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Ihe benelits of o hoppy, heolthy smile ore immeosuroble!
Our gool is to help you reoth ond moinloin optimol orol
Pleose fill oul fiis form complefely. Ihe better we

lhe better we (on core for you.
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E-moil Address:

Nome:

OrthoJontic Iw#urar.c"
Prirnory

No Dentol Coveroge? [ i l No
\
\

Orthodontic Coveroge?

Insuronce Co. Nome:
N1 M6 Mt  Dr

Mole Femole

lnsuronce Co. Address:

I prefer to be colled

Birthdote:_ / _/ _ Age: _

Home Address:

ss#
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1 . . " . ^ . . o  C a  P h n n p  t  1

Group # (Plon, Locol or Policy #):

r : , 1  l i l  Nome : Relotion:

J r s u r c c l ' s  l D  # :Cii)

IJrngre

H m # : l

t
l

Stnc

Morried Divorced Wido"red

Cell / Other #:

Ext l-\l #

l p

Seporoted
r ' ,L r  , r , l r  B i r thdote :

i , i r i L  , E m p l o y e r :

i  r ' ,1 ,  , ' 1 ' , ' '  '  Address

Wk #: (_)

Employer;
! [

Orthodonfic Coveroge?

lnsuronce Co. Nome:

Skilri

Secondcry
\, Denlol Coveroge?

l ip

[ ] N oEmployer's Address

lnsuronce Co. Address:
How long there? _ Occupotion:

Where & when ore best t imes lo reoch you?

Whonr rrcry we ihonk l :or  rc l t - - r  inq voLr: '

Other fomily members seen Dy us

Previous / Prosoni Dcnfisl
lPecsc  C i rcc )

Person Responsible for Accounf:

! ry

Insuronce Co.  Phone #:  -
Group # (Plon, Locol or Policy #):
, r ' , r . : '  l :  N o m e : Relotion:

.., i],
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Spo.rse In{orrnation

r r  r ; r t : r l  ,  B i r thdote :  nsured 's  lD  # :

, i ,  i , r  i  Employer:

i  '  ,1r ou,, . ;  AddreSS:

Poyment is due in full ot the time of treqlmenl
unless prior orrongements hove been opproved.

lf this office occepis insuronce, I understond $ot I om responsible for poyment

of services rendered ond olso responsible for poying ony co-poymenr ono

deductibles thot my insuronce does not cover. I hereby outhorize poymeni of the

group insuronce benefits (otherwise poyoble to me) direcdy to this office. I

underslond thot I om responsible for oll costs of orthodontic ireotment. I hereby

outhorize releose of ony informotion, including the diognosis ond records of

treotment or exominotion rendered, to my insuronce compony.

His / Her Nome:

- lrmproyer

W k # :  I Exl

Bi*hdote:_ i _i _ DL #

Relotive or Friend not l iving urith you.

His / Her Nome

ti::."

: .ry*

Relotion:
Dote

.rr', B-clo

W k # : l H m #
Signoture
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M"Jie.al
Do you hove o personolphysicion?

Physicion! Nome:

Phone #: (-) Dote of lost visit:

Your current physicol heqlth is: i cood

Are you currenily under the core of o physicion?

Pleose exploin:

Do you smoke or use tobocco in ony other form?

Hove you hod ony metol rods, pins or implonts?

Are you toking ony prescription / over-the-counter drugs?

Pleose list eoch one:

Yes

:.::;:ii- - 7q:'7-"V:::

:
F DentalH

Whqt ore the mqin concerns thot you would l ike orthodontics
to occompl ish?

Hove you ever hod or been evoluoted for orthodontic heotment?

I  L-lNo
Hove you ever hod o serious/diff icult problem

ossocioted with ony previous dentol 
'work? 

,J I No
Do you now or houe you ever experienced poin /

discomfo* in your jow ioint (TrtIJ / TMD}? ;.1 [l No

Your current dentol heolth is: I Good I foir [ ]

Do you still hove wisdom teeth?

Hwe you ever hod on iniury to your:

Do you hove ony speech problems?
lf so, when?

For Women: Are you toking birth control pil ls?

Are you pregnont? tl [ ] No Wee[ #

Areyounu rs ing?  t l  f |No

l l - N o

Hove you ever hod ony of the following diseoses or medicol problems
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Hove you ever
,Also known

token rhen-fen9

os Redux or Pondimin N o
Mouth leeih

I  [ ] N o

(Pleose Circle)

Do you oenerollv breothe throuoh vour mouth?
lf yes]pleore citcle, wl,i e i, 'oke? While Asleep?

Do you hove ony missing or extro permonent ieelh?

,-l I No

!  i - lNo

r l Y e s  tAre you hoppy with the woy your smile looks?

lf not, whoi would you chonge?N Abnormol Bleeding / Hemophilio
N AIDS
N Alcohol / Drug Abuse
N Anemio
N Arthritis
N Artificiol Bones / Joints / Volves
N Asthmo
N Blood Tronsfusion
N Concer / Chemotheropy
N Colitis
N Congenitol Heort Defect
N Diobetes
N Difficulry Breothing
N Emphysemo
N Epilepsy
N Fointing Spells
N Frequent Heodoches
N Gloucomo
N Hoy Fever
N HeortAitock / Surgery
N Heort Murmur
N Hepotitis

N Herpes / Fever Blisters
N High Blood Pressure
N HIV
N Hospitolized for Any Reoson
N Kidney Problems
N Liver Diseose
N Low Blood Pressure
N Lupus
N Mihol Volve Prolopse
N Pocemoker
N Psychiotric Problems
N Rodiotion Treotment
N Rheumotic / Scorlet Fever
N Seizures
N Shingles
N Sickle Cell Diseose / Troits
N Sinus Problems
N Shoke
N Thyroid Problems
N Tuberculosis (TB)
N Ulcers
N Venereol Diseose

I understond thot the informotion thot I hove qiven todov is correct to the best of mv knowledoe. I
olso understond thot this informotion will be h-eld in the strictesr conlidence ond rhot it is ry r..,ion-
sibility to inform this office o[ ony chonoes in my medicol stotus. I outhorize the dentol stoff to oer
lorm ony necessory denlol services thof I moy need durinq dioqnosis ond treotment, with mv informed
consent. This office reserves the right to uerify the credit itotus"of potentiol potients ond/or'porents of
potienls prior lo extending credil for treotment fees ond moy, ot the discretion of the office, uie the ser
vices ol one or more credit reporlinq services.

Signoture
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Pleose list ony serious medicol condition(s) thot you hove ever hod

Are you ollergic to ony of the following?

I verbolly reviewed the medicol / dentol informotion with the potient nomed herein

Init iols: Dote:

Doclor's Commenls:
:t':,

t l "

'  
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N Aspirin
N Codeine
N Dentol Anesthetics

N Erythromycin
N Jewelry/Metols
N Lotex

N Penici l l in
\i Tetrocycline
N Other

Pleose list ony other drugs/moteriols thot you ore ollergic to:

liffifice is HIPM 
" 

hmmitted to meeting or exceeding the stondarck of inkion control mondored by oSHA, rhe CDC ond rhe ADA.

M]]DICAL HTSTORY I IPDATI]
Hos there been ony chonge in your heolth stotus since your lost visit?

Potieni Signoturelf Yes, pleose exploin.
Deniisl Signoture

Hos lhere been ony chonge in your heolth stotus since your lost visit? Poiienl Signoture

lf Yes, pleose exploin.
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Deniisi Signoture
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FORM #980-ORTHO-A v4 GOOD MORNING ORTHO 02004 fNFoRMS, tNC. 1.800.722-4884


