Patient Registration and Health History

Date R
Name, - What do you prefer to be called Sex Age Birthday
Home Address R __City State Zip Code Phone
How did you hear about our office? —
Names, ages and date of birth of other children in family .
Name(s) of any other family member(s) who have sought treatment in our office: —— ) —
Do you have Dental Insurance? ____Yes ____ No Do you have Orthodontic Coverage? _ Yes __ No  (See Back of Form)
Patients Under 18 Years Old Adult Patients
School = —— Grade Occupation
Father's Name Occupation Employer —
Employer. it PTONE e Phone . NS
Mother's Name Occupation —— 7 Single 0 Married M Separated O Divorced T Widowed
Employer Phone | Spouse's Name and Occupation
Parents: O Single O Married T Separated 3 Divorced 0 Widowed Employer
If separated or divorced, who has custody? Phone
Medical History
Physician Date of last physical _ -
1. Present Health Good Fair Poor
2. Patient ever been hospitalized? Date B Reason
3. Does/did patient have any of the following:
OYes O No Rheumatic Fever 0 Yes O No Asthma O Yes O No Cerebral Palsy
OYes ONo Heart Trouble O Yes O3 No Emotional Problems/ O Yes O No Arthritis
OYes O No Diabetes Nervous Conditions O Yes O No  Anemia
OYes ONo Epilepsy 0 Yes O No Hyperactivity O Yes DO No Tuberculosis
O Yes O No Hepatitis or Liver Disease O Yes [ No HIV Positive
Explain —
4 OYes ONo Ispatient on any medications now?
Explain N —
5 M Yes I No Aretonsils and adencids present? Whenremoved
6. O Yes I No Anyallergies or sensitivities?
Food e __ Medications Hay Fever
7. OYes ONo Anydigestive, swallowing or eating problems?
Explain o
8. Onsetof Puberty: Present Height Weight
Girls - Started Menstruation? O Yes 1 No Date
Boys - Voice Changed? O Yes M No Date
Dental History
1. Who is your family dentist? =
2. Date of last dental checkup Forwhatreason —
3. Previous Orthodontic treatment? T Yes O No  When __ Howlong N By whom
4. Reason for seeking Orthodontic treatment S—
5. Did patient have any of the following:
OYes ONo Habit of sucking finger, thumb, lip or other (circle one)
OYes ONo Howsevere oo Howlong.. . When (night only, e
OYes ONo Periodontal disease (pyorrhea)
OYes O No Endodontic (roof canal) treatment
OYes ONo Other Orthodontic problems in the family? Treated Untreated
OYes ONo Clicking jaw when eating, yawning or other?
D Yes O No Speech problems
D Yes O No Mouth breathing
MYes M No Injurytoface, jaws or teeth
Explain s
6. M Yes [ No Do youfeel the patient would cooperate fully in Orthodontic treatment?
7. M Good O Average O Fair What type of student is the patient in school?
B.  What is the patient’s attitude toward:
Brushing (3 Poor O Fair 3 Good Orthodontics? O Poor O3 Fair (3 Good Dentistry? 3 Poor O Fair O Good
Date: == e S —

Payment is expected from the person authorizing the initiation of treatment. Written authorization is required to bill an individual for treatment of a minor not in their custody. Special

considerations and arrangements should be discussed with the Office Manager.

Date o Sign Relationship to patient







