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PATIENT INFORMATION FOR PATIENTS UNDER 18 YEARS OF AGE

Mickname Birthdate Social Security #
Schodl SportsHobbies

Parent or guardian name

Wi iidry we thank for relerring you b our ofboaT

RESPONSIBLE PARTY INFORMATION
Mame

Frwt
Risidanca

Maiing Address

Last
Ereel Gty
Eresl City

Hew homg ot thes sddrass? Haene phiomne Work
Calliothes phone Emad address

phona

EI

Previous Address (H less than 3 years)

Social Security # Eirthdabe,
Emplayar Ocoupation

Relationship to Patient

Mo, years employed

Spouse's Marme: Relationiship to Patent

Employer Ocoupation

No. years employed

Socul Security W Birthdate

Wark Phane

DENTAL INSURAMCE INFORMATION

Insured's Name Insureds Sodial Securty B

Insurance Company Group No,
Insurance Co, Address

Do you have dual coverage? Yes Mo i yes:

Insured s Namea Imsured's Social Security &

Insurance Company Gioup Mo,
Ingurance Co, Addness

EMERGENCY INFORMATION
Mame of nearett relative nat lving with you

Local Ma.

Phone Mo,

Local Mo

Complete address

el City
Phone

I understand that, whise appropriate, credit buneau reports may be obtained.
Parant Signatune

Updates (date & initial)
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MEDICAL HISTORY
Physician Date of Last Visit
Address Phone

Please circle Yes or No (If Yes, pleasa fill in details)

Yes
fas
as
s
as
as

s the patient taling any medication?
I5 the patient allergic to any medication?
History of & major Bness?
Has the patient had any operations?
Ever béen invohved in & sefious accident 7

Have seen a physician i the last 12 montha? Why?
Famabs Patents only:;

Has menstruation stared ¥

Is the patient pregnant?

‘fas
Yas

§& FTETEE

Circla any of the medical conditions below that the patient has had o cusrently has,

Abnormal bleedingHamophilla Digbetas Hepatitia/Livar problams Priaumonia

Anaimia Dizziness Herpas Frolongad Bleeding
Agthrilis Epilepsy High Biood Pressurs Radiation'Chemotherapy
Asthma or Haylever Gastrointestinal Disorders HIV | Aids Rheumatic Fever

Bone Disorders Heart Problems Hidney problams Tubsrculosis

Congenital Hean Dafect Hiesart Murrr Menous Disonders Tumor of Cancer

Are thene ary rmedscal conditions we have not discussed that you feel we should be aware of?

DENTAL HISTORY

Ganeral Dentiay Diate of kst visit
‘What concams you most about your testh?

Is the patient presanily in any dental pain?
Ever experienced any unfvorable reaction o dentistry T
Has the patient ever lost of chipped any teeth?
Hawve there baan sy injunes to face, mouth, or lasth?
Iz any part of your mouth sensitive o lamgeratura? Wheara?
I= any part of your mouth sansitive o pressura? Whena?
Do gums bleed when brushing?___
Any type of thumb or tongue habit?
Iz the patient a mauth breather?
Has the patient evar sean an orhodontst? I yes, who and when'?
‘Whai is the patient's aftilude loward recaiving orhodonte: ireatmeant?
Has anycne in the family received orthodontc treatment?
How did they feel about the resuli?
Do teeth HMWHUMMMIHHMWT
Experience jaw clicking of popping?
Awaara of clanching or grinding leath dunng the day?
Exparence “tension” headachas?

Has the patent ever expenenced chronic ringing in the sars?
Does the patient need axira halp with instructions?
lg the patssnt Sengitive oF self-conscaous abhoart hikiTes tﬂi‘l'?
Height of parants? Mam Dad

Afa you awane that some appoinimants will be duning school hows?

fes
s
Yes
Tas
fes
fas
s
es
Yes
tas
as
f'as

as
s
fas
Yag
e
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s
es
o
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BEMNEFITS

Banefits of Orthodontics: Amssthatics, Health, and Function. Orthedondics is a sarice thal provides an improvement in the
appearance of the teeth, in the general funciion of the teeth, and in general dental haatth. Teeth, gums, and jaws are an intricate
body part and can fail & respond (o eatment. If good oral hygiene i nol practiced, teoth decay and enlarged gums can resull.
Joirt discomfort and roat shofening afe obsenved in a small percentage of cases. Testh changs throughout our lifelime and
thend can be some movemen of teeth and some change after reaiment. | have redd and understand this paragraph, | also
understand thal my diagnostic reconds and my name may be wused for aducational and promotional purposes. | hawve fruthiully
answerad all tha above guestions and agres 1o infoem this office of any changes in my medical or danial history. In additicn, |
authorize Dr. to parform a complele crthodontic evaluation,

Signatura Drate:




