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" odoy's Date:

Child's Mome:
LAST

Micknome;
Child’s Birthdae:

B school:

~ Habbics / Sports
- Child's Home #: | 1
. Child's Home Address:

Whe Is Accompanying Your Child Today?

0| Meme: :
| Do you have legal custody of this child?  TYes  [1No
" Whom may we Thank for referring you?

=2 List brothers / sisters with age:

Y General Dentist;
¢ Last Visit Date:

| Parent's Marital Slalus: [ ey [ e
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R Relofonship o Pofient:

Fhant

DL #:

wih # | i Exk 55 -

Who is responsible for moking appointments?
Mame:

Hm #: | |

Primary Orthodontic Insvrance

N Ovthodonte Coverage? [ClYes Mo

Inswrance Co. Mamie:
Insurance Co, Address:

Insurance Co. Phone #: | I

Groaup # [Plan, Lecel, or Palicy #):

Pobicy Crwner’s Mome:
Relotionship to Potient:
Policy Owner’s Birthdabe: [ [/ 55 8;

FEN  Folicy Owner’s Employer:

Secondory Orthodontic Insurance
Ovthodonbc Coverage? [ [Tes [ Mo
Insuronce Co. Mame:

- Insurance Co. Address:

Insurance Co. Phaone #: | )
Group # [Plan, Local, or Policy #):
Policy Cramer’s Mome:

Policy Owner’s Birthdates [/
Policy Owner's Employer:

‘CONTINUED ON BACK



O Has your child ever had any of the

What ore the moin concerns that you would like - following medical problems?
orthodontics o occomplish?

Abnormal Bleeding
Allergies to ony Drugs
Allerg fo Lotex | Metals
Allergic to Plastic

Aoy Hospital Stays
Any Operafions
Asthmo

Concer

Congenital Heart Defoct
Conwulsions | Epilepsy

Please discuss any medical problems that your child has had:

Has your child ever been evaluoted or had orthodontic
reatment before? [ 1Yes [ Mo
Hove there been any injuries to the
face, mouth, teeth or chin® [ Yo ] Mo
List any musical instruments ployed:
Have odenoids or tonsils been removed? O ¥es ClNo
Has your child been nformed of any
mdssing or extro permanent teeth? OYes ClMe
Hes your child ever hod ony poin / tenderness in his / her
jaw joint [TMJ / TMD)? || ¥es | | Mo
Does your child brush his / her teeth doily? [l Yes [ Mo
Floss his / her teeth daily? [ Yes [ Ma
Child's Physicion:
Phone #: | I Date of Last Visis
ks your child corrently vnder the care of a plysican?
[ Yes
Y TN ing / Gri Teeth ¥ M Mursing Botthe Hobits
Has menstruation begun? (Girls) 1 Yes G mﬂg”'j:; s smg ;
Hmedﬁmbemrdﬂdscumﬂqmdbﬂﬂt "\ T N Mouth Breather T N Thumb / Finger Sucking
LIGood | [Faar | ] || ¥ N Nail Biting ¥ N Tongue Theust
Please i3t all drogs that vour child & currently laking: ; hhﬂ:hwwhlmnwlmqmﬁﬁu

Mame R i |

HIVs / AIDS

Kielney / Liver Probllems
Rhesmatic / Scarlet Fever
Tuberculosis [TB)
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| avthorize the dental statf to pzrfurm the
given is correct to the best of my knowledge, that ir will necessory dental services my child may neecd.
be held in the strickest of confidence ond it is my
responsibility to inform this office of any changes in iy
child's medical stoabus. Signoture of parent ar guardian

This office: reserves the right to werify the credit shakus of If thiz affice accepts msurance, | understand that | am
pohentiol patents andfor parents of patients prior fo extending responsible for payment of services rendered ond olso
credit for treatment fees and may, ot the discretion of this responsible for poying any co-payment and dediscibles that
affice, use the services of one or mars ooedil reparting services. my inswranoe does nok cover

Sagnabure of porent or guordsen Cuate Signature of parent or guerdian

The Parent or Guardian who accompanies the child is responsible for poyment.
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~ 1 verbally reviewed the medical / dental information above with the parent / guardian and pafient named herein.
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