
            Date ___________________________________

Patients’s Name  _________________________________________________________ Spouse’s Name____________________________________

Home Address _______________________________________________________________________Phone _______________________________

__________________________________________________________________________________ Zip __________________________________

Email Address ____________________________________________________________________________________________________________

Occupation __________________________________________________________ S.S.# _________________________________________

Firm Name_________________________________________________________________ Work Phone ___________________________________

Firm Address _______________________________________________________________ Cell Phone ____________________________________

Medical Insurance?  Yes   No                Name of Insurance Company ____________________________________________________

Dental Insurance Plan? Yes    No                Name of Insurance Company ____________________________________________________

Spouse’s Occupation __________________________________________________________ S.S.# _______________________________________

Firm Name_________________________________________________________________ Work Phone ___________________________________

Firm Address _______________________________________________________________ Cell Phone ____________________________________

Medical Insurance?  Yes   No                Name of Insurance Company ____________________________________________________

Dental Insurance Plan? Yes    No                Name of Insurance Company ____________________________________________________

How did you fi rst learn about our offi ce? _______________________________________________________________________________________

Who may we thank for referring you to our offi ce? _______________________________________________________________________________

Family Dentist ___________________________________________________________________________________________________________

Family Physician _________________________________________________________________________________________________________

Your Birth Date            Month   /   Day   /  Year       Your Age ___________________

Your past general health?      Good       Other      Explain ___________________________________________________________________

Any medical problems? ____________________________________________________________________________________________________

Are you allergic to any medications? _________________________________________________________________________________________

Are you now in good dental health?   Yes   No   Dental check up every ________ months.

Check if you had or now have:   Diabetes   Blood Disorder  Women, Pregnant? _____________________________

 Allergic Reactions   Liver Problems   Rheumatic Fever/Heart Murmur __________________________________

Asthma/Breathing Problems Kidney Problems Infectious Disease ______________________________________

Cirle if you had or now have:  periodontal problems endodontic problems clicking or popping

             (sore gums, bleeding gums)                (root canals)                             in the jaw                      

Have you been examined by an orthodontist before?     Yes   No          When _____________________________________________________

Where ____________________________________ Recommendations? _____________________________________________________________

What, in your opinion, is the orthodonic problem? _______________________________________________________________________________

________________________________________________________________________________________________________________________

I acknowledge that the information I have given is correct to the best of my knowledge, that it will be held in 

the strictest of confidence, and that it is my responsibility to inform this office of any changes in my health 

status. I also understand that the office reserves the right to verify the credit status of potential patients 

and/or parents prior to extending credit for treatment fees, and may at the discretion of the office, use the 

services of one or more credit reporting services.

_________________________________________________________     _________________________________________________________
      Signature of Patient (Parent/Gaurdian signature if patient is under age 18)                                   Person Responsible for Treatment Fees  2/19


