Patient Information

Patient name:____________________________  Nickname:_____________________  

Address:__________________________  City:__________________  State: ____  Zip: _______

Date of birth:_______________  Age:____             Home Phone :  ________________________

*Best place to reach you to leave personal information: CHECK ONE

· E-MAIL
 

· HOME PHONE

· CELL

· WORK


E-Mail:(PRINT CLEARLY)________________________________________________________

E-mail belongs to: _____________________             Relation to patient _____________

Person(s) Financially Responsible for patient :  ____________________________________
Address- _____________________________________________

-

Home #- __________________ Wk# _________________________

Social Security #: _______________________  Spouse SSN: ___________________ 

Custodial Parent:                                                            Marital Status  

Father’s Info: Name _________________________________________________

Enter address only if different from above address:

 Home Address:___________________________  City:__________      Zip:_____

Home Phone:_________________Work Phone:__________________Celluar:_____________

Employment Info: Name of Company ______________________________________________

Address: ________________________________________________ City ________  Zip _____

Job Title

Mother’s Info: Name:_______________________________________________

Enter address only if different from above address:

Address:____________________City:___________Zip:_____

Home Phone:__________________Work Phone:_________________Cellular:_____________

Employment: Name                                                                     Telephone#

Whom may we thank for referring you to our office?  :_____________________________ 
Medical & Dental Information

Family Dentist______________________________________________
Address/ Phone#:_________________________________________

Date of last visit:________

Recent x-rays taken:____________________________________________

Number of cans of soft drinks consumed each day _______________

Chief orthodontic Concern:_______________________________________

Physician:____________________________________________________

Are you currently under the care of a Physician?______________________

If yes, for what purpose? ________________________________________

Are you currently taking any medications? __________________________

If yes, for what purpose? ________________________________________

Are you sensitive or allergic to any medications?______________________

If yes, which ones? _____________________________________________

Women:  Are you pregnant?______________________________________

Girls, have you started menstruation? If yes, at what age?_______________

(For growth estimation)

Have you had or do you have any of the following (circle):

HIGH BLOOD PRESSURE / HEART TROUBLE / DIABETES / ASTHMA / TUBERCULOSIS / KIDNEY or 

LIVER INVOLVEMENT / BLOOD DISEASE / ARTHRITIS / ANEMIA / EAR TROUBLE / EYE TROUBLE / 

RHEUMATIC FEVER / OTHER ___________________________________

We would greatly appreciate it if you would inform the doctor anytime there is a change in your health.

Payment is due at the time services are rendered. I accept responsibility of fees if billable services are performed.

Parent/Guardian _______________________________________ Date:_____________

