
Account# ________ _ 

C: ___ _ Family: ___ _ el om 
to the Orthodontist 

We would like to welcome you to our office. Our goal is to make every visit pleasant and educational. 
We s1rive to teach good oral care that will enable you to have a beautiful smile that lasts a liietime. 

Tell us about you 

Todays Date: _____ _ 

Name: _____________________ _ 
la�: Mid. lnil. Mr. Mrs. i\i:,,. Dr. 

I prefer to be called: _________________ _ 

Birthday: _________ Age: ____ O /v1;ile O remale 

Social Security#: _________________ _ 

Home Address: ___________________ _ 

City 

D Single 
OMarTied 

State 

0 Partnered 
0 Separated 

Zip 

0 Divorced 
0\Niclowecl 

Horne ii: _________ Cell#: ________ _ 

\1\/ork/i: _________ Ext: DL/i: _____ _

Email address: ___________________ _ 

Employer: 

Address: _____________________ _ 

How long at current job: ___ Job title: 

\t\/hen a11d where are the best times to reach you: ______ _ 

\,\/horn may we thank for refering you?: __________ _ 

Other family members seen by us: ____________ _ 

General Dentist: 

Date of last visit: __________________ _ 

Spouse information 

Name: 

I ast !V1id. Jnit. 

Employer: 

\1\/mk#: ________ Ext: ss #: --------

Birthday: 

Person responsible for account 

Name: ____________ Relation: _____ _ 

Billing address: __________________ _ 

City Stale Zir, 

Home !i _________ Cell II _________ _ 

Employer: _______ Work# _______ Ext. 

SS/:': __________ Dlti: 

Primary Orthodontic Insurance 

Orthodontic coverage: D Yes O No 

Insurance Co. name: 

Insurance Co. address: _______________ _ 

Insurance Co. phone 1/: _______________ _ 

Group#: __________ Id.#: ________ _ 

Policy owners name: 

Relationship to patient: 

Policy owners birthday: _______________ _ 

Policv owners e111ployer: 

Secondary Orthodontic Insurance 

Orthodontic coverage: 0Yes ONo

Insurance Co. name: ________________ _ 

Insurance Co. address: _______________ _ 

Insurance Co. phone ii: _______________ _ 

Group#: __________ Id.;: ________ _ 

Policy owners name: ________________ _ 

Relatio11ship to patient: 

Policy owners birthday: _______________ _ 

Policy owners employer: _______________ _ 



Medical history 
Have you ever taken Bisphosphonates? 

Have you ever been evaluated or 
had orthodon t ic treatment before? 

Have you ever h,1d ;my injuries to the 
face, mouth , teeth or chin? 

Have you ever had a serious/difficult problem 
associat ed with ail) ' previous denta l wo rk? 

Have you ever been inform ed of any 
missing or extra permanent teeth? 

Have you ever had any p,1in/te11clemess 
in yo ur jaw joi nt ITMJ/Ttv\Di? 

Do you like your sm ile? 

Do your gums ever bleecl1 

Do vou have any speech problems? 

Do you breath through your mouth? 

0Yes 0No 

0Ycs 0N o 

0Ye~ 0No 

0 Ycs 0 1\10 

QYcs ON o 

OYe, O No 

0 Yes 0No 

[] Yes D No 

0Ye s 0No 

OYes D No 

If ves rirdP ~11 tha! applr Whi le' awakd Wh ilP slPr,pi11g1 

Do you smoke or use tobacco in any fo rm ? 0Yes D No 

Your curTent dental heJ!tli is: D Cooc! D Fair D floor 

For vvomen : 
Are you taking birth contro l pills? D Yes O No 

i\re vou curre nt ly pregnant? D YPs O No 

Are you cu rrent ly under the care of a physician? D Yes D No 

PleasP rxp lain: ________________ _ ____ _ 

Phys icians narne: 

Phone t: _______ Date of last visit: 

Your current phvsic:il he.11th is: 0 Cood O F~ir D floor 

Whal are the main co1icerns that yo u would likP orthodontics 

to accomplish/: 

Relative or neighbor not living with you: 

Name: _____ _____ _______ ______ _ _ 

Please list all prescriptions and over the coun ter drugs 

you are curren tly taking: _________________ _ 

f'le;ise list all rnedications /thi 11gs vou are alle rgic to: _ __ ___ _ 

Have you ever had any of the 
following medical problems? 

y N Abnormal bleeding y N Hemop hilia 

y N .Anemia y N HPpatitis 

y N Artifi cial bones/join ts/valves y N High/low blood pressure 

y N Asthma/Arth rit is y N HIV+ /AI DS 

y N Blood transfusion y N Hospital ized for anything 

y N Cancer/chemotherapy y N Kidney prob lems 

y N Congenial hear1 deiect y N M itra! valve prolapse 

y N Diab etes y N Psychiatric problems 

y N Diff icu lty breathi ng y N Radiation treatment 

y N Drug/alcoho l abuse y N RheumatidScarlet Fever· 

y N Emphysema y N Severe/frequent headaches 

y N Epile psy/seizers/fainting y N Shingles 

y N Fever blisters/Herpes y N Sickle cel l disease/traits 

y N Glaucom a y N Sinus problems 

y N Heart attack/stroke y N Tuberculosis (TB) 

y N Heart murmur y N Ulcers/Coliti s 

y N Heart surgery/pac emaker y N Venereal disease 

Please list any serious medi cal cond itions that you have or suffered from: 

Address: ________ ____ ____________ _ 

City: _ ______ ____ .. ____ , ____ ,, .... ··-- ·-, ____ .. , _ ___ State: ·----------- Z ip: _ _______ Phone t: 

I understand that the information that I have give11 is correct to the 
best of my knowl edge, that it ,viii be held in the strictest oi confidence 
and it is my responsibi l itv to inform this office of any changes in my 
medi cal status 

This office 1,eservPs the right to verii)' the credi t status of the poten tial 
patient, ancl!or p,irents of the pat ients pr ior to extending credit for 
treatmen t fees and !ll il\', at the discretion of this off ice, use the services 
of one or more cred it iepo rting services, 

S 1f.n;it111·t·' 

I authori ze the or,thodontic staff to pe1fonn any necessary orihodontic 
services that I may need dur ing d iagnosis and treatment wit h my in­
iormecl consent, 

Dale' 

If this office ilccepts insurJnce, I understand thJt I arn responsible for 
payment of services rendered and also responsible for paying any 
co-payment and deductib les that my insurance does not cover, I hereby 
authorize payment oi the group illSlll'illlce benefits directl y to this office, 

D<H(• 

Our o ffi cl' is HWA,'\ cornpli,rnt and i, cornrnittecl to rr1Peling or p,u•ed ing the stand,m!s of in fection co1itrol mand,it ed by OSH,\ , the CDC ancl the ,'\DA. 


