el e

- Young Adult

We would like to welcome you to our office. Our gool is to moke every visit pleasont and educational
We sirive fo leach good oral care that will enable you to have o beautiful smile that lasts a lifetime.

TELL US ABOUT YOU: Today's Date: Parent Information:
E-Maill Address:
MName: Who is accompanying you today?
od s M Name: Relation:
Mickname: U Male O Female Does this person have legal custody of you? Yes 1 No
Birthdate: /__/ Age: Parent's Marital Status:  [Please Circle)
Sehool: Grode: Single Widowed Married Divorced Separated Parinered
Callege: 55 #: .
Eioril Aeldress Mother’s Information: 1 Step Mother 1 Guardion
Hobbies / Sports: MName:; Birthdate: ___ / /.
Wk Phone:[___) Hm Phone:(__)
Home Phone: | J Employer: S5 #:
Homa: Addreis: How lang af current job? Jab fitle:
- — - Father's Information: 0 Step Father 1 Guardian
: Mame: Birthdate: ___ / /.
Whem may we Thank for referring you? Wk Phonerl ] Hm Phone:| ]
: = Employer: 55 &
a1 meﬁtif::ifnl KRt How long at current job? lob title:
o lost visitdate: __ Person Responsible For Account:
| Other fomily members seen by us with Birthdate: Maini: Relation: i~
Mome Birthdote Employer: DL # -
£ / Wk Phone:|__ ) Hm Phona:| |
/ / Secial Security #:
/ /. Billing Address:
Who is responsible for making appointments?
Name:; Relation: Gy o fip
Wark Phone: | J Previous Address:
Home Phone: | ]
Ciby Siaie Lip

Primary Dental Insurance: Secondary Dental Insurance:

Orthodontic Coverage? OYes QMo Orthodontic Coverage?
Insurance Co. Noma: Insuronce Co, Nome:
Insurance Co. Address: Insurance Co, Address;

Chy i Ciby

Insurance Co. Phone #: | ] Insurance Co. Phone #: | |
Group # [Plan, Local or Policy #): Group # (Plan, Local or Palicy #):

Policy Owner's Name: Policy Owner's Name:
Relationship to Policy Owner: Relationship to Policy Owner:
Policy Owner's Birthdate: __ / /S5 & Palicy Owner’s Birthdate: A
Palicy Owner's Employer: Policy Owner’s Employer:
Employer's Address: Employer's Address:

City ity
CONTINUED ON BACK




Why have you come to the dentist today.

Have you experienced problems with previous dental work?

JYes I No
Is your water fluoridoted? L Yes INo
Are you faking fluoridated supplements2 dYes dNo
Have you ever had any pain /
tenderness in your jaw joint (TMJ / TMDJ2 D Yes A Neo
Do you brush your teeth daily? o Yes L Ne
Floss your teeth daily2 dYes L No
Do your gums bleed? A¥es I No

Do you require antibictics before dental work? (L Yes (L1 No

Have you ever taken PhenFen? U Yes dNo
Also known as Redux or Pondimin, If so, when?

Are you currently under a physician's care? [ Yes (1 No
Physicion's Name:
Phone #: || Date of last visit:
Please describe your current physical health:
0 Good (J Fair U Poor

Please list all drugs that you are currently taking:

Are you taking birth control pills? U Yes LINo
Are you pregnant? [ Yes LINo A Unsure Week #
Are you nursing? JYes UNo

For orthodontic treatment please complete the following:
What are the main concerns that you would like orthodontics to

ARE YOU ALLERGIC TO aNY OF THE ~ HAVE YOU EVER HAD ANY OF THE
FOLLOWING? FOLLOWING MEDICAL PROBLEMS?
Y M Aspirin Abnormal Bleeding

¥ N Any Metal / Jewelry Anemig

¥ N Plostic Any Hospital Stays

Y N Codeine Artificial Bones / Joints
¥ M Dental Anesthetics Asthmo

Y N Erythromycin Cancer

¥ N Llotex Chicken Pox

¥ N Penicillin Congenital Hear! Defect
Y N Tetracycline Convulsions / Epilepsy
¥ N Other Diobetes

Please list any ofher Allergies that

T T T T T R e I R e e e e e T T
ZEZEZEEZEZEZZEZZZZEZZZZTZZZZTZZZFZZZZE

Exposed to HIV, but Neg.
Handicaps / Disobilities

youhave Hearing Impairment
DID/DO YOU HAVE ANY OF THE bl
FOLLOWING HABTS? o o

epatifis
Y N Nursing Bottle Habits Hives
Y M Speech Problems HiV+ / AIDS
Y N Thumb / Finger Sucking Kidney Problems
Y N Tongue Thrust Liver Problems
Y N Clenching / Grinding Teeth Measles
Y N Llp Sucking / Biting Moancnucleosis
Y M Mouth Breather Mitral Valve Prolapse
Y N Nail Biting Rheumatic / Scarlet Faver
Y N Were you breastfed? Skin Rash
Y M Used Pacifier? Tuberculosis (TB)

Are your Immunizations current?

L Yas Mo

occomplish?

Have you ever been evoluaied,/had orthodontic

freatment before? OYes UNo
Have there been any injuries to your face,

mouth, teeth or chin® JYes dNo
Have odenoids or tonsils been removed? dYes UNo
Have you been informed of any missing or

extra permanent teeth? JdYes U No
Do you still have your wisdom teeth? JYes No
Have you played any musical instruments?  (J Yes I No
If s0, what?

Please discuss any serious medicol problems you've experienced:

Is there anything you would like fo discuss
with the doclor in private?

JdYes No

| understand that | om respansible (IF 18 yrs or older) for payment of
services rendered ond alse respansible for paying any co-payment and
deductible thot my insurance or my parent’s insurance does not cover.

Pakisnt Signuluru Dot

Parant/Guardion Signature P Necsuary) Date

Our office is HIPAA Compliant and is committed to meeting or exceeding the stondards of infection conirol mandated by OSHA, the COC and the ADA.

| offirm that the information | have given is correct to the best of my
knowledge. It will be held in the strictest confidence and it is my respon-
sibility to inform this office of any changes in my medical status. | authe-
rize the dentol staff to perform the necessary dental services | may need.

Signature of Pafient and/or Parent/Guordion Date

This office reserves the right to verify the credit status of potential
patients and,/or parents of patients prior to extending credit for treat
ment fees and may, ot the discretion of this office, use the services of one
or more credil reporfing services.

Signature of Patient and/ar Parent/Guardian

The Patient or Parent/Guardian is responsible for payment at fime of service unless prior arrangements have been approved.

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

| verbally reviewed the medical / dental information above with the patient named herein. Inifials:

Doctor's Comments:

IN-BETWEEN YEARS
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