E-mail Address:

RTHODONTICS

Name:

L

| prefer to be called:

Birthdate:

Home Address:

Apa ol @

[” Single
Hm #: |

[ Morried [

Wh #: |

S

Cell / Other #:

e

Divorced | Widowed || Separated

Ext: DL &

Employer:

Employer's Address:

Cx

How long there?

Previous / Present Denlist:

P L)

His / Her Mame:

Oecupation:
Where & when are best times o reach you?
Whom may we Thank for referring you?
Other family members seen by us:

T

Employer:

Wk #: |

Ext: S5

Birthdate: /

His / Her Name:

DL #

Relative or Friend not living with you.

Wk #: | [

v

¢ Insured’s Name:

- Employer’s Address:

¢

/

Primary
Orthodontic Coverage? [ Yes [/ No  Dental Coverage? [] Yes [ No
Insurance Co. Name:
Insurance Co. Address:

Ty
Insurance Co. Phone #: | |
Group # (Plan, Local or Policy #):
Insured’s Name:;

Insured's Birthdate: __ /
Insured'’s Employer:
Employer’s Address:

Gy o

Orthodontic Coverage? [ Yes 71 No  Dental Coverage? [ | Yes [ No
Insurance Co. Name:
Insurance Co. Address:

Relation:
/ Insured's D #:

Ciy

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

Relation: .
Insured's Birthdate: __/ /__ insuredsID#: :
Insured's Errpha.rar .

.

= -
is due in full fii
g b o

IF this office occepts insurance, | understand that | am responsible for payment
of services rendered ond also responsible for paying any co-payment and
deductibles that my insurance does not cover. | hereby authorize payment of the
group insurance benefits [otherwise payoble to me) directly to this office. |
understand that | am responsible for all costs of orthodontic treatment. | hereby
authorize release of any information, including the diagnosis and records of
freatment or examination rendered, to my insurance company.

Signature Date

-

1 ‘"ﬂ":F on Bcl:z




Do you have o personal physician? EYes ENo

. Physician’s Name:

Phone #: | | Date of last visit:

Your current physical health is: ' Good = Fair
- Are you currently under the care of o physicion? E Yes
Flease explain:

E Yes
B Yes [

i ves

Do you smoke or use tobacco in any other form?

Have you had any metal rods, pins or implants?

 Are you taking ony prescription / over-the-counter drugs?
| Pleose list each one:

Have you ever taken Phen-Fen?

Also known as Redux or Pondimin. Bl ves

* IF so, when?

. For Women: Are you faking birth control pills?
Are you pregnoni? |1 Yes [INo

Areyounursing?  [lYes [IMo

Have you ever had any of the following diseases or medical problems

Abnormal Bleeding / Hemaphilia / Fewer Bligters

AIDS Blood Pressure

itolized for
WMM

CiYes [DNo
Week #:
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Ulcers
Hepatti Venereal Disease
| Please list any serious medical condifions) that you have ever had:

. Are you allergic to any of the following?

¥ N Aspirin ¥ N Erythromycin Y
¥ N Codeine ¥ N Jewelry/Melals Y
¥ N Denfol Anesthefics ¥ N Lafex Y
Please list any other drugs/materials that you are allergic to:

Do you shill hove wisdom testh?
" Howyuewerhodoninuryloyour Mouth  Teeth  Chin (Pl Groki

What are the main concerns that you wo

. to accomplish?

Have you ever hod or been evaluated for orthodontic reatmegfifs

Hawve you ever had o serious/ difficult problem

ossocioted with any previous dental work? ElYes EMo
Do you now or have mrnxm'u'm:l' pain / =
mnﬁ:ninynur!;uwioinlﬂ / TMDJ? HYes CINo
Your current dental health is: [7 Good Il Fair [ Poor
[ Yes [ Mo

Do you have any speech prablems?

Do you generally breathe through the
\fye ,plaasa}rcirde: While Avioke? . While Askeep?

Do you have any missing or extra permanent teeth? Yes DNo
Are you happy with the way your smile looks?  ves 1
1f not, what would you change?

EYes ElNo

Dole:

MEDICAL HISTORY UPDATE

nge in your health siotus since your last visif?

Y

M
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