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PATIENT INFORMATION
Dats:

Patinnt's Name

Lasi Flrst Widdie Male/Femala Mame you wish 1o ba eallad
Addross

Streat City State Zip
Birthdato Age Social Security # Is pationt adopted?
Home Phena Work Phone ‘Gall Phone
e«mall address
Sparts and Intorosts: Vhom may wa thank for refarring you to our affice

What la your reason far secking orhedentls treatment?

If patlent {s on adult: Employor

Do you have erthedontic insurance? Insuranco Co., Subscriber

If patient is a ehild |5t pames and bithdales of sblings

Nomes af family mombors wo have troatod

PARENT INFORMATION
[if patignt is a minor)
Father's Namae

Last Firut Middle Marital Status

Addrosn (0 et brom s How long ot this addross

Streot City State Zip
Home Phone Work Phone Coll Phone
o-mall addross Birthdale Soclal Security #
Employor Qccupation No. Years Employod
Mother's Name

Lasl First Middle Marital Status

Addreas (it different frem abave) How lang at this addross

Streot Clty State Zip
Home Phone Wark Phone Cell Phone
e-mail addross Birthdnte Socinl Security #
Employor Occupation No. Years Employed

Who is responsible for paymoent?

EMERGENCY INFORMATION
Name of noamst relativa not living with you

Complety address

Street City State Zip
Home Phona Caoll Phono OVER——




MEDICAL HISTORY

Has the patient ever beon treated for any of the following?

Tos Mo Yes Mo Yes Mo

Diabotos C a Anomia 3 = Prolonged hloeding a =]
Proumenia o o Epllopsy 0 = Liver involvermant In}
Hart mu il i 3 Asthmn B 'd Falnting/dizzinoss n
Rhoumatic fover 2 a Kidney Involvement 5 a Nervous disorders - 3
Mitral valva prolapse o o Latex sensitivity a. @ HIV positive & o
premed for hoart condition o = Hicko! sansitivity o o Tuberculos!s 3
Bone diserder 3 a EndocrinaThyrold = o
I8 tho patient 10 oo FANINT i s e Abigaind inberbbretnd e ree e b s =l
Does the pationt SMOKET sty e i w4 sSSP AR 4R S 11 mn g AT is
Coes the patlent have a history of major lneas?
Can the patient breathe comfortably with the lips CIEBO T st simviin anprsiamimstasars haasins | fasmss ppoanssers e b itnadanas okl cesai b msed b Sk 4 n
Have tonalls andior adenoids boen removed? Whatage? ___ cooee ————————— sk byt b s g arat e ] ]
Has the pativnt begun puberty? I girl, has MENSIUAtoN BOGUINT... e s i s s - & =

I boy, has volced changed ot have tacial PAINT o dairiabassi i pammsmsrpaspppasassesss ey o ]
List any drugs or medications now belng twken, Glvo reasons
Lint any allergles or druy sonsiliviles
Patlent's physician Phone # Last soen

DENTAL HISTORY
Patient's dentist Phona © Date of last check up
Yas No

ls thore any dental work {cavities or fillings} that still needs 10 be dONET s iz [
Have there been any injuries to the face, mouth or LOBLHT o0riesmsrnanisrarssnssnsssvunsssnassnnivasmansas ARERU MUY, (| |
Has the pationt ever sucked a thumb or finger? Until what age? e o I 5| ]
Does the patient have any clicking or discomfart in jaw Joints Near ars?.. .o e S | O
Have you been infermaed of any missing or extra pommanent Ieelh? i s [
Has the patient had a provious Orthodontle EXAM OF BEAETIENET o i it riss s sams s has i s s b s s e s o [
If so, whe lreated? When?
Does the patient elench or grind his or her LT 1 ot ok A P ] 5]
Is the patient especially apprehensive toward dental (1111 R PEHIRRF L S ey PPN i
Doos the patient have any congenital abnormallies T iR PR —— e vt B 5]

| undarstand that, where appropriate, credit bursau roports may ba ohtained.

SIGNATURE (Parent’s signature if
Updates (date & initial) I

minar)

Doctor of record

Date reviewed




