Patient Information
Date________________________
Patient’s name______________________________________________Birthdate_______________
                                        Last		             First			MI
Address________________________________________________________________________
		Street				City			State			Zip
Home Phone_________________Cell Phone_________________E-mail_______________________
[bookmark: _GoBack]Name you would like to be called___________________ Whom may we thank for referring you________________
Is it OK to receive information via text ______________
Responsible Party Information
Name___________________________________________________________________Marital Status__________
		Last			First				MI
Mailing Address________________________________________________________________________________
			Street				City			State		Zip
How long at this address________________Home Phone_______________________Work Phone______________
Social Security #____________________Birthdate_________________Relationship to Patient_________________
Employer______________________________________Occupation______________________Yrs. Employed____
Spouse’s name______________________________________________Relationship to Patient_________________
		Last			First		         MI
Mailing Address________________________________________________________________________________
			Street				City			State		Zip
Employer_______________________________________Occupation_____________________Yrs. Employed____
Social Security #____________________Birthdate________________________Work Phone__________________
Insurance Information
Insured’s Name______________________________________________________I.D. #______________________
Insurance Company___________________________________________________Group #___________________
Insurance Company Address______________________________________________________________________
Do you have dual coverage?	Yes_______ No_______	 if yes:_____________________________________
Insured’s Name______________________________________________________I.D. #______________________
Insurance Company___________________________________________________Group #___________________
Insurance Company Address______________________________________________________________________
Insured’s Employer_____________________________________________________________________________

Emergency Contact Information
Name of nearest relative NOT living with you________________________________________________________
Complete Address_____________________________________________________Phone___________________
Medical History
Has the patient been treated for any of the following:
			Yes   No				    Yes   No			             Yes   No
DIABETES……………   (  )    (  )   TUBERCULOSIS………    (  )    (  )    ENDOCRINE/THYROID…… (  )  (  )  
PNEUMONIA…………. (  )   (  )    ANEMIA……………….     (  )    (  )    PROLONGED BLEEDING....  (  )   (  )
HEART TROUBLE……  (  )   (  )    EPILEPSY……………….  (  )    (  )    LIVER INVOLVEMENT……  (  )  (  )
RHEUMATIC FEVER...  (  )   (  )    ASTHMA……………….    (  )    (  )    FAINTING/DIZZINESS…….  (  )   (  )
BONE DISORDER…….  (  )   (  )    NERVOUS DISORDER…  (  )    (  )    KIDNEY INVOLVEMENT…  (  )   (  )
Is the patient in good health____________ List any medications _________________________________________
Has the patient ever tested POSITIVE for HIV or AIDS _________________
List any allergies or drug sensitivities_______________________________________________________________
Has the patient’s tonsils and adenoids been removed_____________ At what age____________________
Growth in the past 6 months____________________________ Has the patient reached puberty_________________
Height____________ Mother’s________________ Father’s_________________
Patient’s Physician_________________________________________________________Last Seen_____________

Dental History
Have there been any injuries to the face, mouth, or teeth________________________________________________
Has the patient ever suck a thumb or finger___________________________________________________________
Does the patient have any clicking or discomfort in jaw joints near ears ____________________________________
Does the patient clench or grind his/her teeth_________________________________________________________
Has the patient had any previous orthodontic exams ___________________________________________________
Have you been informed of any missing or extra permanent teeth _________________________________________
Is the patient especially apprehensive toward dental visits _______________________________________________
Does the patient have any congenital abnormalities ____________________________________________________

Patient’s Dentist_______________________________________________________Last seen_________________

List sports and activities__________________________________________________________________________

Name of other family members we have treated_______________________________________________________

Signature (parent’s if patient is a minor) ____________________________________________________________
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