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Date___________
 



PATIENT INFORMATION
Name_____________________________________
 Nickname________________

Patient age_________
Date of birth_____________
Gender:   MALE     FEMALE
If the patient is a child, please provide:
Mother’s name ___________________
Father’s name _____________________
 

Primary home address ____________________________
City _____________
Zip_________

E-Mail Address   







Home phone ______________  Cell phone______________ Work phone______________




Which phone should we try first to contact you? (circle one)    HOME    
CELL  
     WORK

RESPONSIBLE PARTY INFORMATION 
(Please only fill in areas that differ from the above)
Name ______________________________

Relationship to Patient
_____________

Cell phone ____________________


Work phone __________________
 

If home address is different, please provide other parent’s information:
Home address ______________________________
City _____________
Zip_________


Home phone______________  Cell phone______________ Work phone______________


GENERAL DENTIST

Name  _____________________________    
Phone __________________  


Has patient had a cleaning and exam within the last 6 months?   YES
     NO
      Not sure

DENTAL / ORTHODONTIC INSURANCE
Employee name _______________________
Social Security Number ______________
Employer/Company ____________________
Employee Date of Birth ______________
Insurance Company _____________________
Insurance Co. Phone _________________    

ID Number ___________________________
Group Number _____________________

Do you anticipate obtaining, changing or termination of dental insurance?___________________

How did you hear about us? Circle all that apply:
   DENTIST

WEBSITE   

INSURANCE

SIGNAGE
FRIEND
NEIGHORHOOD NEWSLETTER

Other________________________
MEDICAL HISTORY

Is the patient presently under the care of a physician?………………….
YES

NO
Is patient currently taking any drugs or medication?……………………
YES

NO
Have tonsils or adenoids been removed?………………………………
YES Age_​___
NO
Is there a possibility that you are pregnant?…………………………….. 
YES

NO
If the answer to any of the above is YES please explain:_______________________________
Has patient any history or difficulty with any of the following: (√ check if yes)
______ADD/ADHD


_____
Cold sores

_____
Heart problems
______Anemia


_____ 
Diabetes

_____
High/low blood pressure
______Asthma


_____
Earaches

_____
Skin (eczema, rashes, other)
______Autism



_____
Epilepsy/convulsions
_____
Thyroid
______Bleeding problems

_____ 
Fainting

_____
Tonsilitis
______Chronic Sinusitis

_____
Headaches
Other _______________________


Do you have any of the following allergies: (√ check if yes)
_____
Food



_____
Medications (please list) _________________
_____
Latex



_____
Nickel


_____
Seasonal

Do you have a heart murmur? YES
NO
If so, do you pre-medicate for dental visits?  YES    NO

DENTAL HISTORY
Are there any fillings, crowns, extractions or other dental work that needs to be done?  YES    NO

If so, please indicate: ____________________________________________________

What is the patient’s chief concern regarding his/her teeth?_______________________________
Has the patient received previous orthodontic treatment? YES Phase I  or  Comprehensive Ortho   NO Which member(s) of the family have had orthodontic treatment?  MOTHER     FATHER     SIBLINGS
Does patient have sore or bleeding gums?  YES    NO      Do you have wisdom teeth?   YES    NO   not sure
Has the patient ever experienced clicking, popping, lockjaw, or pain to their TMJ joint?   YES   NO
Has patient ever had a severe blow to the teeth or jaws?  YES   NO 
At what age? _________

Does the patient play a musical wind instrument?  YES   NO  
For how long?_________
Does patient play an athletic sport? YES    NO   Which one(s)?  ________________________
Does patient have any of the following habits:


How long?

Thumb sucking?  

YES
NO

_________

Grinding or clenching teeth?  
YES
NO

_________
Smoking?


YES
NO

_________

Snoring?


YES
NO

SOMETIMES

EVERY NIGHT
Does patient breathe through mouth or nose?
MOUTH
NOSE


BOTH
Has patient ever had speech therapy? 
YES
NO
Until what age?_______

Who first noticed the need for orthodontic treatment? 
DENTIST
PARENT
PATIENT
Is there anything else you would like the doctor to know?_______________________________
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