
PATIENT INFORMATION
Date___________
Patient’s Name________________________________________________________________________

Last First Middle
Address______________________________________________________________________________

Street City State Zip
Birthdate______________ Home Phone________________ Work Phone__________________

Cell Phone_____________ Email____________________ Social Security#_______________

If patient is a minor, give parents or guardians name____________________________________________

How did you first learn about our office?_____________________________________________________
RESPONSIBLE PARTY INFORMATION

Name______________________________________________________________  ______________
Last First Middle Marital Status

Residence______________________________________________________________________________
Street City State Zip

Mailing Address_________________________________________________________________________
Street City State Zip

How long at this address_______________ Home Phone______________Work Phone_____________

Cell Phone___________________________Email______________________________________________

Previous Address (if less than 3 years)________________________________________________________
Street City State Zip

Social Security #_____________________Birthdate_______________Relationship to Patient___________

Employer___________________________Occupation____________________Years Employed________

Spouse’s Name_____________________________________________Relationship to Patient__________

Employer___________________________Occupation____________________Years Employed________

Work Phone___________________Cell Phone__________________Email_________________________

Social Security#_____________________Birthdate____________________________________________
                                 DENTAL INSURANCE INFORMATION

Policy Holders Name____________________________Social Security #___________________________

Insurance Company_____________________Group #__________________Union Local #_____________

Insurance Company Adrress_______________________________________________________________

Insurance Company Phone #_______________Policy Holders Employer____________________________
EMERGENCY INFORMATION

Name of nearest relative not living with you___________________________________________________
Complete Address_______________________________________________________________________
Phone #___________________________________Relationship__________________________________

Signature____________________________________________Date______________________________



                                                  PATIENT DENTAL HISTORY

Dentist’s Name______________________________________Date of last dental exam _____________
Have there ever been any injuries to the face, mouth or teeth?  Yes___ No___
Has patient ever sucked your fingers or thumb? Until what age? Yes__ No___
Does patient have any speech problems? Yes___ No___
Is patient a mouth breather? While awake? Yes___ No___

While asleep? Yes___ No___
Has patient informed of any missing or extra permanent teeth? Yes___ No___
Has patient consulted an orthodontist previously? Yes___ No___
Did either parent have orthodontic treatment? Yes___ No___
Does patient have pain in the jaw joints? Yes___ No___
Does patient have popping or cracking of the jaw joints? Yes___ No___
When did this begin? _____________________________________________________________
Does patient have headaches?_________Frequency_____________Location________________________

MEDICAL HISTORY

Is patient in good health? Yes___ No___
Does patient have any history of major illness? Yes___ No___
Has patient ever been under the care of a physical for illness? Yes___ No___
Please explain any pertinent medical history: __________________________________________________
______________________________________________________________________________________
Does patient have tendency to colds?Yes___No___ Sore throats?  Yes__No___ Ear infection?Yes__No___
Have tonsils and/or adenoids been removed?  Yes___  What age?____ No___
Does patient smoke? Yes___ No___ How much?______________
List any allergies:________________________________________________________________________
______________________________________________________________________________________
What medications are now being taken. Please give reasons______________________________________
__________________________________________________________________________________________
If patient is a child, has patient reached puberty? Yes___ No___
Does patient wear contact lenses? Yes___ No___
Does patient gag easily? Yes___ No___
Is patient pregnant? Yes___ No___
Height__________________ Weight________________
Physician’s Name______________________City___________________Date of last exam_____________

Does the patient have or had any of the following? Please indicate with an X
___Glaucoma  ___Diabetes ___Pneumonia
___Heart Trouble ___Rheumatic Fever ___Bone Disorders
___Tuberculosis ___Anemia ___Epilepsy
___Asthma ___Kidney Involvement ___Endocrine Problems
___Prolonged Bleeding ___Fainting/Dizziness ___Nervous Disorders
___Liver Involvement ___HIV Positive ___High blood pressure
___Low blood pressure ___Circulatory Problems ___Radiation Treatments
___Allergies to anesthetics ___Allergies to medicines or drugs
___Arthritis ___Hepatitis ___Malignancies
___Measles ___Mumps ___Psychiatric care
___Scarlet Fever ___Sinus problems ___Stroke
___Typhoid fever ___Tonsilitis ___Ulcer
___Other

Comments_______________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________


