PATIENT INFORMATION FORM. Please complete the following.
Primary orthodontic concern: Date

Patient’'s Name Nickname Sex Age DOB

Address Phone

School Grade Referred by

Patient’s Dentist Physician

Names and ages of other children in family

Marital status of parents: single 0 married 0  separated O  divorced (0 remarried 0 widowed [(J

Person responsible for account Patient lives with: both parents (0 mother O father O
Address ( if different from above)

Email address

Orthodontic insurance coverage? Yes 0 No[J Name of Company SS#
Father’s name Bus. Phone
Employed by Occupation
Mother’s name Bus. Phone
Employed by Occupation

MEDICAL HISTORY

Has the patient ever been treated for any of the following:

No Yes No Yes No
Heart Trouble/Murmur ........c.cc.cooco...... O O Asthma/Allergy/Hayfever...........oooeeoooeeeeomeereeorreornn, O O  Immune System Problems ...........ccco......... d O
Rheumatic Fever.........ccocvvvvvcveenennd O O SinuS TrOUDIE ..oovveeeeeee o) O O AIDSHIV e Od O
Hepatitis/Liver Disease .......................... Od O Fainting/SEiZureS............covveeeeeeorereceeeeeeeeeereeosressnnn) O O Cancer/TumMOr ......coveveeeeeeeeeeeee e d Od
Respiratory Problems..........cccccuvnnee.. O 0 EPIIBPSY wovoovveeeeeeeeeeeeeeeeeeeee e O 0O  Abnormal Bleeding ......c..occovvvveeveieeranen. O O
Kidney Trouble ..........ovveveeeeeeeeeererennnn 0 DIGDELES .ooooveeeeeeeeeeeeeeeeeeee e a O ANEMIA. e o 0O
Thyroid Problems Od O Nervous DiSOIAers............coeveeverreerrernnnn O O
Is the patient in good health? ............covveveeeeeeeeeeeeeee O
Does the patient have any history of major illness? O
Is the patient now under the care of a physician? If so, for what reason? O O
Is the patient taking any medication? If so, please list them: Od Od
Does the patient have any drug allergies? If so please list them: Od Od
Has the patient had any psyCROIOGICal COUNSEING? ........uvvvveeererririeeseeseee e eeeeeee e e eees e oo ee e oo oo Od a
Has the patient had his/her tonsils and adenoids removed? If so, at what age: O O
Does the patient breathe solely through the nose under NOrMal CONAIIONS? .............eeeervveeeeereeeeeeeeeeeeeree oo O O
Does the patient wear contact lenses? O O
Does the patient have any condition not listed above? If so, please explain: O O
Growth in the last six months: Has growth ceased? Yes 0 No [0 Has puberty DEen reaChed? ............oov.emoeeeooeeeoeeeeeeeoeeoeeeeeeoeeeeeoeeeoeoeeoeeeoeoeeoeoeoeoe Od Od
Height: Patient’s Mother’s Father’s Weight: Patient’s Patient resembles: Mother 0  Father 0  Both (O
DENTAL HISTORY

Have there been any injuries to the face, mouth, or teeth? If so, please describe O O
Has the patient ever been informed of any missing or extra PEFMANENT tEEENT .................ccoeeemmeeeeeeeee oo O O
Have any baby or Permanent teeth DEEM TEMOVEA? ................uuerrrvveeerieeeeeesocoe oo eeeees e ses s ee e oo e oo e oo ee e oo e e oo O O
Has the patient ever experience any of the following:

Jaw pain during NOTMAI CREWING? .........uevueuuerrierieeieesee e ees e oo oo ee oo oo oo ee oo oo oo e Od O

LIMITEA JAW MOVBIMENE? ........ooooooe ettt ee st et e e e oo e e oo e O O

[nability to OPEN OF CIOSE JAW COMPIBIEIY? ...........ooueuerereeessaeeieeisssseeseesees e eeesee e ees oo es e oo ee e oo oo oo oo e oo oo O O

Clicking or pOPPING SOUNAS I tHE JAW JOINES? .....ovvvveeeueerireeessaee e eeeeeeeee e eeeees e esesee e e e e e ee oo e e e oo eee oo Od O

TOOth rNAING OF CIBNCRING? ...ttt reeests ettt sttt e ee s e oo oo oo e eee oo e ee oo Od0 O

FIBQUENE NBAUACNES? ... eesms sttt e oo e e e e ee e oeoeee oo e e ad O
Does the patient Nave any SPEECH PIODIBMS? ...........ccuceuuuuuuiierieireeeeeeeseeesse oo eeeeesssesesseess e ses s e oo oo oo oo oo e e e e e oo e O Od
Does the patient have any CONGENIAl BNOMAIIES? ..........uuuuuurrerrriirrereeeeessssesees e eeeeeeeeeaseseseesseee e oo eeeesseseses s oo oo oo e e e ee e e e e oo eeeeeeeeeeeeeooo O Od
Has the patient had a previous 0rthOdONtIC EXAMINALION? ....................oeeeeueeeeeeeeeeeeeeeeoeeeaeeseese e eeesesssssses e oo ee oo e e ee e e eeeeeeeeeeeeeeoeooooo O Od
Have either parent or other children had 0rthOAONC trEAIMENT?.................. oo eeeesesee e ee oo e Od O
Does the patient want OrthOAONEC TTEAIMENT? .............rvvveeuurueririeeseee e eeeeeeae e eeeeeses e eseeessseee e ee e oo eee e oo e e e e Od Od
When was the patient’s last dental visit? WETE aNY X-TAYS TAKEN? ...oooveeoeeeeeee et esee s O d
How many times a day does the patient brush his/her teeth?
Has the patient ever had a thumb or finger sucking habit? If so, until what age O Od
Please list interests, sports, and hobbies O O

Signature of parent or guardian




