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Welcome to our office!

A referral is the highest compliment we can receive
Please tell us who can we thank for referring you__________________________________
Patient Information  (please print)

Today’s Date:  ___________/_________/__________



    MM                            DD                      YYYY

Patient Name_______________________________________   Sex:     M       F     Date of Birth:  ________/________/_________



        First
                    Last
       Middle      


                                                         MM                  DD                      YYYY

Home Address_____________________________________________ Patient’s Email Address:__________________________


                                                      City
 State
       Zip

Patient’s Home Phone #: (_______)_________-_______________  Patient’s Cell Phone #: (________)_________-_____________ 

General Dentist:_______________________   Date of Last Visit:__________________   Reason:_______________________

School:______________________________      Grade__________

Name and Date of Birth of other children in the family: ____________________________________________________

Parent/ Guardian Information  (please print)

FATHER  (Other ________________)
Name:__________________________   Marital Status:  S/ M/ D/ W   Stepparent Name (if applies): ___________________________

Home Address:  ____________________________________________ Father’s Email Address:___________________________       



                        City
                         State              Zip

Home Phone #:(_______)_______________  Work Phone #:(_______)______________   Cell Phone #:(_______)______________ 

Father’s Employer: ____________________________  How Long?__________    Occupation: _____________________________
Father’s Social Security number: ________-_______-______________

MOTHER  (Other_________________)

Name:____________________________   Marital Status:  S/ M/ D/ W    Stepparent Name (if applies):_________________________

Home Address:  _____________________________________________ Mother’s Email Address:__________________________

                       
                           City
                 State       Zip

Home Phone #:(_______)____________  Work Phone #:(_______)_____________   Cell Phone #:(_______)_______________ Mother’s Employer:___________________________  How Long?________  Occupation:_________________________________

Mother’s Social Security number: ___________-________-______________
Insurance Information  (please print)

Does this patient have dual insurance coverage?    Y      N    (If yes, please fill out both sections)
PRIMARY

Insurance Company: ________________________  Insurance Claims Address:_________________________________________

Insurance Company Phone #:_______________________                          
                                              City                 State             Zip

Subscriber’s Name: ___________________________________  Relationship to patient:___________________________

Subscriber ID#/ SS#: ________________________  Group #:__________________  Subscriber DOB:_______/________/_______

Subscriber Employer:_______________________________

SECONDARY

Insurance Company: ___________________________  Insurance Claims Address:___________________________________

Insurance Company Phone #:______________________                          
                                                  City                 State             Zip

Subscriber’s Name: ___________________________________  Relationship to patient:___________________________

Subscriber ID#/ SS#: ________________________  Group #:__________________  Subscriber DOB:_______/________/_______

Subscriber Employer:_____________________________
Emergency Contact  (please print)

Name of nearest relative not living with you:  ___________________________  Relationship to patient:  ____________________

Address/ Phone:  _____________________________________________________

Medical History

Has the patient been treated for any of the following conditions?  Please check all that apply.

	(   Diabetes
	(   Bone Disorders
	(   Kidney Involvement
	(   Nervous Disorders

	(   Pneumonia
	(   Anemia
	(   Tuberculosis
	(   Hepatitis

	(   Heart Trouble
	(   Epilepsy
	(   Prolonged Bleeding
	(   Endocrine Problems

	(   Rheumatic Fever
	(   Asthma
	(   Fainting or Dizziness
	(   Other?


Explain:__________________________________________________________________________________________

Major illness?  If yes, please explain:________________________________________________________ ( Yes     (  No        

Is Patient in good health?………………………………………………………………………………………………..( Yes     (  No     
 

Tonsils or Adenoids removed? …………………………………………………………………………………………( Yes     (  No     

Taking any drugs or medications? If yes, please explain:_________________________________________( Yes     (  No     


Drug Allergies or sensitivities? If yes, please explain:____________________________________________( Yes     (  No     
  

Problems of the Jaw:  (Has the patient experienced…)    


Clicking of the jaw? ……………………………………………………………………………………………( Yes     (  No  
 


Pain (joint, ear, side of face?)  ……………………………………………………………………………….( Yes     (  No     
   


Difficulty opening or chewing? ……………………………………………………………………………….( Yes     (  No     
 


Difficulty chewing?..……………………………………………………………………………………………( Yes     (  No     

Habits:  (Does the patient…)


           Bite his/her fingernails?..………………………………………………………………………………( Yes     (  No     
 


           Clench or grind teeth while asleep or awake?………………………………………………………( Yes     (  No 


           Bite lips or cheeks regularly?……..…………………………………………………………………..( Yes     (  No



           Hold foreign objects with the teeth (i.e. pencils, pens, etc?)………………………………………( Yes     (  No     

Does the patient have frequent headaches?…………………………………………………………………………..( Yes     (  No     

Frequency?_______________   Location?_____________________
Have there been injuries to the face, mouth or teeth?  ………………………………………………………………( Yes     (  No     

If yes, please explain:_______________________________
Has the patient ever sucked a thumb or finger?…………………………………( Yes     (  No     Until what age?________________
Does the patient have any speech problems?…………………………………..( Yes     (  No     




If yes, please explain:____________________________________
Is the patient a mouth breather?…………………………………..While Awake?      ( Yes     (  No        While asleep?    ( Yes     (  No          

Have you been informed of any missing or extra permanent teeth?………………..( Yes     (  No     

Has an Orthodontist been previously consulted?……………………………………..( Yes     (  No     

Has either parent had orthodontic treatment?…………………………………………( Yes     (  No     

Please list the main concern with teeth:  __________________________________________________________________________

Has the patient reached puberty?

 For girls:  has menstruation began?   
( Yes     (  No   

 For boys:  has voice changed?     

( Yes     (  No              

Is the patient adopted?    

 ( Yes     (  No     If yes, does the patient know?        ( Yes     (  No     

Are there any learning disabilities?   ( Yes     (  No     

Has the patient ever been exposed to any of the following (circle which apply):       Herpes      HIV       Venereal Disease

_______________________________________________
___-------------------------------------------------------------------------------______________-----------------------------------_______________          ___________________

              Parent or Responsible Party Signature
             
             Date












