
Welcome
Our goal is to provide you with the highest quality orthodontic care with innovative technology 

and exceptional service before, during and after treatment…because everyone should love to smile!

Patient Information: Tell us about your child
Date___/___/___Patient’s Name____________________________________________________________ M or F

first last middle

Nickname (if preferred)___________________________________Age_______Birthdate_____/_____/________
Address__________________________________________________________________________________________
______________________________________________________________Home Phone ______________________
School ______________________________Grade ________Email Address ________________________________
Parents Marital Status (circle one):  Single  Married  Divorced  Widowed  Separated  Partners
Brothers/Sisters with age: ________________________________________________________________________
List any family members or friends who have been or are in treatment in our office: ______________
__________________________________________________________________________________________________
General Dentist______________________Phone#__________________Date of last exam_____/____/_______
Is there dental work to be completed? Y or N If yes, date of next appointment_____/____/______
Hobbies/Sports/Musical instruments ______________________________________________________________
Whom may we thank for referring you to us? ____________________________________________________

Parents Information
Father Step Father Guardian Second Mother Second Father
Name____________________________________________________________________Birthdate___/___/_______

first last m.i.

Address (if different than child’s) __________________________________________________________________
__________________________________________________________________________________________________
Home Phone __________________________Work Phone ______________________SS# ____________________
Employer ______________________________________Job Title ________________________________________
Insurance Company Name ____________________________Group or plan # __________________________
Insurance Claim Address ________________________________________________________________________
________________________________________________Insurance Co. Phone # __________________________

Mother Step Mother Guardian Second Mother Second Father
Name____________________________________________________________________Birthdate___/___/_______

first last m.i.

Address (if different than child’s) __________________________________________________________________
__________________________________________________________________________________________________
Home Phone __________________________Work Phone ______________________SS# ____________________
Employer ______________________________________Job Title ________________________________________
Insurance Company Name ____________________________Group or plan # __________________________
Insurance Claim Address ________________________________________________________________________
________________________________________________Insurance Co. Phone # __________________________

Emergency Information
Name of neighbor or relative not living with you __________________________________________________
Relationship to Patient____________________________________Best Phone # __________________________
Address__________________________________________________________________________________________

street city state zip



Dental History
Why are you seeking an orthodontic consultation for your child? __________________________________
__________________________________________________________________________________________________
Has your child consulted with or been treated by an orthodontist previously? Yes No
Y or N Is there a history of clenching or grinding teeth?
Y or N Is there a history of thumb or finger sucking? Until what age? ________________________
Y or N Is there a history of head, neck, or face injury? Explain ______________________________

____________________________________________________________________________________
Y or N Does your child have speech problems or a tongue thrust? (circle one)
Y or N Is your child a mouth breather?
Y or N Has your child ever had any TMJ problems or TMJ pain?
Y or N Have adenoids or tonsils been removed?
Y or N Has your child been informed of missing or extra permanent teeth?
Y or N Does your child require antibiotics before dental treatment?

Medical History
Please circle if your child has or had any of the following:

Y or N Arthritis Y or N ADD/ADHD Y or N  Allergies to Drugs
Y or N Allergy to latex/metals Y or N Allergic to Plastic Y or N  Any Hospital Stays
Y or N Any Operations Y or N Artificial Joints/Valves Y or N  Asthma
Y or N Anemia Y or N Blood transfusion Y or N  Cancer
Y or N Convulsions/Epilepsy  Y or N Congenital Heart Defect Y or N  Diabetes
Y or N Handicaps/Disability Y or N Hearing Impairment Y or N  Heart Murmur
Y or N Hepatitis Y or N HIV+ or AIDS Y or N  Kidney Problems
Y or N Herpes/Fever Blisters Y or N Liver Problems/Jaundice Y or N  Lupus
Y or N Emotional Problems Y or N Tuberculosis (TB) Y or N  Abnormal Bleeding
Y or N Rheumatic/Scarlet Fever  
Y or N Is your child currently under the care of a physician?
Y or N Has puberty begun?
Y or N Has menstruation begun (girls)?
Y or N Has your child ever taken Phen-Fen (also known as Redux or Pondimin)?
Please list all medications that your child is currently taking: ______________________________________
Please list all medications, etc. that your child is allergic or sensitive to: ____________________________
__________________________________________________________________________________________________
Child’s Physician ________________________________Phone # ________________________________________

I understand that the information that I have given today is correct to the best of my knowledge.  I
also understand that it will be held in the strictest confidence and it is my responsibility to inform
this office of any changes in my child’s medical status.  I authorize the dental staff to perform the
necessary dental services that my child may need during diagnosis and treatment with my
informed consent.
__________________________________________________________________________________________________
Signature of parent or guardian Date

This office reserves the right to verify credit status of potential patients and/or parents of patients
prior to extending credit for treatment fees and may, at the discretion of this office, use the services
of one or more credit reporting agencies.
__________________________________________________________________________________________________
Signature of parent or guardian Date

OFFICE USE ONLY OFFICE USE ONLY    OFFICE USE ONLY    OFFICE USE ONLY   OFFICE USE ONLY

I verbally reviewed the medical/dental information above with parent/guardian named herein.
Initials________Date_______________Comments:_____________________________________________
__________________________________________________________________________________________


