The benefits of a happy, healthy
smile are immeasurable! A beautiful
smile is a wonderful asset.

Teday's Dote:
E-Mail Address:

Mame;
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| pr:ferh be called:
Birthdate:
Home Address:

Single
Hmé:|
| Wha( Bt
Employer:
Employer's Address:
How long there? Occupation:
Where & when are best times bo reach you?
Whom may we Thank for referring you?
Other family members seen by us:
General Denfisk:
Last Visit Dote:
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Please fill out this form completely. A -8 "
The better we communicate, the L i
better we can care for yon, b

Primary
Orthedontic Coverage: [ Yes D Mo Dentol Coveroge: [ Yes [ Na
Insurance Co. Mome: )
Insurance Co. Address: . 23
Insurance Co. Fhone # | ]
Group & (Plan, Local or Policy &):
Insured's Mome: Relaton:
Insured's Birthdote: /[ Inswred's ID &

_ Insured's Employer:

B Secondary =
Orthodonfic Covernge: [T Yes Mo Dendol Coverage: O Yes [ No . ‘
Insurarce Co. Name: P
Insurance Co. Address:

Insurance Co, Phone & | J
Group # [Plon, Local o Policy #): ’
Insured's Mame: Relotion:
Insured's Birthdate: [/ Insured's D &:
Insured’s Employer:

In the event of an emergency, is there someone i

whao lives near you that we should contact?

His | Her Nome: Relotion: i
wka () T ) R -

Do you have a personal physician?
Physician's Mame: =%
Phone 8| Dae of las visi: -
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Your current physical health is: Goed [ Fair Poor

| e you currently under the core of o physician? Yes Ha

| Please explain: __
Are you faking any preseription | over-the-counter drugs? Yi Ma

| Plecse list sach one:
For Women: Are you using o prescribed method of birth contral? [0 Yes Ma
Are you pregnant? T Yes Ma Week &

Are you fursing? Yes Mo

Have you ever hod any of the fallowing
diseases or medical problems?

T N Abncemal Blesding ¥ N Hemophilia

N Anemia ¥ N HepoSi

M Artificiel Bones / Joints [ Vabes ¥ M High / Low Blood Pressure
YN Ashma Athrifs Y N HIV*/ AIDS

M Blood Transhusion ¥ M Hospitolized for Any Reason
¥ N Concer [ Chemotheropy ¥ N Kidoey Problems
f N cmﬁ&wb&m Y N Mol Vobve Prelapse
Y H ¥ N Psychiairic Problems
¥ N DrFﬁrﬂerng ¥ N Rodigtion Treatment
¥ M Drug/ Akohol Abuse ¥ N Rheumotic [ Scorket Fever
T N Emphysema ¥ N Severe | Frequent Heodaches
¥ N Epilepsy / Seizures (Foinfing ¥ N Shangles
i M Fever Blisters / Herpes ¥ N Sickde Cell Disease / Troats
{ H Glooma Y MW Sinus Problems
1 W Heart Alack | Stroke T M Tuberculosis [TB]
¥ M Heart Murmur ¥ N Uleers / Colits
¥ N Heart Surgery | Pocemakes ¥ N Venereol Disease

Please list any serious medical condition(s) that you have ever hod:

Are you allergic to any of the fellowing?

¥ N Aspirin T N Dental Anesthetics 7 M Penicillin
T N Any Metols/Plasties ¥ N Erythremycin ¥ N Tetrocyeline
¥ N Codeine T N latex ¥ N Other

Please list ony other drugs/materials that you are olergic fo:
|

N N N N N W W W W W W W, W, W,

What are the main concems that you would like orthodonfics to cecomplish?

Have you ever hod or been evoluated for orthodontic treatment? 7] Yes Mo
Have you ever hod o serious | difficult problem associated

with any previous dental work? [ Yes Mo
Do you now or have you ever experienced pain /

discomfert in your jaw jeint (TMJ / TMD)? Yes Ma
Your current denbal heolth is: 7 Good Fair Prear -:“
Do you like your smile? [ Yes Mo Gums ever bleed? 7 Yes Mo

Heve you ever had an injury to your; Mouth Teeth  Chin jPecss Circke]
Do you have any speech problems?
Do you generally breathe through yeur mouth? Yes [ Mo

IF yes, pleose circle: ~ While Awoke?  Whils Asleep?
Do you have ony missing of exira permonent besth? Yes Mo
Hove you ever loken Fosoman, or ony other bisphosphonote? Yes [ Mo ;
Have you ever token Phen-Fen? Y Mo

Do you smoke ar wse foboces in any form? ¥ Mo |
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understand that the information that | have

given today is correct to the best of my '
knowledge. | also understand that this information

will be held in the strictest confidence and it is my | |
responsibility to inform this office of unr changes in my
medical status. | authorize the dental stalf to perform any
| nE':E‘S‘ilur:r' dE‘r‘.rﬂI ‘aﬁ,r'\"ll:{'*':l !Llﬂl | |'|'|ﬂlr' rll:':E'd ddrll'lg dlﬂgr":‘sli
and treatment with my informed consent. &

Signature Date
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Thank you for filling out this form completely.

This effice resarves the right to verify the credit status of patential patients
and [ or porents of patients prior b extending credit for treatment fees ond may, ot
the diseretian of the affice, uie thi 1ervices of sne or mare oedit reparting sarvices.

If this office occepts inswrance, | understond that | am respansible for payment of sersion ree-
dered and alio responsible for paying any co-payment and deductibles fhat my inswronoe does
ol eaver, | hareby oulorite paymant of te grevs insurence benefity (otherwise payable to
ma| directly to iy offie.

Signature Date
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| verbelly reviewed the medical / dental information above with the patient nomed herein.  Initials: Date: -
Doctor's Comments: oy
1
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