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Young Aduall -

We would like to welcome you 1o our office. Our goal is to moke every visit pleasant and educational,
We sirive 1o teach good aral care that will enable you to have o beautiful smile that lasts o lifetime.

. TELL US ABOUT YOU:  Today's Date: Parent Information:

E-tdaill Address: |
Mame: Wha iz accompanying you loday® i
Lozt i Wi Marme: Ralation: |
Micknome: 2 Male O Female Does this person have legal custody of you? JYes L Mo i
Birthdate: { / Age Farent's harital Stetus:  |Please Circlg) i

Schoal: Grode: Single ‘Widewsd Martied Divorced  Separcted  Parinered
College: S5 |
€l Addrocs | Mother’s Information: 1 Siep Mother L Guardian :
Hobbies / Sparts: Mame: Birthdate: ___/_ / .
| I Wk Phone:|___| Hm Phone:{___| |
| Home Phone: | ) Employer: 55 #: "

Hofe fdidig s Haw long of current jobe _Job title:

|
= o 7 Father's Information: 3 Step Father 0 Guardian |
Wi e g T foe referring o2 ‘-I:'q‘-."imPEP;onc:-l ) Hm ﬂEuI::rzl;d? © fl_‘f_f_
Frevious / Present Dentist: EmF-'lf-_“:-“E“ : _ ?5 i :
{ Plagzs Circle) 1 Hew ong af current |Gb2’ _ Job title; I
 lostvisitdale:. Person Responsible For Account:
Orher fomily members seen by us with Birthdate: e Relotian:
Name Birr!ﬁdnre En".p:u;-.-'er: Ol o4
"i "'I: Wk Fhane:| [ Hm Phane:| | -
/. / Social Security #:
/ / E':-':||if'|g Address: i
Who is responsible for making appointments?
Mame: Relation: ity Hule Zip
Work Phane: | | Pravious Address:
Heme Phone: [ [

'~ Primary Dental Insurance: Secondary Dental Insurance:
Orthodentic Coverage? ' Orthodontic Coverage?

¢ Insurance Co. Mome: Insurance Co. Mame:
Insurance Ca. Addrass: Insurance Co. Address:

Ciby St i Cirg

Insurance Co. Phane #: | Insurance Co. Phone #: |

Group # [Plan, Lacal or Policy #): Group # (Flan, Local or Palicy #):
Policy Owner's Name: Policy Owner's Name:
Relotionship to Policy Owner: Relotionship to Policy Owner:
' Policy Owner's Birthdate: __ /. /55 4#: Policy Owener's Birthdate: /7 BE &
Palicy Owner's Employer: Policy Owner's Employer:
Employer’s Address: Employer's Address:

City Stale "ip Cisy

CONTINUED ON BACI{




Why have you come lo the dentist today? ARE YOU ALLERGIC TO ANY OF THE  HAVE YOU EVER HAD ANY OF THE
FOLLOWING? FOLLOWING MEDICAL PROBLEMS?
Have you experienced problems with previous dental work? Y N Aggirin Y N Abnormel Bleeding
O Yes L No Y N Any Metal / Jewelry ¥ N Anemic
Is your water fluoridaled? Yes ONo : N Ela;ri-_: : ; An?F_H_a-:«p;ml &w}f; _
A saking Muoridated I ts? :! ¥, _] Mo N Codeine Arliticig! Bones / Joinls
H:;:‘:Uw E:E h:gunc:,r pu?:ﬁ'p e = Y N Denial Anesthetics ¥ N Asthmo
% ¥ fhr ir ¥
senderness in your jow joint [TM) / TMD)Z - U Yes U Ne y E it':'"j; S ¥ :: E;:fk:n Bk
Do you brush your teeth daily? ':] Yes I No Y N Penicillin Y N Congenilal Haort Defect
Floss your teeth daily?  Yes INo Y N Tetracycline Y N Conwdsions / Epilepsy
Do your gums bleed? O Yes Ao Y N Other ¥ N Diabetes o
Do you reguire antibiotics befere dentol work? :I Yes LI No Please list ony other Allergies thet i x :E;i:uﬂ / E:msii;m.as
Heove you ever token Phenfen? < Yes LI No you hove gk : F""" '
Also known as Redux or Pondimin. If so, when? : : Em" Mf‘i'_ X
Are you currently under a physicion’s core? ([ Yes JNo DID/DO YOU EXPERIENCE ANY OF gt cp
. n { N Hepatitis
Physicien's Name: THE FOLLOWING? Y N Hives
Phone #: () Date of lost visil: ¥ N Norsing Botle Habils ¥ N HIV+ / ADS
Please describe your current physicol health: Y N Speech Problems Y N Kidney Problems
JGeed Fair O Poor Y N Thumb / Finger Sucking ¥ N Liver Problems
b #or aa s Y N Tengue Thrust ¥ N lupus
Please list all drugs that you are currently toking: Y N Clenching / Grinding Teeth Y N Meosles
Y N Lip Sucking / Bi ing Y N Menonucleosis
Are you toking birth control pills? JYes O No ¥ N Mouth Brecther ¥ N Mitrel Volve Frolapse
Are you pregnont? [ Yes O No U Unsure Week #: Y N Neil Bifing Y N Rheumatic / Scorlet Fever
Aroryou gt OYes ONo | | Y N Weeyoubreasied? Y N Skin Resh
: - : ¥ N Used Pacitier ¥ N Tuberculosis [TB)
For orthedontic treatment please complete the fol‘lowl ing: o yove G R D% D
What are the main concerns that you would like orthodontics to -
accomplish? - | Please discuss any serious medical problems you've experienced:
| Have you ever been evaluated /had orthodonlic x : :
N yecisiont Belarat DYes O No B s there anything you would like to discuss
Haove there been oy injuries lo your face, with the doctor in private? dYes O Nﬂ
' moulh, teeth or chin? OYes dNo = e o T e e
" Have cdenoids or tonsils been removed® O Yes dNo I d“"“‘“““ thot | om responsible 18 T “ld*‘:' for poy ment of
services rendered ond clso respensible for paying eny copeyment and

Have you been informed of any missing or Wi , : :
; ¥ | deductible that my insuronce or my parent’s insurance does not cover,
exira permenenl leeth? JYes ANo | |

| Do you still have your wisdom testh2 [ Yes ._I Mo
Have yvou ployed any musical instruments? OYes OMNo
If 5o, whut?

Qur ol"'ﬁ:e is HIPAA Compl —— cocmum-d o meehng or excecdmg the s'rund-:rd of |nfwhcm :nnhu1 mnnd-nl-ed by OSHA, H'lr* CD( and the ﬁ[:lﬁ._

Porent/ Guardion 5'5;"3?!.!'1! [ Mocessary) Cat=

| | offirm that the information | have given is correct to the best of my This office reserves the right to verify the credit stotus of potential
| knowledge. It will be held in the strictest confidence and it is my respon- patients andfor parents of patients prier to extending credit for treat
sibility to inform this office of any changes in my medical status, | cuthe- ment fees and may, ot the discretion of this office, use the services of one
rize the dental stoff to perform the necessary dentel services | moy need. or more credit reporfing services.

Signawre of Fafent ondfor Perent/ Guardion Signature of Fotient andfor Porent/Guardion
4 3

| verbally reviewed the medical / dentol m‘ormahon ubove with the pelient named i*erem Inifials:
| Dector's Comments:

@ZGDMHFDRMS INC. laﬂwn 4884 |
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