A   B   C

Patient Information

Date ______________







Ref # ________________

Name Last _______________ First _______________ Middle ______ Nickname _______________

Street Address ____________________________________________________________________

City ________________________________ State _____________ Zip __________

Home Phone _______________ DOB _________SS# __________________ Age _____ Sex _____

School _______________________ Grade ______ Family Dentist ___________________________

If patient is a minor, give parents’ or guardians’ names _____________________________________

Whom may we thank for referring you to our office? _______________________________________

Best phone number for appointment confirmation __________ Email Address __________________

Responsible Party Information

Name Last _______________ First _______________ Middle ____________ Marital Status ______

Residence _______________________________________________________________________

City _____________________________ State ________ Zip _________

How long at this address ___________ Home Phone _______________ Work Phone ____________

Previous address (if less than 3 years) Street ____________________________________________

City ________________________ State _________ Zip _____________

Social Security # _________________ DOB ___________ Relationship to Patient _______________

Employer _____________________ Occupation __________________ No. Year Employed _______

Spouse Last _______________ First _______________ Middle ____ Relationship to Patient ______

Employer _________________ Occupation ________________ No. Year Employed _____________

Social Security # _____________________ DOB _____________ Work Phone _________________

I understand that where appropriate, a credit bureau report may be obtained.

Dental Insurance Information

Primary Insurance Subscriber ______________________ SS# _________________ DOB ________

Insurance Company _____________________ Group # ____________ Phone # ________________

Insurance Company Address _________________________________________________________

Employer ________________________________

Do you have dual coverage? 
Yes FORMCHECKBOX 

No FORMCHECKBOX 

If yes:

Secondary Insurance Subscriber ____________________ SS# _________________ DOB ________

Insurance Company _____________________ Group # ____________ Phone # ________________

Insurance Company Address _________________________________________________________

Employer _____________________________________

Emergency Information

Name of nearest relative not living with you ______________________________________________

Complete Address _________________________________________________________________

Phone      

 FORMTEXT 
     

 FORMTEXT 
      Relationship to Patient _________________________________________

Please complete both sides of this form.

Updates (date & initial) __________
__________
__________
__________
__________


Confidential (for record and pre-treatment evaluation)

Medical/Dental History

Yes FORMCHECKBOX 

No FORMCHECKBOX 

Is the patient in good health?

Yes FORMCHECKBOX 

No FORMCHECKBOX 

Has the patient ever had a health problem?



If yes, please explain:

	

	






Yes FORMCHECKBOX 
No FORMCHECKBOX 

Has the patient had any unfavorable reaction from any previous dental or medical care?

Yes FORMCHECKBOX 
No FORMCHECKBOX 

Have there been any injured to the face, mouth, or teeth?



If yes, please explain:

	



	






Yes FORMCHECKBOX 
No FORMCHECKBOX 

Has the patient ever seen an orthodontist?

Yes FORMCHECKBOX 
No FORMCHECKBOX 

Has the patient ever had any previous orthodontic treatment?



If yes, please describe treatment:

	





	




What is your primary reason for seeking orthodontic treatment?

	




Please check if the patient has had any of the following:



 FORMCHECKBOX 
Heart disease




 FORMCHECKBOX 
Contact lenses



 FORMCHECKBOX 
Rheumatic Fever




 FORMCHECKBOX 
Urinary tract obstruction



 FORMCHECKBOX 
Bleeding Problems



 FORMCHECKBOX 
Kidney problems



 FORMCHECKBOX 
Diabetes





 FORMCHECKBOX 
Colitis



 FORMCHECKBOX 
Asthma





 FORMCHECKBOX 
Intestinal Blockage



 FORMCHECKBOX 
Hay fever





 FORMCHECKBOX 
Speech/hearing problems



 FORMCHECKBOX 
Cleft lip/palate




 FORMCHECKBOX 
Epilepsy/convulsions



 FORMCHECKBOX 
Arthritis





 FORMCHECKBOX 
Tonsils removed
Age_____



 FORMCHECKBOX 
Infectious Disease (i.e. Hepatitis, AIDS)
 FORMCHECKBOX 
Adenoids removed   Age _____



 FORMCHECKBOX 
Mouth breathing (awake and/or asleep)
 FORMCHECKBOX 
Emotional/mental/nervous disorder



Comments:

	


List any drugs or medications now being taken

	


List any drug allergies or sensitivities 

	


If 17 year old or younger, please answer the following questions:

Yes FORMCHECKBOX 
No FORMCHECKBOX 

Did the patient ever sick a thumb or finger?

Yes FORMCHECKBOX 
No FORMCHECKBOX 

Does he/she do so now? When did the habit stop? _____________

Yes FORMCHECKBOX 
No FORMCHECKBOX 

Does the patient’s orthodontic problem resemble in appearance any other member of the family?

Yes FORMCHECKBOX 
No FORMCHECKBOX 

Has mother, father or sibling had orthodontic treatment?

Yes FORMCHECKBOX 
No FORMCHECKBOX 

Has the patient reached adolescent growth?

Yes FORMCHECKBOX 
No FORMCHECKBOX 

Females: Has monthly cycle started? If yes, when _______________________

Yes FORMCHECKBOX 
No FORMCHECKBOX 

Males: Has voice changed? If yes, when _______________________


Patient’s present height
_____ft. _____in.
Mother’s height
_____ft. _____in.



Patient’s expected height
_____ft. _____in.
Father’s height
_____ft. _____in.


List the names and ages of the patient’s siblings

	


To the best of my knowledge this history is complete.

Signature (Parent’s/guardian’s if minor) __________________________________________

