PATIENT INFORMATION - CHILD

Date: School: Grade:
Name: Date of Birth: Age: Sex F M
Prefers to be called: Phone:
Address: City: Zip:
Father's name: Phone:
Address: City: Zip:
Occupation: Cell Phone:
Work Address: Phone:
Mother’s name: Phone:
Address: City: Zip:
Occupation: Cell Phone:
Work Address: Phone:
E Mail Address:
Parents Marital Status: Single Married Separated Divorced Widow/ed
Siblings: Age: Age:
Age: Age:
MEDICAL HISTORY
Name of physician: Date of last physical:
1. What is the patient’s height?
2. Has the patient shown signs of increased growth recently? YES NO
3. Do you feel the patient has reached puberty? YES NO
4. Father's present height Mother’s present height
Older brother’s present height Older sister's present height
5. Has the patient had tonsils and/or adenoids removed? YES NO
6. Is the patient taking any medications? YES NO
Name:
7. Is the child allergic to any medications? YES NO
Name:
8. Does the patient require antibiotics prior to dental treatment? YES NO
9. Has the patient ever had a serious illness or been hospitalized? YES NO
Explain:
DOES THE PATIENT NOW, OR HAVE THEY EVER HAD ANY OF THE FOLLOWING?
YES NO YES NO YES NO
1 HEART MURMUR 0 ] HEART PROBLEMS 0 [1 RHEUMATIC FEVER
[1 HEART VALVE REPLACED [ [1 ALLERGIES 0 [1 DIABETES
[ LI HEPATITIS ] (i JOINT REPLACEMENT (] () HIGH BLOOD PRESSURE
| 71 HIV/AIDS/STD 0 [1 GLAUCOMA (] [1 SEIZURES / FAINTING
C ] STROKE 0 (] LEUKEMIA O ) RESPIRATORY PROBLEMS

1 BLOOD DISORDERS o (1 OTHER




DENTAL HISTORY

Name of Dentist: Date of last visit:
1. Have there been any injuries to the face, mouth, teeth? YES NO
2. Has the patient had or presently have any of the following habits: Thumb/finger sucking 0 Grinding of teeth O
Lip biting O Snoring O Mouth breathing (] None [
3. Has the patient been informed of any missing or extra permanent teeth? YES NO
4. Is the patient aware of sores, lumps or irritated areas in the mouth? YES NO
5. Has an orthodontist been consulted previously? YES NO
Name: Date:
6.Has the patient ever been treated for Bad Bite O TMJO  Periodontal Disease [ NO
If so, by whom:
7.Does the patient have any speech problems? YES NO
8. Is the patient frightened or anxious about Orthodontics or Dentistry? YES NO
9. Is the patient concerned about the appearance of their teeth? YES NO
10. Is there anything the patient would like to change about his/her smile? YES NO
If so, what:
11. What aspect of dental treatment is the patient most concemed with?
Quality O Cost [ Discomfort 0 Time O
12. Reason for consultation (Chief Concemn)?
13. Has there ever been any orthodontic treatment for any other member of the family? YES NO
Are you satisfied with the results? YES NO
Mother (Dr. ) Father (Dr. )
Brother (Dr. ) Sister (Dr. )

DENTAL INSURANCE INFORMATION

Name of Company: Phone:
Employer:

E'mployee Name: Date of Birth:
Social Security Number: Group Number:
Name of Company: Phone:
Employer:

Employee Name: Date of Birth:
Social Security Number: Group Number:

I authorize release of any information relating to this claim. | understand that | am responsible for all costs of dental treatment. | hereby authorize

payment of dental benefits otherwise payable to me directly to the orthodontist.

Signature: Date:
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