Young Adult

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

TELL US ABOUT YOU: Today’s Date:

Name:

Last First Mi

Nickname: Q0 Male QFemale
Birthdate: /__/ Age:
School: Grade:
College: SS #:

Hobbies / Sports:

Home Phone: ( )
Home Address:

City Stae Zip
Whom may we Thank for referring you?

Previous / Present Dentist:
{Please Circle}
Last visit date:
Other family members seen by us with Birthdate:

Name Birthdate
/ /
/ /
/ /
Who is responsible for making appointments?
Name: Relation:
Work Phone: | )
Home Phone: ( )

Primary Dental Insurance:

Orthodontic Coverage? QYes QONo
Insurance Co. Name:

Insurance Co. Address:

City
Insurance Co. Phone #: ( )
Group # (Plan, Local or Policy #):
Policy Owner's Name:
| Relationship to Policy Owner:
| Policy Owner's Birthdate: __/_ /_ SS #
Policy Owner's Employer:
Employer's Address:

City

Parent Information:

Who is accompanying you today? __

Name: Relation:

Does this person have legal custody of you? OYes O No

Parent’s Marital Status:  (Please Circle)
Single ~ Widowed  Married

Divorced  Separated

Mother’s Information: 0 Step Mother 1 Guardian

Name: Birthdate: _ /  /
Wk Phone:(___) Hm Phone:(___)

Employer: SS #:

How long at current job? Job title:

Father’s Information: 0 Step Father 0 Guardian

Name: Birthdate: ___ /  /
Wk Phone:(___) Hm Phone:(___)

Employer: SS #:

How long at current job? Job title:

Person Responsible For Account:

Name: Relation:
Employer: DL #:
Wk Phone:(___) Hm Phone:(___)

Social Security #:
Billing Address:

City State Zip

Previous Address:

City State Zip

Secondary Dental Insurance:
Orthodontic Coverage?

Insurance Co. Name:
Insurance Co. Address:

City
Insurance Co. Phone #: ( )

Group # (Plan, Local or Policy #):

Policy Owner’s Name:

Relationship fo Policy Owner:

Policy Owner’s Birthdate: ___/_ /
Policy Owner's Employer:
Employer's Address:

City

CONTINUED ON BACK



: 1 r
| Why have you come to the dentist today? | | AREYOU ALLERGIC TO ANY OF THE  HAVE YOU EVER HAD ANY OF THE |
: | FOLLOWING? FOLLOWING MEDICAL PROBLEMS? |
| Have you experienced problems with previous dental worke | Y N Aspirin Y N Abnormal Bleeding
; UYes No -
| ; Y N Any Metal Y N Anemia ;
| Is your water fluoridated? OYes UNo Y N Plastic Y N Any Hospital Stays
Are you taking fluoridated supplements? OYes UNo Y N Codeing Y N Asthma |
| Have you ever had any pain / Y N Dental Anesthetics Y N Cancer |
| tenderness in your jaw joint (TMJ / TMD)2 U Yes I No Y N Erythromycin Y N Chicken Pox .
Do you brush your teeth daily? QYes UNo Y N latex ¥ N Cor\ge;;!iu{ Hea”_:)‘"ied |
' Floss your teeth daily? QYes WUNo $ : $e£m'""|’i ¥ ﬁ g;ﬂ;:i;;ms { Epilegsy !
| Do your gums bleed? CYes UNo Y N (;h(:r:yc " Y N Exposed fo HIV, but Neg.g
Do you need to be premedicated before o " — i i Y N Hondicaps / Disgbilities |
dental work? Yes No ease list any ofher Allergies that Y N ‘Heas : |
earing Impairment
Are you currently under the care of a physiciug . you have Y N Heart Eﬁtum?u,- ;
o No | i
| Physician’s Name: Yeo Nol | DD/DOYOURAEANYOFTHE | | ::g;ﬂ?:""
Phone #: (__ ) Date of last visit: | FOLLOWING HABITS? Y N Hives
Please describe your current physical health: - 1Y N Nursing Bottle Habits Y N HIV+ / ADS
O Good Q Fair Q Poor Y N Speech Problems Y N Kidney Problems
Please list all drugs that you are currently taking: Y N Thumb / Finger Sucking Y N Liver Problems
Y N Tongue Thrust Y N Measles
Y N Clenching / Grinding Teeth Y N Mononucleosis
A taking birth control pills2 QYes AN Y N Lip Sucking / Biting Y N Mitral Valve Prolapse
A:: iz: ;'e:;gan:3 CEInY; S'Lo Dursie W::k & - $ ﬁ Moulih Breather Y N REeumaﬁ; / Scarlet Feve
: Lo Nail Biting Y N Skin Ras
Are you nursing? UYes WNo Y N Were you breastfed? Y N Tuberculosis (TB)
For orthodontic freatment please complete the following: €N Usad Fociter
Are your Immunizations current? UYes U No 1

What are the main concerns that you would like orthodontics to

accomplish? Please discuss any serious medical problems you've experienced:

Have you ever been evaluated/had orthodontic
freatment before? OYes UNo

Have there been any injuries to your face,

®  mouth, teeth or chin? DYes No |

| Have adenoids or tonsils been removed? (U Yes (U No 88

| Have you been informed of any missing or '

Is there anything you would like to discuss
with the doctor in private? UYes UNo

| | understand that | am responsible (If 1 Brslder] en of
| services rendered and also responsible for paying any copayment and

| extra permanent feeth? QYes QNo L deductible that my insurance or my parent's insurance does not cover.
| Do you still have your wisglom .teeth? dYes UNo | Pafient Signaturs —
| Have you played any musical instruments? [ Yes (I No |

I If so, what? | Parent/Guardian Signature (If Necessary) Date

OUr .ofﬁce is committed fo meehng or..ex-c.t;eai;g"i}.;;..si.un.t.iurds of infection control mandated by OSHA, the CDC and the ADA.
| offirm that the information | have given is correct fo the best of my This office reserves the right to verify the credit status of potential
knowledge. It will be held in the strictest confidence and it is my respon- patients and/or parents of patients prior to extending credit for treat-
sibility to inform this office of any changes in my medical status. | autho- ment fees and may, at the discrefion of this office, use the services of one
rize the dental staff to perform the necessary dental services | may need. or more credit reporting services.

Signature of Patient and/or Parent/Guardian Date Signature of Patient and/or Parent/Guardian

| verbally reviewed the medical / dental information above with the patient named herein. Initials:
Doctor’s Comments:




