Welsome ts the 0f0%a of .

P e . r ( l Oure entive J’faff /s dedicated to /MWZ//}(/ the ég/ée&t y«a/??y
& o thodontic treatment Lo o and, your fam@ " a /a/aa&a/(t
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Date ....ooooiiii

Patient’s NOME .....cocorimmiiiimiiiiie e E-mail...ccoooiiiiiii
AAreSss ...ovvevviiiiiiiiiiiiiieeicereee e ee e Gty coeveeeiiece SHAte e AT J N
Home Phone ........coueimiiiiiiiiceceeee Birthdate ........ccccccveviiiiiiniiiiiinniin, Social Security # ...oueevuerriieree
Names & ages of other children at Home ...ttt rrrrnes
Whom may we thank for referring you 10 our office? ............oiiiiiiiiiiiiii e
INOME ..o Marital Status ......cooeeiiiiiiiiiii e
RESIAENCE .....evveviiiiiieiieeieiic e Gty et State ...ooeeiiiiiiiiiiiiiienns ZIP oo
Mailing Address .........couevviiieeirininiiiieeen e CitY ceveiee State ....ccoeeiiiiiiiieeeen, ZIP oo
How long at this address ...........ccccceevvriieeennnnn. Home Phone..........ccoveviieeeeiniinnnnnn. Work Phone ......cocoveeeeiieiiieiiicieeeeeceeeeeee,
Previous Adrs (If less than 3 yrs) ......c.cccceeviiininneneen. CHY e State ....ovvvevieerrieniiienns A |
Social Security # ....ccccvviiiiiiiie Birthdate ........ccovvummiiiiiiinees Relationship to Patient ............cccocvvviiiiiiiiiiiiniiinnennnn,
Employer ..., Oceupation ... No. of Years Employed .............coovveeririnnnens
SPOUSE S INGIME ..ottt e et e ettt ettt te e e e e e e e e e e e e et et e e aaas s s s e e s e e e ss bbb bbb s s s ee e et e b aba s s eseaneabansssesaneennatraanseans
Employer ....ccccoviiiiiiiiiiiiiiireee e, OccuUPAHON ..eeviiiiiiiiiice e No. of Years Employed .............ccccceeennnnnn
Social Security # ..ccooeeveireiiieiiei Birthdate ............ceeeiieeeiiiii, Work Phone .......ccoouuuiieiiiiiiiiiiiiieeeecceeiecn e
INSUred’s NAME .....oiiiiiiiiiiiiii it Insured’s Soc. Sec.# ..o
INSUrance Co. .....coiciiiiiiiiiiiiiiiiiiiiiiiieeiiieeireree e Group # ...evvviiiieeeneeerieneieeeneeeens LoCal # .eveeiiiiiiiiiiiii e
INSUPGNCE CO. AGIS. cooiiiiiiiiiiiiiiiiiii ittt re e e et e e s s e e e e s bbb eeeeeeeereeeeeeeeeeeeseans Phone ....ooooviiiiiiiiiiii
Do you have dual coverage? U Yes I No If “Yes”:

Insured’s NAME ........ooociiiiiiiiii e Insured’s Soc. Sec.# ...
INSUrANCE CO. ..ooeviiiiiiiiiiiiiiiiiiiiiieeieereeee e Group # ..oeeeveeereeiiiiiiiiiiiieiee Local# ...coooiiiiiiiiiiiiiiiiiiiiiiii e
INSUMANCE CO. AGIS ..ottt PRONE ..oooniiiiiieeiee e

