

	Preferred name
	
	  Email address
	


	Patient’s address
	
	Home phone
	


	Birth date
	
	Age
	
	( Male
	( Female


	If patient is a minor, give parent’s or guardian’s name
	 


	Names & ages of siblings
	 


	Have other family members been patients here?
	
	Who?  
	


	School & District
	
	Interest/Sports
	


Responsible Party/Legal Guardian Information
	Name
	
	Social Security #
	


	Driver’s license #
	
	Relationship to patient
	


	Marital Status:   (  Single    (  Married    (  Divorced    (  Separated
	Birth date
	


	Address
	
	City
	
	Zip
	


	Previous address If above less than 2 yrs
	
	City
	
	Zip
	


	Home #
	
	 Mobile #
	
	Work #
	


	Occupation
	
	 Employer
	
	# of yrs
	


	Spouse’s name
	
	Social security number
	


	Relationship to patient
	
	Birth date
	


	Mobile #
	
	Work #
	


	Occupation
	
	 Employer
	
	# of yrs
	


	If patient is a minor & parents are divorced or separated, with whom does the child live?
	 


	Name of non-custodial parent
	
	     Phone                               
	


	Address of non-custodial parent
	 


Primary Insurance Information
	Insured’s name
	
	Insured’s social security #
	


	Ins. Co. Name
	
	 Group #
	
	Phone #
	


	Ins. Co Address
	
	 City & State
	
	Zip
	


Secondary Insurance Information
	Insured’s name
	
	Insured’s social security #
	


	Ins. Co. Name
	
	 Group #
	
	Phone #
	


	Ins. Co Address
	
	 City & State
	
	Zip
	


	Physician’s name
	
	Phone
	


	Is the patient currently under a physician’s care? ( yes ( no    Reason
	


	Current Medications?
	
	Medication allergies?
	


Medical History   Please check if you have or have had: 
	(
	Adenoids removed
	(
	Congenital heart lesions
	(
	Heart trouble/condition
	(
	Shortness of breath

	(
	AIDS/HIV
	(
	Chronic cough
	(
	Hepatitis 
	(
	Seizures

	(
	Allergies/sinus problems
	(
	Diabetes
	(
	Herpes
	(
	Speech problems

	(
	Anemia
	(
	Drug addiction
	(
	High/low blood pressure
	(
	Stroke

	(
	Arthritis
	(
	Ear problems
	(
	Jaundice
	(
	Swelling of ankles

	(
	Artificial heart valves 
	(
	Eating disorders
	(
	Joint swelling
	(
	Thyroid problems

	(
	Artificial joints
	(
	Emotional problems
	(
	Kidney disease
	(
	TMJ problems

	(
	Asthma
	(
	Endocrine disorders
	(
	Organ transplant
	(
	Tonsils removed

	(
	Autistic disorder
	(
	Epilepsy
	(
	Psychiatric treatment
	(
	Tuberculosis

	(
	Blood/bleeding disorders
	(
	Faintness/dizziness
	(
	Rad/chemo therapy
	(
	Venereal Disease

	(
	Bone disorders
	(
	Fever blisters
	(
	Respiratory disease
	(
	Whiplash

	(
	Cancer
	(
	Headaches (frequent)
	(
	Rheumatic/scarlet fever
	
	

	(
	Cardiac pacemaker
	(
	Heart Murmur
	(
	Scoliosis
	
	


	Females: Are you pregnant?
	
	Adolescents: has puberty begun?
	
	Is the patient adopted? Doses he/she know?
	


Dental history  Please check if you have or have had:

	(
	Bad bite
	(
	Injury to face/teeth
	(
	Pain/clicking in jaw joint
	(
	Thumb/finger/lip sucking

	(
	Bruxing/grinding
	(
	Latex or nickel allergy
	(
	Periodontal (gum) disease
	(
	Tongue thrust

	(
	Cheek/lip chewing
	(
	Missing/extra teeth
	(
	Previous orthodontic treatment
	(
	TMJ treatment

	(
	Clenching teeth
	(
	Mouth breathing
	(
	Previous tooth extraction
	
	

	(
	Fingernail biting
	(
	Morning jaw joint pain
	(
	Smoking history
	
	


	Please list any other medical or dental condition/illness not listed above:
	


How did you hear about us?  (   Dentist    (  Patient    (  Relative    (  Friend  (  Other

	Whom may we thank for referring you to us?
	 


	What would you like orthodontic treatment to accomplish?
	 


	Dentist’s name 
	
	Date of last cleaning
	


	Reason for dentist’s referral
	 


	Has an orthodontist been consult previously?
	
	Reason
	


	Emergency contact: Name & phone
	 


CONSENT:  The undersigned hereby authorizes the doctor to take x-rays, study models, & photographs to make a thorough orthodontic diagnosis.  I understand that where appropriate credit bureau reports may be obtained.  I understand that I am responsible for the payment of services rendered

and also responsible for paying any co-payments and deductibles that insurance does not cover.  I further authorize this office to release all information necessary to secure the payment of benefits.  I assign directly to the doctor(s) all insurance benefits otherwise payable to me.

	Signature
	
	Relationship To Patient
	
	Date
	


 Patient’s name __________________________________________________________         Date___________________  




















