i | Birthdate: [ | Age

We would ke to welcome you and your child to our office. Our
care that will snable your

We strive to feach good

. Today’s Date:
Child’s Name:

| E-mail Address:

TRST
554#;
[CIMale [Female

Hobbies / Sports:
~ Child’s Home #: ( )
; Child's Home Address:

| Name:

" Do you have legal custody of this child?
Whom may we Thank for referring you?
'\ List brothers / sisters with age:

ClYes [INo

~| General Dentist:
~ Last Visit Date:
; . [ Single

| Parent's Marital Status: 0 Married

:' OMother's information [ Siep Mother [ Guordion

Mame: Bithdate: [/ [/
Wk 2 Ext: Hm #:(
Employer:
How Lang at Current Job: Job Title:
| ss# DL #:
: Ll Father’s Information: [] siepfoher [ Guordion
; - Mame: Birthdate: e
W #: | | _Ext: [ }
Employer:
} How Long ot Currant Job:
S54:

Job Title:

| Hm#(

o Wik i# | ) Ext: 55 #:

" Who is responsible for making appointments?
. Name: '
- Wk#(_ ) Ext:

© Policy Owner’s Birthdate: _ / /1D #:
 Employer’s Address:

~ Insurance Co. Name:
. Insurance Co. Address:

§ Policy Owner's Name:
© Relationship to Patient:

- Policy Owner's Employer:
- Employer’s Address:

ool is to maka every dhild’s visit pleasant and educational.
hdilhuu smile thet lasts o lifetime.

" Name:

Billing Address:

arr

~ Previous Address:

g STATE
] DL #:

Employer:

HM #:

s Primary Orthodontic Insurance

. Drudonﬁc&urugu? CYes [ No
. Insurance Co. Name:
. Insurance Co. Address:
| Insurance Co. Phone #: | J

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

¥ Policy Owner’s Name:

Relationship to Patient:

Pa!iqr Owner's Emplnyar:

Secondary Orthodontic Insurance
Orthodoentic Coverage? [ Yes L1 No

Insurance Co. Phone #: |}
Group # [Plan, Local, or Policy #):

Policy Owner's Birthdate: _ / [/ ID#
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What are the main concerns that you would like - 'Olé- - i
¥ orthedontics o accomplish? Tl Has yawr ‘h“‘ "ﬂr l‘-d "‘f " ﬂ!ﬁ
i hilwlng mﬂllnil pmllltm.-s?

Has your child ever taken Phen-Fen? ClYes CNo
[Alse known as Redux or Pondimin) If yes, when?

Has your child ever been evaluated or had orthodontic
©  treatment before? ClYes CINo
 Have there been any injuries to the
_ face, mouth, teeth or chin? [lYes [ No
-~ List any musical instruments played:
~ Have adenoids or tonsils been removed? [Yes Mo
Has your child been informed of any )
missing or exfra permanent teeth? OYes [No ::::r:::ii ;:;'M hoyes
Has your child ever hod any pain / tenderness In his / her
jewr folnt (TMJ / TMD]? MYes [INo [ Please discuss any medical problems that your child has had:
Does your child brush his / her teeth daily? [1Yes [1No
Flnsshisfharhaﬂidcﬂy? [Yes [INe

Convulsions / Epilapsr
Diabetes

handicaps / Disabilities
Hearing Impairment
Heart Murmur
Hemophilia

Hepatitis

HIV+ / AIDS

Kidney / Liver Problems
Lupus

Abnormal Bleeding

ADD / ADHD

Allergies to any Drugs
Allergic to Latex / Metals
Allergic to Plasfic

Any Hospital Stays

Any Operalions

Artificial Bones [ Joints /

N
N
M
N
N
M
N
N

N
N
N

L e o o ] o o =
ZEEZZLZZEZEZEZEZZZLZ

T 1 Date of Last Visit:
| Is your child currently under the care of a physician?
: [ Yes
Has puberty begun? [ Yes 4l .. the S
~ Has mensiruation begun? (Girls) [ Yes N ﬂm\d\lng / Gmdﬂﬂ Tﬂe'rh Y N Hursmg Bolﬂe Habits
-~ Please describe your child’s current physical health: "~ ¥ N Lp Sucking / Biting ¥ M Speech Problems
_ (] Gaod (] Fair N Mouth Breather Y ‘N Thumh / Finger Sucking
Please list all drugs that your child is currently taking: B N Mgl Bﬁing Y N Tungue '|'|'|rllsl‘

e T
Please list all drugs / things that your child is allergic to: or Relative not nav-'ﬂhm[

sl | authorize the dental staff to perform the necessary dental
gmnlsnurrmhihahaﬁldmykmwladge that it will be  services my child may need.

held in the sirictest of confidence and it is my responsibility

to inform this office of any changes in my child’s medical

status. Signature of parent or guardian

" This office reserves the right to verify the credit status of potential If this office accepts insurance, | understand that | am responsible

~ patients and//or parents of patients prior to extending credit for for payment of services rendered and also responsible for paying
treatment fees and may, ot the discretion of this office, use the any co-payment and deduclibles that my insurance does not cover.
sarvices of one or more credit reporting services,

. Signature of parent or guardion Dale Signature of parent or guardian

The F"nrr'nt or Gunrdlun whao utmmpunms the thld is n.spnnﬂble fu::r paymenl

r1-q

“OFFICE USE ONLY OFFICE

0 verhully mwewed the medical / dental ;lﬁnrn'luhun above with the parent / guardian and pafient named herein.
. |
| Doctor’s Comments: Initials:
o |

BRACE YOURSELF FORM #ORTHO-2C © 2005 INFORMS, INC. 1-800-722-4884




