E-mail Address:
MName:

Lash [ L2 M Mo My Dr
| prefer to be called: [ Male [ Female
Birthdate: R Age: 554
Home Address:

T
oy ™ %
[ Single || Married [ Divorced [ Widowed [ Separated
Hen #: ( J Cell / Other #:
W #: | | Ext: DL #
Employer:
Employer’s Address:
G - I
How long there? Oceupation;
Where & when are best times o reach you?
Whom may we Thank for referring you?
Other family members seen by us:
Previous / Present Dentist:
e Cic
Person Responsible for Account: T

His / Her Mome:

Enployer

W #: | | Ext: SS #:

Birthdate: / /____ DL#

Relative or Friend not living with you.
His / Her Mame: Relofion:
‘M # I

Orthodontic Coverage? [ 1 Yes [*] No  Dental Coverage? ['] Yes [1] No

Insuranee Co. Mame:

Insurance Co. Address:
[ Gy B b d
d " Insurance Co. Phone #: | }
. 'I". Group # [Plan, Local or Policy #):
+ Insured’s Name: Relation:
" Insured's Birthdate: / i Insured's 55 #:
/- Insured's Employer:
20 Employer's Address:
5 oy = T
F. . T - .
: Secondary - o
Orthodontic Coverage? [ | Yes [l No  Dentol Cu'rel'ﬁﬂk?ﬁ Yes [] No
 Insurance Co, Name; o
Insurance Co. Address: m‘:_' -
: o o e %
. Insurance Co. Phone #: | | =
~ Group # [Plan, Local or Policy #): —

L

Insured's Name: Relation; -_“,",',.:_' -
Insured's Birthdate: / Imwed%“
Insured's Employer: T

- Employer’s Address: ————

o .

Payment is dve in full at the time of freatment
unless prior arrangements have been approved.
If this office cccepts insurance, | understand that | am respansible for payment
of services rendered and also responsible for paying any co-payment and
deductibles that my insurance does not cover. | hereby authorize payment of the
group insurance benefits [otherwise payable to me) diredtly to this office. |
understand that | am responsible for all costs of arthodontic reaiment. | hereby
authorize relecse of any information, including the diagnosis ond records of
treatment or examination rendered, lo my insurance company.




Do you hove a personal physician? ElYes ENe % what are the main concerns that you would like orthodontics

" Physician's Name: m:.;'_ to accomplish?
Phone #: | J Date of last visit: 3
'~ Your current physical health is: [ |Good [IFair [1Poor
Are you currently under the care of a physician? [Yes CINo = Have you ever hod or been evaluated for orthodonfic treatment?
Please explain: o ElYes ONo
: : “ Hove you ever hod a serious/ difficult problem
‘: " S m_m}m‘_ha e g b nsgiufad with unypreuinusdmmlm? ClYes CINo
i Harve you had any metal rods, pins or implants? Cl¥es ElMo faé Dy i i B i i e
ﬁ Are you taking any prescription / over-the-counter drugs?  []Yes [ No % iscomfort in your jaw joint [Tm{' TMDJ2 EYes CNo
ﬁl_'*'ﬁ Please list each one: = Your current dental health is: [ Good [ Fair [ Poor
" Have you ever token Phen-Fen? B Do you still have wisdom testh? Elves Cno
v Also known as Redux or Pondimin. FlYes FINe & Hove you sver hod an iy loyour: Mouth Tesh  Chin Plass e
ba IFso, when? ?ﬁ Do you have any speech problems?
~ For Women: Are you faking birth control pills? ClYes [ino: &F Dnrou generally breathe through your mouth? ClYes CNo
' s # ircle:  'While Awoke?  While Asleep?
~ Areyoupregnantt  [lYes [INo Week #: 2 IF yes, please circ
; | s e (¥es [INo Do you have any missing or exira permanent teeth? ClYes [N
H rnuwhudm?d'll'lﬂfhl e ;." I: | prob ;;y::ﬂfh::;:y:?hxe:vawr smile looks? [1¥es [Iho
¥ N Abnomol i ¥ N Fever Blisers . f
¥ B Hecky/hinughly (¥, 1 i T T = |
¥ N Aleohol / Drug Abuse f M 1 e
¥ N Anemia Y N Hospitclized for Any Reason = =
LT
¥ N iol Banes / Jo iver [k
I understand that the information thet | have i4 corredt Yo fhe best of I
b N o R & %mﬁ-mﬂmrmm&'m' mumﬁ:ﬁ&wm"‘ s i uﬂﬁium s
'~ Concar 6 of any. changes sots, | oulhorize o
8 | 1 Soo/Chemdbienny ¥ AL Dok Wik fickpee o i iy il s et ey e v hoepmis e Hcmiod, wah i ki
© f N Congenilal Heart Defect ¥ N Psychiotric Problems e :
Y N Diabeles ting Y N Eﬁmw %
¥ M Difficully Breathi ¥ M Rhewmalic / Scorlet Fever
¥ N ¥ M Seizwes %
v N f N Sel cul Do/ T =
¥ M Fai ¥ -
Y N Fm*mmmsp*l-hududm Y N Sinus -
¥ N ¥ N Sioke B E
¥ N Fevar ¥ N il P .
¥ N I*?I'Ilzl'f.ﬁhd:fhrglr ¥ N m;ﬂm
¥ M Heart Murmur ¥ E Lkcers i
¥ M Hepatifis Y Venereal Disease i . . AL : ; :
Please list any serious medical condition(s) that you have ever had: | verbaly reviwed the medical / dentolinformation with the patient named herein. @

Initicls: Dierte

S Are you allergic to any of the following?

¥ M Aspirin ¥ M Erythromycin ¥ M Penicillin
¥ M Codeine ¥ N Jewelry/Metals ¥ N Tetracydine
¥ M Dental Anesthetics ¥ N Latex Y N Other

% Please list any other drugs/materials that you are allergic to:

MEDICAL HISTORY UPDATE
Has there been any change in your health skatus since your lost visit2 Y N

hent Si Dt

If Yes, please explain. i
Dertist Signature Drale
= Has there been ony chonge in your health status since your last visit2 Y N Fofien Sigrmre Dale
| Yes, please explain. Diote



