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We would like to welcome you to our office. Our gool is to moke every visit pleosont ond educotionol.

We skive to teoch good orol core thot will enoble you to hove o beoutiful smile thot losts o lifetime.

Porent Informotion:
E-Moill Address:
Who is occomponying you todoy?

Relotion:
Does this person hove legol custody of you? DYes tr No
Porent's Moritol Stotus: (Pleose Circle)
Single Widowed Morried Divorced Seporoted Portnered

Mother's Informotiofl! tr Step Mother tr Guordion
Nome: - Birthdole:_J-/-
Wk Phone
Employer:

:(_) HmPhone:(-)
SS #:

How long ot current iob? _ Job title:

Fqther's Informotion: tr Step Fother tr Guordion
Nqme: Birthdote: -/ -/ -
Wk Phone
Employer:

:(  )  Hm Phone:( )

How long oi current iob? _ lob title:

Person Responsible For Accounl:

SS #:

Relotion:
DL #:Employer:

Wk Phone:(-) Hm Phone:(-)
Sociol Security #:
Billing Address:

Cil"/

Previous Address:

Stote zip

Stote Zip

TEtt US ABOUT YOU: Todoy's Dote:

Nome:

E-moil Address:
Hobbies / Sports:

Cil.i Siote

Whom moy we Thonk for referring you?

Lost visit dote:
us with Birthdote:

Who is responsible for moking oppointments?

Work Phone:
Home Phone:

Primory Dentol Insuronce:
Orthodontic Coveroge?
Insuronce Co. Nome:

Secondory Dentol Insuronce:
fl Yes tr No Orthodontic Coveroge? tr Yes tr No

Insuronce Co. Nome:
Insuronce Co. Address:

Cit/ Stoie Zip

Insuronce Co. Phone #: (  I
Group # (Plon, Locol or Policy #): Group # (Plon, Locol or Policy #):

Policy Owner's Nome:
Relotionship to Policy Owner: Relotionship to Policy Owner:

Policy Owner's Birthdote: -/ _J -SS #,
Policy Owner's Employer:

Policy Owner's Birthdote: -/ -/ _ SS *:

Employer's Address:



ls your woter fluoridoted?
Are you toking fluoridoted supplements?
Hove you ever hod ony poin /

Floss your teeth doily?
Do your gums bleed?

Why hove you come to the dentist todoy?

Hove you experienced problems with previous deniol work?
EYesENo
E Yes fl No
DYesDNo

tenderness in your jow ioint (TMJ / TMD)? E Yes C No
Do you brush your teeth doily? fl Yes E No

EYesONo
DYesDNo

ARE YOU ATIIRGIC TO ANY OF IHE
FotrowrNG?

HAVE YOU EVER HAD ANY OF THE
FOLLOWING MEDICAT PROBIEMS?

Abnormol Bleeding
Anemio
Any Hospitol Stoys
Art i f ic iol  Bones /  lo ints
Asthmo
Concer
^l lLntcKen rox
Congenitol  Heort  Defect
Convulsions /  Epi lepsy
Diobetes
Hondicops /  Disobi l i l ies
Heoring lmpoirment
Heort Murmur
Hemophi l io
Hepof i t is
Hives
HIV+ /  AIDS
Kidney Problems
Liver Problems
LUpus
Meosles
Mononucleosis
Mitrol  Volve Prolopse
Rheumolic / Scorlet Fever
Skin Rosh
Tuberculosis (TB)

El Yes E No

Y

Y

Y

N
N
N
N
N
N
N
N
N
N

Y

Y

Y

N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N

Aspir in
Any Metol / lewelry
Plost ic
Codeine
Dentol  Anesthet ics
Erythromycin
Lotex
Penici l l in
Tetrocycl ine
vtner

Do you require ontibiotics before dentol work? D Yes E No
Hove you ever token Phen-Fen? EYesCNo

Also known qs Redux or Pondimin. l f  so, when?
Are you currently under o physicion's core? D Yes E No
Physicion's Nome:
Phone #: (_) Dote of lost visii:
Pleose describe your current physicol heolth:

E Good fl Foir
Pleose list oll drugs thot you ore currently toking:

Pleose list
you hove

ony other Allergies thot

D|D/Do YOU EXPERTENCE ANY 0F
THE FO|.IOWING?

N Nursing Bott le Hobits
N Speech Problems
N Thumb / Finger Sucking
N Tongue Thrust
N Clenching /  Grinding Teeth
N Lip Sucking /  Bi t ing
N Mouth Breother
N Noi l  Bi t ing
N Were you breostfed?
N Used Pocif ier

Are vour lmmunizol ions current?

Are you toking birth conkol pills?
Are you pregnont? E Yes D No
Are you nursing?

For orthodontic lreolment pleose complele the following:
Whot ore the moin concerns thot you would like orthodontics to
occomplish?

Hove you ever been evoluoted/hod orthodontic

DYes ENo
D Unsure Week #,

EYes ENo

heotment before?
Hove there been ony iniuries to your foce,

mouth, teeth or chin?
Hove odenoids or tonsils been removed?
Hove you been informed of ony missing or
exko oermonent teeth?

Do you stil l hove your wisdom teeth?
Hove you ployed ony musicol instruments?
lf so, whot?

EYes DNo

EYes ENo
D Yes fl No

EYes ENo
flYes E No
EYes ENo

Pleose discuss ony serious medicol problems you've experienced:

ls there onything you would like to discuss
with the doctor in orivote? E Yes [l No

I underslond thof I om responsible (lf l8 yrs or older) for poyment of
services rendered ond olso responsible for poying ony co-poyment ond
deductible thot my insuronce or my porent's insuronce does not cover.

Porent/Guordion Signoture (lf NecessoryJ Dote

I offirm thot the informolion I hove given is correct to the best of my
knowledge. lt will be held in the shictest confidence ond it is my respon-
sibility to inform this office of ony chonges in my medicol stqlus. I outho-
rize the dentol stoff to perform the necessory dentol services I moy need.

This office reserves the right to verify the credit stotus of potentiol
potients ond/or porenh of potienh prior to eilending credit for heol.
ment fees ond moy, ot ihe discretion of this office, use the services of one
or more credit reporting services.

Signoture of Potient ond/or Porent/Guordion Signoture of  Pol ient  ond/or Porent/Guordion

lverbolly reviewed the medicol / dentol informotion obove with the potient nomed herein. Initiols: Dote: _/_/_
Doctor's Commenis:
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