
ORTHODONTICPATIENT INFORMATION

PATIENT'S NAME: NICKNAME:

DATEOF BIRTH: AGE: GENDER:

ADDRESS:

HOME PHONE: E-MAIL:

CELL PHONE: CELL PHONECARRIER: ______________________

SCHOOL: _______________________________________ GRADE: ______________________

SPORTS/HOBBIES: ______________________________________________________________

Father'sName:____________________________ Phone#:______________________________

Father'sEmployer:_________________________ SocialSecurity#:_______________________

Mother'sName:____________________________ Phone#:______________________________

Mother'sEmployer:_________________________ SocialSecurity#:_____________________

PATIENT LIVING WITH: * Parents *Mother * Father *Other

EmergencyContactName:____________________________________________________

EmergencyContactPhone#:____________________ Relationship:__________________

GENERAL DENTIST:

REFERRED BY:

RESPONSIBLE PARTYNAME: __________________________________________________

ADDRESS: _________________________________________________

Is patient coveredby insurancefororthodontic treatment? *YES *NO

I understandthat, whereappropriate, credit bureau reportsmaybeobtained.

______________________________________________ ____________________________

Signature Date



MEDICAL HISTORY
Physician:_____________________________________________ Dateof LastVisit:_______________
Address:______________________________________________ Phone:________________________
Please circle YesorNo (If Yes, pleasefill in details)
Yes No Are youtakinganymedication?_______________________________________________
Yes No Are youallergictoanymedication?____________________________________________
Yes No Doyouhaveahistoryofamajorillness?_________________________________________
Yes No Haveyouhadanyoperations?_________________________________________________
Yes No Haveyoueversmokedorchewedtobacco?_______________________________________
Yes No Have seenaphysicianin thelast12months?Why?_________________________________
Yes No FemalePatientOnly: HasMenstruationstarted?_________ Are you preganant:__________

Circle anyof themedical conditionsbelowthat youhavehador currently have:
Abnormal bleeding Diabetes Hepatitis/Liver

problems
Pneumonia

Anemia Dizziness Herpes Hemophilia
Arthritis Epilepsy High Blood Pressure Radiation/Chemotherap

y
AsthmaorHayfever Gastrointestinal

Disorder
HIV/Aids Rheumatic Fever

Bone Disorders Heart Problems Kidney Problems Tuberculosis
Congenital Heart
Defect

Heart Murmur NervousDisorders TumororCancer

Are there anymedical conditionswe havenotdiscussedthat you feel we shouldbeaware
of?_____________________________________________________________________________________

DENTAL HISTORY
General Dentist:_____________________________________ Dateof lastvisit:_______________________
What concernsyoumostaboutyourteeth?______________________________________________________
Yes No Are youpresentlyinanydentalpain?____________________________________________
Yes No Have youeverexperiencedanyunfavorablereactiontodentistry?_____________________
Yes No Haveyoueverlostorchippedanyteeth?_________________________________________
Yes No Have therebeenany injuriestoface,mouth,orteeth?_______________________________
Yes No Is any partof yourmouthsensitiveto temperature/pressure?Where?___________________
Yes No Doyouhaveanytypeof thumbortonguehabit?___________________________________
Yes No Have youeverseenanorthodontist?If yes,whoandwhen?__________________________
Yes No Hasanyonein yourfamily receivedorthodontictreatment?___________________________
Yes No Do your teethor jaws ever feel uncomfortablewhenyou awakein themorning?__________
Yes No Are youawareof yourjaw clickingorpopping?___________________________________
Yes No Are youaware of clenching your teethduring theday? _____________________________
Yes No Have youeverbeentoldthatyougrindyourteeth?________________________________
Yes No Have youeverexperiencedchronicringinginyourears?____________________________
Yes No Are youaware that someappointmentswill beduringworkhours?

Doctor'sSignature__________________________________________

BENEFITS
Benefits of Orthodontics: Aesthetics, Health, andFunction. Orthodontics is a service thatprovidesan improvement
in theappearanceof the teeth, in thegeneral function of the teeth, and ingeneral dental health. Teeth, gums,and jaws
arean intricate bodypart andcan fail to respondto treatment. If goodoral hygiene is notpracticed, toothdecayand
enlargedgumscanresult. Joint discomfort androotshorteningareobserved in asmall percentageof cases.Teeth
changethroughoutour lifetime andtherecan besomemovementof teethandsomechangeafter treatment. I have
readandunderstandthis paragraph. I also understandthatmy diagnostic records andmy namemaybeusedfor
educational andpromotional purposes.I have truthfully answeredall the abovequestionsandagree to inform this
office of any changesinmymedicalordentalhistory. In addition,I authorizeDr. ____________________ toperform
acompleteorthodonticevaluation.

Signature:_________________________________________________ Date:________________________



ORTHODONTICINSURANCE INFORMATION

PATIENTNAME: DOB:

SUBSCRIBER'S NAME: ________________________________________________

SUBSCRIBER'S ADDRESS: _____________________________________________

_____________________________________________

SUBSCRIBER'S SOCIAL SECURITY NUMBER: __________________________

SUBSCRIBER'S DATEOF BIRTH: ______________________________________

INSURED'S EMPLOYER: ________________________GROUP#:_____________

NAME OF INSURANCE COMPANY:_____________________________________

POLICY/CONTRACT#:_________________________________________________

INSURANCE COMAILING ADDRESS: ___________________________________

___________________________________

INSURANCE CO TELEPHONE #: ________________________________________

OFFICE USE ONLY:
IN ORDER TOPROCESS YOUR INSURANCE EFFECTIVELY, WE WILL CONTACTYOUR INSURANCE
COMPANY AND OBTAIN THE FOLLOWING INFORMATIONFOR ORTHODONTICBENEFITS:

PERCENTAGE COVERED _____________% LIFETIME MAX:____________
AGE LIMIT:____________________________________________________________
EFFECTIVE DATE: ________________ WAITING PERIOD: Y/N
DEDUCTIBLE: $______________ CHECKS PAYABLETO:________________
PREVIOUS BENEFITS PAID): $________ REMAINING BENEFITS: $_________
PRE-AUTHORIZATIONREQUIRED: Y/N QUARTERLY VERIFICATION: Y/N

I herebyauthorizereleaseofany information relating to thisandanyclaim andpaymentdirectly to
theabove namedorthodontist of theinsurance benefits.

SIGNATURE: ____________________________________________________________


