TO THE ORTHODONTIST
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Tell Us About Your Child

Todc:y's Deate: Mickname:

CRED FREFERS TO BE CALLED

Child’'s Name:

P

E-mail Address:

CMale CFemals

Birthdate: f Age:
Schaal: Grade:

Hobbies / Sports:

Childs Home #: | ]

Child’s Home Address:

Relation:

Do you have legal custody of this childé 0 Yes [ Mo
Whom may we Thank for referring you?

List brothers / sisters with age:

Ganeral Dentist:

Last Visit Date:

0 s
Parent's Marital Status: Dnﬁh.ad

3N [0 Mother's Information: [swp moher [ Guordian

Nomd- Bérthadote: f/

Email Addres:

clr(___) Hm e )

Ermplerper: whe [

5. DL #:

[l Father's Information: | s feber | Gudion

Email Address:

Cell & | )

Employer:
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Person Responsible For Account
Nl:;r.n;:

Billing Address:

oIy
Previous Address:

o G
Hm # } DL #:

Cell #( ) 554

Employer: W # [ } Ext:
Wheo is responsible for making appeointments?
MNamae:

Wha#(___ ) Ex____ HM#

Primary Orthodontic Insurance

Orthodontic Coveroge? [lYes [MNa

Insurance Co. Mame:

Insurance Co. Address:

Insurance Co. Phone #: [ ]
Group # (Plan, Local, or Palicy #):

Policy Cwner's Mame:
Relofionship fo Patient:
Pelicy Crwner's Birthdate:
Policy Owner's Emplover:
Employer's Addresy:

Secondary Orthodontic Insurance
Orthodontic Coveroge? [lYes [INo
Insurance Co. Mame:
Insurance Co. Address:
Insurance Co. Phone #: | ]
Group # (Plan, Local, or Policy #];
Palicy Crwner's Mame:
Relotionship o Pofient:
Policy Owner's Bithdate: __ / /D #:
Policy Owner's Employer:
Employer's Address:

CONTINUED ON BACK




What are the me cancerns that vou wauld like
6 What are the main concerns that ’ Q Has your child ever had any of the

orthodontics lo accomplish®
' o following medical problems?

Has your child ever taken Phen-Fen? OYes OMe
[Alse knwn on Redux or Pondimin] f yes, when?
Has your child ever been evoluated or had orthadontic
treatment before? [Yes [OMNo
Have there been any injuries to the
face, mouth, teeth or chin? OYes OMNo
List any musical instruments played:
Have adencids or tonsils been remaved? O Yes [Mo
Has your child been informed of any
missing or extra permanent teeth? OYes O Ne
Has your child ever had any pain / tenderness in his / her
jaw joint (TMJ / TMD)? [ Yes I No
Does your child brush his / her teeth daily?  [OYes D Mo
Floss his / her teeth daily® OYes ONo
Child's Physician:
Fhone #&- | | Date of Lost Visit
Is your child currently under the care of o physician? .
OYes [EMa y Has your child ever experienced
Has puberty begun? OYes OHo any of the following?
Has menstruation begun? {Girls) OYes O Mo " M Clenching / Grinding Testh 7 Mursing Bartle Habits

Abnormal Bleeding

ADD J ADHD

Allergies to any Drugs
Allergic b Lotex / Metals
Allergic o Ploswic

Ay Hospétal Seays

Any Operations
Artificial Bones [ Joints /

Comedsions / Epilopsy
Dinbates

Handicaps / Dsabilities
Hearing kmpairment
Heart Murmisr
Hemaophilia

Hc-p-uli'li:.

Hiv+ [ AIDS

Kidney / Liver Probloms
Lupus

Rheumatic / Scarlet Fever
¥ Congenital Heart Deboct Tuberculosis (TB)

Please discuss any medical problems that your child has had:

« o
ZZ LI ZIZII

' N
¥ N
M
M
Y N
N
F N
M
M
M
M
&

¥
i
y
Y

Please describe your child's current physical health: ¢ M Lip Sucking / Biling Speech Problems
[1Good [IFair [] ¢ N Mouth Breather ¥ N Thumb / Finger Sucking
Please list all drugs that your child is currently taking: ¥ N Noil Biting Y N Tongue Theust

Please list ofl drugs / things that your child is ollergic to:

T N Lotex T N Metals/Nickel T N PMoskics

g ."Ilundmlutdﬂmﬂuhmmmaﬂhuuﬁmis | autherize the dental staff to perform the necessary dental
correct to the best of my knowledge, that it will be held in the services my child may need.

strictest of confidence and it is my responsibility to inform this

office of any changes in my child’s medical status, Signature of parent or guardien

This office reserves the right to verify the credit status of pobential
patients and/er parents of patients prior to extending credit for
treatment fees and may, ot the discretion of this office, use the
sarvices of one or more credit reporting services.

The Parent or Guardian whe accompanies the child is responsible for payment.
Qur office is HIPAA Compliant and i committed to mesting or axcosding the wandards of infection eantrol mondated by OSHA, the COC and the ADA

OFFICE USE ONLY ( INLY CE USE ONLY DFFICE USE ONLY
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' Doctor’s Comments: Initials:

o201 Faforms  1-800-722-a884




