'Wlmﬂlhhwdm you and your child to our office. Our
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T-::du}rrs Diaate: =
Child’s Name:

= Mickname .

= Sal

EiMaole EFemale

E-mail Address;
Birthdate:

School:

Hokbies / Sports:

Grade

Child's Home #: | |

Child's Home Address:

Mame: Relafion:

(o you have lego u:u.'ih:d]r chthischild? EYes ENo

‘Whom may we Thank for referring you?

List brathers /' sisters with age:

General Dantist:

Last Visit Doie:

= Parnened

E :-:-'|v|r||I|-r|

Parent’s Maritcl Stobus:

[T Mather's Information: [ Swp Mathe

P i Hirthclode

Ermail Addelreia .

Call #: 1 | Hm &

Emglovyiar:

a5 # oL #

|| Father’s Information: | s fober
Peome: Hietholare:

Ernail Address:

Cell & | |
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Mame; Relation:

Billing Address:

STATE
How Long?
DL #:

Do you Cwn or Renf? (circhs one|
Hm # | |

Cell # (_
Emplayer:

55 #: o
Wh# [ | Ext

Who is responsible for making appointments?

MNome:

Wh | HM #:

IYes EliNo

DFT"]D[JDI‘I'LE CI:H'E Fﬂgﬂe

Insuronce Co. Mame:

Insurcnce Co. Address:

Insurance Ca, Phone #: | )

Group # [Plan, Local, or Policy #];

Palicy Owner's Name:
cyY T—

R Elﬂlil._‘ll'lﬁl'lir.\ to Patient:

|""|ir" Ohwner's Birthdate: .l"l

Policy Owner's Employer

Employer's Address:

Secondary Orthodontic Insurance
Orthodontic Covernge? = Yes  |_|No
Insurance Ca, Name:
Insurance Ca, Address:

Insurance Co. Phone #: | ]

Group # [Plan, Local, or Policy #):

Palicy Owner's Nome:

Relatianship to Patient:

Palicy Cwner's Birthdote:

Policy Owner's Employer:

Emplover's Adedress:




t 6 B ‘What are the main concerns that you would like

orthodantics to cccomplish®

Has your child ever foken Phan-Fent [l Yes

{Alse known oz Redux or Pondiming IF yes, when?

Has your child ever been evaluated or had orthodontic
treatment before? HYes EMo
Have thera been any injuries to the
foce, mauth, teeth ar ehin2 1Ye: ElMa

List oy musical instruments played:

Hove adenaids or tonsils been removed? @ Yes
HL'I} ':r"GUr Ei'lild h‘_'\'_'ll i:ll:ﬂrl"ll_"d DF r.lr.}-'
missing ar extro permanent teath? [ Yes
Has your child ever had any pain / tenderness in his / her
jow joint (TMJ / TMD)? [ Yes [ No
Dioes your child brush his / her teeth daily? [ Yes
Floss his / her teeth daily® ] Yes
Chilel's Physician:
Phone #: | | _ Dale of Last Visit:
|s wour child currently under the care of a physicion?
Yes

Has F.'II.'I.'.}-"‘FI'}" begun?
Has menstruation begun (Girls) [ Yes

Please describe your child’s current physn:u[ hl!\ull'l"l*
Good || Fair

Please list all drugs that your child is currantly taking:

Please list all drugs / things that your <hild is allergic o

T N Lalex ¥ M Plastics

_d._s,; | undersiand that the information that | have given is
carrect lo the best of my knowledge, that it will be held in the

sirictest of confidence and it is my responsibility to inform this
office of any chonges in my dhilds medical stotus,

¥ N Metals/Nickel

This office reserves the right to verify the credit status of potential
patients and/or porents of patients prior 1o extending cradit for
treaiment fees and may, af the discretion of this office, use the
services of one or more credil reporting services.

= Address

'hl[nwln; mndi:nl prnlllem:

an-'uh;nm / Ep |E1!1'i}'
Diobatas

Handicaps / Disabilifies
Heoring Impairment

Abnarmal Bleading Y
ADD / ADHD Y
Allergies o ony Drugs
Allergic 1o Lotex / Merols 1
Allergic to Plostic ¥ Heart Murmur
Any Hosprial Shays o Hr'rr'-'.iphi}in

¥ |'||_:|_:| il

¥ HIV+ / AlDS

L Kidney / Livor Problems

X

Y

¥

Liipass

J"A.Il:.-' Ol.._'ll_'rl":llil‘lll'.
Artificial Bones [ Joints /

i Al S A S

Vialvas
Asthmao
Cancer Fheumatic / Scorlet Fever

Tuberculosis |Ta]

e e A AT A A T S L T S

Lk

Congenital Heart Delect

Please discuss any medical problems that your child has had:

Has your child ever nlrurienull
any of the hlluwin;? =

M Clenching / Grinding Teeth tursing Bolile Hobits
M Lip Sucking /' Bifing
M Mouth Breather

M Mail it m:|

Speech Problems
Thumb ¢ Fingor Sucking
Tongue Thrust

MNeighbor or h‘.nlnh\ru nat living wﬂh you,
{ Mame Phane |

| autherize the dental staff to perfarm the necessory dentel
services my child may need.

Signature of parent or g!uu:n:liur!

If this office accepts insurance, | understand that | am responsible
for payment of services rendered and clso responsible for poying
any to-payment and deductibles that my insurance does not cover,
I hereby authorize payment of the group insurance benefits direcily
to this office. | autherize the use of this signature on all my

insurance submissions, whether manwal or electranic.

Signafure of parent er guordian

Signotire of parent or guardian

The Parent or Guardion who acompanias the child is responsible for payment.
ﬂur office is HIPM Curnpl-un-f and is mmmuhd ta muehng or m-u:mdmg the sfand'md'.-. af mh.-t'hun :unlml munduh:d by BSHA, the COC and Il-m ADA.
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