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TO THE ORTHODONTIST

Tell Us About Your Child

Today’s Date: [ Male [ Female

Child's Name:
[EET)
Mickname: £5s:

Child's Birthdate: Child's Age:
School: Grode:

Hobbies / Sports:

Child's Home #: | |

Child's Home Address:

Who Is Accompanying Your Child Today?
Relation:

Do you have legal custody of this child?
Whom may we Thank for referring you?

[= Yes: [ No

List brothers | sisters with oge:

General Dentisk

Last Visit Date:

7 Widowed
[ Seporated

Parent’s Morital Status: T Single
& Morried I Divorced

@ Mother’s Information: ¥ Step Mother ™ Guardian

Parme: Birthelota:

Emdil Addiress:

Call #; | } Hm #:[ |

Err.phjﬂ:r Wk e |
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[ | Father's Information: | | Step Fother [ | Guardian

Marma: Birthelers:

Ernaiil Address:

Call #-{ J

Emplayer:

55 4

Person Responsible For Account
Relation:

Billing Address:

Previous Address: 1

Hem #: | |
Employer:
Wk Ext S5

Who is responsible for moking appointments?
Nome:
Wka| | Ext: Hm& ()

Meighber or Relative not living with you.
Phonez ||

Dentel Coverage? [ Yes [ INe  Ortho Coveroge? |Yes | Ne
Insurance Co, Name;
Insurance Co. Address:

Insurance Co. Phone #: |
Group # (Plan, Local, or Policy #):
Policy Owner's Name:
Relationship to Potient:
Policy Owner's Birthdote: LS55
Policy Owner's Employer:

Sscondary Insurance

Dental Coverage? M Yes N0 Ortho Coveroge? I Yes &l No
Insurance Co. Nome:
Insurance Co. Address:
Insurance Co. Phone #: )
Group # [Plen, Local, or Policy #):
Policy Owner's Nome;
Relationship to Patient:
Policy Owner's Birthdole:
Policy Owner's Employer:




-

@ What are the main concerns that you would like Has your child ever had any of the
arthodontics to accomplish? following medical problems?

N Abnormal Bleeding Y N Dicbetes
N ADD / ADHD N Handicops / Disabilities
N Allergies lo any Drugs M Hearing Impairment
N Allergic to Latex / Metals Heart Murmur
N Allergic to Plastic Hemophilia
Any Hospitel Stays Hepalitis
' HIV+ / AIDS
Kidney Problems
Liver Problems
Lupus
Rheumatic [ Scorlet Fever
Sickle Cell Disease [ Traits
Tuberculasis [TB|

Has your child ever been evaluated or had orthadentic
treatment before? Bl Yes [ Na

Have there been any injuries o the

face, mouth, teeth or chin? Bl Yes [ No
List amy musical instruments played:
Have odencids or fonsils been removed? & Yes [E No
Has your child been informed of any

missing or extra permanent teeth? Bl Yes (M No
Has your child ever had any pain / tenderness in his / her

jaw joint (TMJ / TMD)? M Yes [ No
Dees your child brush his [/ her testh daily? M Yes [ Mo Please discuss any medical problems that your child hos hod:
Floss his / her teeth doily? I Yes (51 No
Child's Physician:
Phone #: || Date of Lost Visit
Is your child currentty under the care of a physicion? [ Yes [ No
Has puberty bagun? I Yes [ No
Has menstruation begun? (Girls) B Yes ENa

Has your child ever token Phen-Fen? 5 Yes [ No Does/did your child have any of the following
[Also knawn s Redur ar Foadimind I yes, whea? habits?

Please describe your child's current physical health: YN Fiem:hin‘g { Eriln::ihg Teeth Y N Mursing Bottle
CGood  TFair  [Poor Y N Lip Sucking / Bifing Y N Speech Problems

Plagse list o ot vour child ke Y N Mauth Breather Y N Thumb / Finger Sucking
se list ofl drugs thot your child is currently foking: Y N Nall Bing N e

Please list oll drugs,/things that your child is ellergic to: Was your child breastfed? ¥ N
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Operations
Artificial Bones |/ Joints /
Valves
Asthma
Cancer
Congenital Heort Defect
Convulsions / Epikepsy
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| affirm that fhe infermation | have given is cormedt fo the best of my knowdecize. It will be hald in the strictest confidence and # is my responsibility to

infornn this office of any changes in my child’s medical status. | quthoriza the dental s4aff fo parferm the necessary dentol services my child may nead.
If this effice oecepts insuronce, | assign directly to Dr, all insurance benefits atherwise payable o me. | understand that | om respensible for poyment of services
rendered and also responsible for paying any co-payment and deducfitle that my insuronce does not cover | hersby outhorize the denfist to release oll informa-

fion necessary bo secure the payment of benefite. | autharize the wie of this signature on oll my insurance schmissions, whether manual or electronic.

My method of payment will be:

Signafure of parent or guordion

This office reserves the right fo verify the oredit siofus of patertiol pofients ond/or parents of pafients priar ko exiending credit for ireatment fess and may, of the
discretion of this office; use the sarvices of ane or more credit reporting services.

Signoture of parent or guardion Diate

The Parent or Guardian who accompanies the child is responsible for paymaent.
Our office is HIPAA Compliont and is commitied fo meeting or exceeding the stondords of infechion control mondoted by OSHA, the COC and the ADA.
e I

OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE I_.ISE ONLY

| verbally reviewsd the medical / dental information above with the parent /[ guardian and patient nomed hersin.

Doctor’s Comments: Initials:

BLUE 5KY  FORM #ORTHO-2C3 www.informsonline.com @mhforms 1-800-722-4884
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