insured’s Employer

Updates (date & initial) / / / / /




Patient’s Name .......ccoooiiiiiiiiiic e, Nickname ........ccooviiiiiiiiiiiiieneneeenne Age .coiiiiiiieii SEX ciiieiiiiiiee s
YOUF PRYSICIAN oot e e e ettt e e e e e e e e e eeeeerrennnnenane s e eeaeenaanns When last visited............coovviiiiiiniiiniinnnnn..
YOUT d@RTIST 11eeiiiiiiiiiiiiiiiiiiiiiiie ettt e e e e e et e et s bttt et e e e e e eeeeeeesssaannansaneeaeeeeees When last visited.........cccccceovninienicrennnnnn.
Is your child in good health? LIYES  TINO (If “INO”) ettt ettt st e et st s e et e s
Is he or she receiving medical care? LI Yes  IINO (If “YE5”) ittt ettt
Has your child ever had a serious illness? [ Yes [ NO (If “Ye5”)iuccueoiriieriiiiiiietei ettt ettt
Has anyone in your family had diabetes? I Yes LA INO (I “YO5”) 1 uiruiereeieii ettt ettt st eee e
Has your child ever been hospitalized? Yes [ No If “Yes”, at what age and for what reason ...........ccocceeivieniieincennnenn.
Have adenoids or tonsils been removed? [ Yes [ No Ifs0, af What @ge ....ccceeovuiiiiiiiiiiiiiiiiieee et

List all prescription and non-prescription drugs or medications taken in the last 3 months (give reasons):
List allergies/sensitivities: Aspirin, Codeine, Sulfa drugs, Novocain, Penicillin, etc. ..........coccii
Please check those items which your child has or is now being treated for:

Arthritis or joint disease dYes No Skin disorders dYes dNo
Asthma or Hayfever OJYes dNo Respiratory disorders UYes dNo
Blood or bleeding disorders dYes [dNo Rheumatic or Scarlet fever dYes No
Drug use dYes No Tuberculosis dYes dNo
Epilepsy or seizures dYes dNo Nervousness dYes No
Fainting or dizziness dYes dNo Sexually transmitted diseases dYes dNo
Eye problems dYes [dNo Has your child ever been tested dYes dNo
Neurological problems dYes [dNo for AIDS, HIV or ARC

Ulcer or stomach problems dYes No Endocrine problems dYes W No
Heart murmur or disease dYes No Diabetes dYes W No
Kidney or bladder dYes [ No Emotional problems UYes dNo
Hepatitis, jaundice or liver dYes [ No Oher lINESSES: ........oocvvieieiieieiieeiee et e cieeeiee e e evre e aeesenees

Does the patient have any of the following habits:

Finger or thumb sucking dYes W No Clenching or grinding teeth dYes No
Mouth breathing QYes dNo Other oral habits dYes dNo
Tongue thrust (abnormal swallowing) L Yes  INO e et e et e s e abe e e st
Have there ever been any injuries to the face, mouth or teeth? [ Yes [N  (If “Yes”):.icoieviieiieciieieeeeeiee e
Does your child brush his or her teeth 3 times a day? A Yes N0 (If “NO"): covviiiiieiie et
Does he or she floss daily? AYes [INO  (If “NO"): coueieiieeeeeeeeeee e
Does your child have any missing or extra permanent teeth? L Yes  INO  (If “YES”): cuiiiriieiieeiieeeieesieeeiee e
Has your child ever noticed pain or clicking in the jaw joint? L Yes - LINO (I “YES”): ioiiiiieiieieeiieiteeeee e
Has your child’s jaw ever locked open or closed? dYes [INO (I “YES”): coiuieiieeiiieirieerreeeiie e
ORTHODONTIC HISTORY
What would you like to change about his or her appearance? ...
Are you pleased with their facial profile? (dYes AN (If “NO”): ueeiiciiiiiiiiie e
Has the patient had past orthodontic treatment, and by whom2 [ Yes [ N0  (If “Yes”): .cccoooiiroiniiiniiiiieiicniiciicscecee
Has any family member had orthodontic treatment? dYes INO (I “Ye5”): coeieiieeieeeie et
Does anyone in the family have a similar dental condition? dYes  INO (I “YES”): coiuiiiiieiieeiieeeieeeree e e
What would you like orthodontic treatment to accomplish? .......................ccooiiiiiiiiiiiiiiii
Name of the nearest relative not living with you Emergency Phone#
Signature Date

Updates (date & initial) / / / / -/




