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PATIENT INFORMATION

Date:

Patient's Nama: _ .
Last First Middig

Addrass: - .
Sireel Cily Stale Zip

Home Phone; B Birthday: Age:

Genaral Dentist: -
How did you hear of our office:

Mame: B

Last First hliddie Marital Status
Residence:

Sireel City Stalm Zip
Mailing Address: _ ) o

Sirgnt City State Zip
How Long at this address: _ Home Phonea: — Woark Phone:
Previous address (if less than 3 years)

Saree City Stale Fip

Social Security #: _ Birthdate: Relationship to Patient:
Emplcyur: T Qcoupation; Mo, Years Employed:
Spouse’s Name: ) Relationship to Patient:

Lask Firsl Middle
Social Security #: ___ Birthdate: Work Phone:_

INSURANCE INFORMATION

Insured’s Name: . Insured’s Soc. Sec. #:
Insurance Co.: - Group No:  Telephone #
Insurance Co. Address:

Sireed City Slate Zip

Insured's Employer: )
Do you have dual coverage: Yes Nolf yes

Insured’s Name: Insured's Soc. Sec. #

Ingurance Co.: Group Na: Telephone #

Insurance Co. Address _
Sireal City Slate Zip

Insured’s Employer

EMERGENCY INFORMATION

Mame of nearest relative not living with you:
Complete Address:
Phone; e

Signature (Parent’s signature if minar): Date:
Updates (dates/Initialy,

(Owar)
Please complete information on other side



/5, _pintaLiisTory /6, MEDICALHISTORY |

What are the main concamns that you would like Has your child ever had any of the
Orthodontics to accomplish? following medical problams?
¥ N Abnormal Bleeding ¥ N Abnormal Bleeding
¥ M Allergiestoany Drugs Y N HandicapsDisabilities
Hiats your child sver been svalualed or had ot bt forn? ¥ N Alergic to Latex/Metal ¥ N Hearing Impairment
O Yes O Mo ¥ N ABergic bo Plasbc ¥ N Heart Murmur
Have thar ever baen any injuries 1o the tace, mouth, teeth of chin? ¥ M Any Hospilal Stays ¥ MW Hemophilia
O Yes O No ¥ M Any Opoerations ¥ N Hepatitis
ekt e ¥ N Asthma ¥ N HIV+AIDS
Have adenoids or tonsils been removed? O Yes O MNo
_ ¥ M Cancer ¥ N Kidney/Liver Problams
Has your chikd baan informeed of any missing or exira permanent teeth?
OYes O Mo ¥ M Congenital Heart ¥ MW RheumatcSearet Faver
Has your child ever had any pain | tendemass in his [ har ¥ N ComuisionsEpilepsy ¥ N Tubsrculosis
jaw joint. (TMJ [ TMO)? DY O Mo Please Discuss any medical problems that your child has had
Daws your child brush his her lesth daily? < Yes L No
Floss his / her lenth daily? dYes O Mo
Child's Physician:
Phone & ] Dabe of ladl visit:

|5 yourr child curnently undér the care of a physician? U Yes ' No

Please describe your child's current physical hoalth

d Geod O Fair O Poor

Drvets e childd hrve any spsech problisms Y R
Does | did your child have any of the following habits?

Pleasa kst 8l drugs tal your chsd is cursny | 2 ¥ MW Clenching / Grinding Teeth ¥ N Nursing Boltle Habits

¥ N Lip Sucking / Biling ¥ M Thumb / Fingar Sucking
Plaasa lisl all drugs thal your child is allengic boc ¥ N Mouth Breather ¥ M Tongue Thrust

¥ M Mall Biting

Commants:




