
 

Today’s Date: _______________  Nickname:_________________________              Male    Female 

Child’s Name: ________________________________________   Birthdate: ________________         Age: ________ 

Child’s Home Address____________________________________________________________________________________ 

School: ____________________________________________ Grade: __________ 

Hobbies / Sports: _______________________________________________________________________________________ 

 Who is Accompanying Your Child Today? Name: _________________________________ Relation: _____________________ 

Do you have legal custody of this Child? ___________________   Who Referred You? _________________________________ 

Other Family Members Seen by us:__________________________________________________________________________ 

General Dentist: __________________________________________ Last Visit: ______________________________________ 

Parents Marital Status ______________________ Whom may we thank for referring you to our practice? ________________________ 

 Mother’s Information 

Name: _________________________________________________  Birthdate: ___________________________________ 

Email Address: ___________________________________________________________________________________________ 

Home Phone #: ___________________ Cell Phone #: ____________________ SS#: ___________________________ 

Employer: _________________________________________  Work #: ________________________________ 

 Father’s Information 

Name: _________________________________________________  Birthdate:___________________________________ 

Email Address: ___________________________________________________________________________________________ 

Home Phone #: ___________________ Cell Phone #: ____________________ SS#: ___________________________ 

Employer: _________________________________________  Work #: ________________________________ 

 Person Responsible for Account 

Name: _______________________________________________ Relationship: _________________________________ 

Billing Address ______________________________________________________      SS#: _________________________ 

Phone #: __________________        Work #______________________  Employer: _________________________________ 

Primary Insurance  Orthodontic Coverage?            Yes  No  *Please Provide Copy of Insurance Card* 

Insurance Company Name: ________________________________________________________________________________ 

Insurance Company Address: ______________________________________________________________________________ 

Insurance Co. Phone #:____________________   Group #: ____________________ Policy Owner’s SSN: __________________ 

Policy Owner Name: _____________________________________       Relationship to Patient: __________________________ 

Policy Owner’s Birthday: ___________________________________   Policy Owners Employer: _________________________ 

Employer’s Address: ______________________________________________________________________________________ 

 



  

Secondary Insurance  Orthodontic Coverage?            Yes  No *Please Provide Copy of Insurance Card* 

Insurance Company Name: ________________________________________________________________________________ 

Insurance Company Address: ______________________________________________________________________________ 

Insurance Co. Phone #:____________________   Group #: ____________________ Policy Owner’s SSN: __________________ 

Policy Owner Name: _____________________________________       Relationship to Patient: __________________________ 

Policy Owner’s Birthday: ___________________________________   Policy Owners Employer: _________________________ 

Employer’s Address: ______________________________________________________________________________________ 

 

What are the main concerns that you would like orthodontics to 
accomplish? __________________________________________ 
_____________________________________________________ 
Has your child ever been evaluated or had orthodontics 
treatment before?      Yes                    No 
Have there been any injuries to the face, mouth, teeth or chin?      
     Yes                    No 
List any musical instruments played: __________________ 
Have adenoids and/or tonsils been removed?   Yes                   
No 
Has your child been informed of any missing or extra permanent 
teeth?           Yes                   No 
Has your child ever had any pain/tenderness in his/her jaw joint 
(TMJ / TMD)                     Yes                   No 
Does your child brush his/her teeth daily?     Yes          No 
Floss his/her teeth daily?       Yes          No 
Child’s Physician: ______________________________________ 
Date of Last Visit: ______________________________________ 
Is your child currently under the care of a physician?   Yes    No 
Has puberty begun?    Yes         No 
Has menstruation begun? (Girls)  Yes                  No 
Has voice changed? (Boys)   Yes         No 
Has grown facial hair? (Boys)  Yes         No 
Please describe you child’s current physical health 
Good    Fair   Poor 
Please list all medications that your child is currently taking: 
_____________________________________________________
_____________________________________________________ 
Please list all medications/things that your child is allergic to: 
_____________________________________________________
_____________________________________________________ 

Is your child allergic to Latex, Metals/Nickel, and Plastics?    Y        N 

_________________________________________________ 

Has your child ever had any of the following medical problems?  

Abnormal Bleeding     Y    N          Handicaps/Disabilities   Y     N 

ADD / ADHD                Y     N          Hearing Impairment      Y     N 

Any Hospital Stays      Y    N          Heart Murmur       Y     N 

Any Operations          Y    N           Hemophilia        Y     N 

Artificial Bones / Joints /              Hepatitis         Y     N 

Valves          Y   N           Bone Disorder/ Bone Loss    Y   N    

Arthritis          Y   N 

Asthma                          Y   N           HIV + / AIDS       Y     N 

Cancer                          Y   N           Kidney/Liver Problems  Y    N 

Congenital Heart Defect   Y   N     Lupus                                Y    N 

Seizures/Epilepsy       Y  N            Rheumatic/ Scarlett Fever  Y   N 

Diabetes                       Y    N           Tuberculosis (TB)      Y    N  

Does your child require premedication?  Y N 

Treated for emotional problems?   Y N 

Growth Problems ?    Y N 

Hormone Problems?    Y N 

Please discuss any medical problems that your child has had: 

______________________________________________________ 

______________________________________________________

______________________________________________________ 

             

 

Has your child experience any of the following?  

Clenching / Grinding Teeth Y  N   Snoring    Y N 
Lip Sucking / Biting   Y N   Speech Problems/Therapy  Y N 
Mouth Breather   Y N   Thumb/Finger Sucking  Y N 
Nail Biting   Y N   Tongue Thrust   Y N 
Chews with Mouth Open  Y N   Hard to Wake Child After Plenty of Sleep? Y N 
Frequent Headaches   Y N 



 



 

 

I, __________________________________________, have had full opportunity to read and consider the content 

of this consent form and your Notices Privacy Practices. I understand by signing this consent form, I am giving my 

consent to your use and disclosure of necessary protected health information to carry out treatment, payment 

activities, and health care options. 

Signature:_________________________________________________ Date:__________________________ 

 

If this consent is signed by personal representative on behalf of the patient, complete the following: 

Patient or Legal Guardian: __________________________________________________________________ 

Relationship to Patient: ____________________________________________________________________ 

 

 

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

I verbally reviewed the medical/dental information above with the parent/guardian and patient named herein. 

Doctor’s Comments:       Initials: _____________     Date: ________________ 

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________ 

 

Neighbor or Relative not living with you.     

Name: __________________________________________________________________________ 

Phone: _________________________________________________________________________ 

Address: ________________________________________________________________________ 

________________________________________________________________________________ 

 

If this office accepts insurance, I understand that I am responsible for payment of services rendered and also responsible for 
paying any co-payment and deductibles that my insurance does not cover. I hereby authorize payment of the group 
insurance benefits (otherwise payable to me) directly to this office. I understand that I am responsible for all costs of 
orthodontic treatment. I hereby authorize release of any information, including the diagnosis of any records of treatment or 
examination rendered, to my insurance company.  

 

_______________________________________________________________________________________________ 

Signature          Date 

 

 

 

 

 


