0O : — .
a‘gﬁg'mllcﬂfs DATE: patient information

AT L ENT NAME .
LAST FIRST MIDDLE NICKNAME
D DR E S S .
STREET CITY STATE Z1P
HOME PHONE. ... .. ... BIRTH DATE............................... SOCIAL SECURITY #. .
IF PATIENT IS A MINOR, GIVE PARENT'S/GUARDIAN'S NAME. .
FAMILY DENTIST WHEN LAST SEEN?. ... ...
IS ANY DENTAL WORK PENDING?.................. PLEASE DESCRIBE. . o
WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE 2. o
SCOH OO
SIBLING/CHILDREN INFORMATION:
N A E SEX............ DOB...................
N AM SEX............ DOB......................
N AM E SEX............ DOB....................
responsible party information
N A E
LAST FIRST MIDDLE
EMAIL AD D RESS . MARITAL STATUS. ... ...
RE ST D EN CE .
STREET CITY STATE ZIP
MATLING AD D RES S .
STREET CITY STATE 1P
HOW LONG AT THIS ADDRESS?..................... HOME PHONE.. ... ... WORK PHONE. ... .
PREVIOUS ADDRESS (if less than 3 Years)... ...
STREET CITY STATE 1P
SOCIAL SECURITY #. . BIRTH DATE................................. RELATIONSHIP TO PATIENT...........................
EMPLOYER. . OCCUPATION. ... # YEARS EMPLOYED..............
SPOUSE’S NAME. RELATIONSHIP TO PATIENT..........................
LAST FIRST MIDDLE
EMPLOYER. .. OCCUPATION. ... # YEARS EMPLOYED..............
SOCIAL SECURITY #. .. BIRTH DATE................................ WORK PHONE. ... .
dental insurance information
INSURED'S NAME . . INSURED'S MEMBER ID #.... o
INSURANCE COMPANY. ... ... GROUP #... PHONE. ... . ...
INSURANCE CO. AD D RES S .
DO YOU HAVE DUAL COVERAGE?  YES..... NO...... IF YES, PLEASE COMPLETE THE FOLLOWING:
INSURED'S NAME . . INSURED'S MEMBER ID #.... o
INSURANCE COMPANY .. ... GROUP #... PHONE. ... . ...
INSURANCE CO. AD D RES S .
INSURED S EMPLOYE R o
emergency information
EMERGENCY CONTACT . PHONE. ... . .
COMPLETE AD D RES S .

I UNDERSTAND THAT WHERE APPROPRIATE, CREDIT BUREAU REPORTS MAY BE OBTAINED.
SIGNATURE (parent's signature if minor).................................... UPDATES (DATE & INITIAL)..........................



Please FULLY complete the following health questionnaire.

health status

Main concerns regarding the Jaws and teeth ..
Patient's current physical health .. oo
Patient's current mental health

All current medications taken by patient ...

= Please provide explanation for any "yes" answers: medical histo ry

Y or N BLOOD DISORDERS (prolonged bleeding, anemia, other)? . o

dental history

Y or N Significant injury to the teeth or Jaws?
Y or N Grind/clench the teeth? (oo
Y oor N o DIfficulty CheWing?
Y or N Pain/clicking in the Jaw JOTnts? Lo
Y or N Treatment for @ TMI disOrder?
= Please provide explanation for any "yes" answers: orthodontic histo ry

Y or N Previous orthodontic treatment? ...
Y or N Concerns about orthodontic treatment? ..
Y or N Habits related to the teeth (nail biting, finger habit, smoking, tobacco use, other)? .. ...
Y or N Speech disorders/speech therapy?. ..
SIGNATURE ... PRINT NAME ... Date ...

NOTES




