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Patient’s Name ________________________________________________________________________
last first middle likes to be called

Date of Birth ______________________ Age _______ Sex _______ Email _____________________

Home Address ________________________________________________________________________
street city state zip

Phone _______________________ School __________________________ Grade __________________

Patient’s Dentist ___________________ Referred By ________________ Physician ______________

Names & Ages of Children in Family ______________________________________________________

Father’s Name__________________________ Employment ______________ Work Phone _________

Mother’s Name_________________________ Employment ______________ Work Phone_________

Parent’s Marital Status m married m separated m divorced m remarried m widowed

List of Sports and Interests of Patient _____________________________________________________

Favorite Music___________________ Favorite TV Show ________________ Favorite Class___________

Person Responsible for Account _________________________________________________________________
last first middle

Relationship to Patient _________________ Birth date _________ Soc. Sec. #_________________________

Address (if different from patient) __________________________________________Phone __________________
street                  city             state       zip

Person Responsible Employed by ____________________________ Occupation _________________________

Business Address __________________________________________________ Business Phone ____________

street city state zip

Insurance Company _____________________________________________________________________________

Insurance Company Address: ____________________________________________________________________

Contact # ________________________________Group #______________Subscriber # ____________________

Name of Other Dependents Under This Plan______________________________________________________

NEW Patient Information
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Has the patient had any discomfort or clicking in the jaw-joints near ears? _________________m m

Does the patient clench or grind his/her teeth? __________________________________________m m

Does the patient have frequent head or neck aches? _____________________________________m m

Does the patient have pain or ringing in the ears? ________________________________________m m

Has the patient’s jaw ever locked or slipped out of place? _________________________________m m

Are his/her teeth sore or sensitive? _____________________________________________________m m

This form was completed by: (parent’s signature if minor)________________________________m Mom m Dad
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Has the patient ever been treated for. . .
YYEESS NNOO

YES NO YES NO HIV m m
Diabetes m m Hay Fever m m Tonsillitis m m
Heart trouble m m Asthma m m Hepatitis m m
Rheumatic fever m m Allergies m m Prolonged bleeding m m
Bone disorders m m Convulsions m m Endocrine-thyroid m m

Any other medical concerns? ____________________________________________________________

________________________________________________________________________________________

List any drugs or medications now being taken

__________________________________________________why? ______________________________________

__________________________________________________why? ______________________________________

__________________________________________________why? ______________________________________

Is the patient allergic to any drugs or medications? _______________________________________m m

Have tonsils and adenoids been removed?___________________ If yes, at what age?__________m m

Growth in the past 6 months?_______________ Has the patient reached puberty?____________m m

Height: Patient ______ Mother______ Father______ Patient most resembles  m Mother m Father m Both
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Have there been any injuries to the face,mouth or teeth? _________________________________m m

Did the patient ever suck thumb or fingers?_________________Until what age? ______________m m

Did the patient have any problems with speech?__________________________________________m m

Does the patient play a wind musical instrument?__________ What kind? ___________________m m

Have you been informed of any missing or extra permanent teeth? ________________________m m

Has the patient had any previous orthodontic examinations? ______________________________m m

Is the patient especially apprehensive towards dental visits? _______________________________m m

Does the patient want orthodontic treatment?____________________________________________m m

When did the patient last visit his/her dentist? ___________Were X-rays taken? ____________m m

Does the patient have any congenital abnormalities? ______________________________________m m


