ Today’s Date: _______________ 

Male: ______ Female: ______ Home Birth: ______ Hospital Birth: ______ Vaginal Birth: ______ C-Section Birth: ______ 

Medical Problems: _____ Heart Disease: _____ Bleeding Disorders: _____ Other: ________________________________ 

Birth Weight: ________ Present Weight: ________ 

 

1. Are you presently breastfeeding: Yes ____ No ____ 

If no, how long since you stopped breastfeeding 

_______________________________________________ 

2. Are you presently using a nipple shield? Yes: ____ No: ___ 

3. Are you choosing not to breastfeed? Yes: ____ No: ____ 

4. Are you pumping breast milk? Yes: ____ No: ____ 

5. Are you supplementing with a bottle? Yes: ____ No: ____ 

6. Are you using a SNS device? Yes: ____ No: ____ 

7. Do you or any immediate family members have any 

bleeding disorders? Yes: ____ No: ____ 

 

Medical History: Has your child experienced any of the 

following problems or treatment? 

1. Infants are usually given vitamin K at birth to prevent 

bleeding in the first 8 weeks of life. Did you sign any wavier 

to refuse the administration of vitamin K? Yes: ____ No: ____ 

2. Was your infant premature? Yes: ____ No: ____ 

3. Does your infant have heart disease? Yes: ____ No: ____ 

4. Has your infant had any surgery? Yes: ____ No: ____ 

5. Is your child taking any medications? Yes: ____ No: ____ 

Reflux meds ____Thrush meds ____ other ______ 

Name of medications: 

__________________________________________________ 

 

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

0= not a problem  1=occasionally  2=moderate  3=significant

Mother’s Symptoms 

_____ Creased, cracked or blanching of nipples 

_____ Painful latching of infant onto the breast 

_____ Gumming or chewing of the nipples 

_____ Bleeding, cracked or cut nipples 

_____ Infant unable to achieve a successful, tight latch 

_____ Poor or incomplete breast drainage (engorged) 

_____ Infected nipples or breasts 

_____ Abraded nipples 

_____ Plugged Ducts 

_____ Mastitis 

_____ Nipple Thrush 

_____ Feelings of depression (Lack of infant-mother bonding) 

_____ Over supply (infant doesn’t require a good latch) 

_____ Under supply 

_____ Have you had surgery for a breast abscess 

Infant’s Symptoms 

______Difficulty in achieving a good firm latch 

______Falls asleep while attempting to nurse 

______Slides off the breast when attempting to latch 

______Reflux (Clicking, swallowing air during nursing) 

______Slow or poor weight gain 

______Short sleep episodes (feeding every 1-2 hours) 

______Apnea- snoring, heavy noisy breathing 

______Unable to keep a pacifier in the infant’s mouth 

______Waking up congested in the morning or nap time 

______ Only sleeping when held upright position, in car seat 

______ Gagging when attempting to introduce solid foods 

______ Milk leaking out sides of mouth during feedings 

______Sleep in the tee-pee position (bottom up in the air) 

______A notch in the upper gum or if upper teeth present a 

             gap exists

Physician: __________________________________ Phone Number: ____________________ 

Address: _____________________________________ City: _________________________ State: _________ Zip Code: ________ 

Has your physician evaluated your infant’s lip and tongue ties? Yes: _____ No: _____ Agreed: _____ Disagreed: _____ 

Lactation Consultant/IBCLC: ___________________________________________ Phone Number: __________________ 

Address: ___________________________________ City: _________________________ State: __________ Zip Code: _______  

Referred to our office by:  Internet Search: _____ Facebook: _____ Lactation Consultant: _____ Physician: _____ Friend: ______ 

Relative: _____ Another infant was treated here: _____ Name of referring person:  ________________________________________ 

Additional Comments: 

____________________________________________________________________________________________________________ 



 

 
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 ____________________________________________ 

 
 


