
        
    

 

Today’s Date: __________________ I prefer to be called: ____________________________________________ 

Name: ________________________________________________________________________________________ 

Birthdate: _________________  Age: ___________    Male            Female SS#: __________________ 

Email Address: _________________________________________________________________________________ 

Home Address _________________________________________________________________________________ 

Home #: ________________________________  Cell #: _________________________________ 

Employer: __________________________________ Work #: ________________________________ 

Employer’s Address ______________________________________________________________________________ 

How long there? ______________________________ Occupation: _______________________________________ 

Whom may we thank for referring you? ______________________________________________________________ 

Other family members seen by us: ___________________________________________________________________ 

Current Dentist: _________________________________________________________________________________ 

Person Responsible for Account: ____________________________________________________________________ 

Spouse Information 

His / Her Name ___________________________________ Birthdate: ____________________________ 

Cell #: _______________________ Work #:___________________ SS#: __________________________ 

Employer: _________________________________________________________________________________ 

Relative or Friend not living with you 

His / Her Name: _______________________________________  Relation: _______________________ 

Cell # __________________________________  Work #: _____________________________________ 

 

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 

 

 

 

 



Primary Insurance  Orthodontic Coverage?            Yes  No      Dental Coverage?  Yes  No      

Insurance Company Name: ________________________________________________________________________________ 

Insurance Company Address: ______________________________________________________________________________ 

Insurance Co. Phone #:_______________________   Group #: ____________________________________________________ 

Policy Owner Name: _____________________________________       Relationship to Patient: __________________________ 

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

Employer’s Address: ______________________________________________________________________________________ 

Policy Owner’s SSN: ___________________________________   *Please Provide Copy of Insurance Card* 

Secondary Insurance  Orthodontic Coverage?          Yes  No     Dental Coverage?  Yes  No      

Insurance Company Name: ________________________________________________________________________________ 

Insurance Company Address: ______________________________________________________________________________ 

Insurance Co. Phone #:_______________________   Group #: ____________________________________________________ 

Policy Owner Name: _____________________________________       Relationship to Patient: __________________________ 

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

Employer’s Address: ______________________________________________________________________________________ 

Policy Owner’s SSN: ___________________________________   *Please Provide Copy of Insurance Card* 

 
Medical History 

Do you have a current physician?   Y  N 

Physician’s Name: ____________________________________ 

Phone #: ______________    Date of Last Visit: _____________ 

Your current physical health his  Good Fair  Poor 

Are you currently under the care of a physician?   Y     N 
Please explain: ______________________________________ 

Do you smoke or use tobacco in any other forms?   Y        N 

Have you had any metal rods, pins, or implants?      Y       N 

Are you taking any medications?                Y       N 

Please List: _________________________________________ 

For Women: Are you taking birth control?             Y       N 

Are you pregnant?  Y N  Week #: ________ 

Are you nursing   Y N 

Are you allergic to any of the following? 

Aspirin  Y     N Erythromycin   Y    N Penicillin    Y       N 

Codeine  Y     N Jewelry/Metals Y   N Tetracycline Y    N  

Dental Anesthetics Y   N   Latex      Y    N  Other  Y      N 

Please list any other allergies: __________________________ 

 

 

Have you had any of the following diseases/medical 
problems? 

Abnormal Bleeding/Hemophilia Y N Herpes/Fever Blisters   Y   N 
AIDS   Y      N High Blood Pressure     Y   N 
Alcohol/Drug Abuse Y     N HIV       Y   N     
Anemia   Y     N Hospitalized      Y   N    
Arthritis   Y     N Kidney Problems      Y   N    
Artificial Bones/Joints Valves Y    N Liver Disease       Y   N      
Asthma    Y     N Low Blood Pressure  Y   N     
Blood Transfusion  Y     N Lupus       Y   N      
Cancer/Chemotherapy   Y     N Mitral Valve Prolapse Y   N     
Colitis   Y     N  Pacemaker       Y   N     
Congenital Heart Defect     Y     N Psychiatric Problems Y   N      
Diabetes   Y     N  Radiation Treatment Y   N     
Difficulty Breathing      Y     N   Rheumatic/Scarlett Fever   Y   N      
Emphysema  Y     N  Seizures         Y   N        
Epilepsy    Y     N Shingles          Y   N    
Fainting Spells  Y     N Sickle Cell        Y   N     
Frequent Headaches Y     N Sinus Problems        Y   N     
Glaucoma   Y     N Stroke         Y   N    
Hay Fever  Y     N Thyroid Problems        Y   N      
Heart Attack/Surgery  Y     N  Tuberculosis (TB)        Y   N     
Heart Murmur  Y     N      Ulcers         Y   N     
Hepatitis   Y     N Venereal Disease        Y   N    
Please list any serious medical condition(s) that you ever had: 
___________________________________________________
___________________________________________________
___________________________________________________ 

 



        

Dental History 

What are the main concerns that you would like orthodontics 
to accomplish? _______________________________________ 
____________________________________________________
____________________________________________________ 

Have you ever had or been evaluated for orthodontic 
treatment?    Yes No 

Have you ever had a serious/difficult problem associated with 
any dental work?   Yes  No 

Do you now or have you ever experience pain/discomfort in 
your jaw joint (TMJ/TMD)? Yes No 

Your current dental health is: Good Fair Poor 

Do you still have your wisdom teeth? Yes No 

Have you have had an injury to  Mouth Teeth Chin 
(circle one) 

Do you have any speech problems? ______________________ 

Do you generally breath through your mouth?     Yes       No         
(if yes please circle)  While Awake  While Asleep 

Do you have any missing or extra permanent teeth?   Yes    No 

Are you happy with the way your smile looks? Yes     No       
If not what would you change? _________________________   
____________________________________________________
_  

 

Medical History cont. 

Have you been told (or noticed on your own) that you snore 
most nights?  Yes No  Unsure 

Have you been told (or noticed on your own) that you stop 
breathing or struggle to breath in your sleep, sometimes 
followed by a gasp?  Yes  No  Unsure 

Are you tired, fatigued or sleepy most days? Yes  No  Unsure 

Do you have acid indigestion or high blood pressure (or use 
medication to control either of these?           Yes  No  Unsure 

Are you overweight?  Yes  No  Unsure 

Have you ever been diagnosed with obstructive sleep apnea 
(OSA)?    Yes  No  Unsure 

Are you currently being treated for OSA?  Yes   No   Unsure 

Are you aware of family history of OSA?    Yes    No   Unsure 

Are you aware of clinching/grinding teeth at night? 

    Yes  No  Unsure 

Do you snore loudly (louder than talking or loud enough to 
be heard behind a closed door?  Yes  No  Unsure 

 

OFFICE USE ONLY  OFFICE USE ONLY  OFFICE USE ONLY  OFFICE USE 

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

Doctor’s Comments:      Initials: _____________     Date: ________________ 

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

________ 

 

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:__________________________ 

 



 


