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Patient Information:
Date  _______________________________
Patient’s Full Name  _____________________________________________  Nickname	___________________________________
____ Male  _____ Female     Age  _________   Date of Birth  ____________   Best Phone #	_________________________________
Contact Email   _________________________________________________
Home Address  _________________________________________________________________  Zip Code	____________________
How do you prefer to receive appointment reminders? (Circle all that apply):     Text       Email       Phone
How may we contact you in regards to your treatment? (Circle all that apply):    Text       Email       Phone
How did you hear about our office?     Website/Internet     Friend/Family (Name: ______________)   Dentist / Healthcare Professional
Patient’s General Dentist  ________________________________________  Date of last visit	_______________________________
Patient’s Physician  _____________________________________________
Has anyone in the family had orthodontic treatment?          Yes (Relation: ________________)          No
Has another orthodontist been consulted previously?          Yes         No

If patient is an adult, please fill out this section:
Employed by ________________________________ Bus Address _____________________________ Phone	__________________
Spouse’s Full Name  __________________________ Employed by _____________________________ Phone	_________________

If patient is a child, please fill out this section: 
School  _________________________________________________________________________  Grade	_____________________
Father’s Name  ___________________________________________  Mother’s Name	_____________________________________
Parents’ Marital Status:    Single      Married      Divorced      Patient lives with: 	___________________________________________
Father Employed By _________________________ Bus. Address ________________________________ Phone	_______________
Mother Employed By _________________________ Bus. Address ________________________________ Phone	_______________
Is there any dental insurance we can check for you? 	 Yes               No
If yes, list Insurance Company _________________________________ Phone # _____________________  Address State 	________
Policy Holder  _________________________________ DOB ____________ SSN / ID# ____________ Employer	______________

List any relatives treated at this office (Name and relation to patient)	____________________________________________________

Patient Health Information and Medical / Dental History:
List any medications currently being taken	________________________________________________________________________
List any allergies (including nickel or latex)	________________________________________________________________________
Please circle any of the following which you have experienced, been diagnosed, or have been treated for:
	Abnormal / Prolonged Bleeding
	Bone Disorder
	Gastrointestinal Disorder
	Nervous Disorder

	ADD / ADHD
	Cancer / Tumor
	Heart Trouble (inc. murmur)
	Pneumonia

	Anemia
	Congenital Heart Defect
	Hepatitis / Jaundice
	Rheumatic Fever

	Arthritis
	Diabetes
	High Blood Pressure
	Severe / Frequent Headaches

	Asthma or Hay Fever
	Dizziness or Fainting
	HIV + / AIDS
	Severe Head / Face Injury

	Autism
	Epilepsy
	Kidney Trouble
	Tuberculosis

	Other:  _____________________________________________________________________________________________________



Have your tonsils or adenoids been removed?        Yes          No          At what age? _____________
Female patients … are you pregnant or trying to get pregnant?         Yes           No
Are there any lost or chipped any teeth?    Yes          No
Have there been any injuries to face, mouth, or teeth?          Yes          No
Is any part of your mouth sensitive to temperature or pressure?          Yes          No
Are you a mouth breather?          Yes         No
Do you play a musical wind instrument?          Yes (which? _____________)       No
Are your teeth or jaws ever uncomfortable when waking in the morning?          Yes          No
Are you aware of your jaw clicking or popping?          Yes (left side, right side, both?)          No
Are you aware of clenching your teeth during the day, or grinding teeth at night?      Yes (clench, grinding, both)      No
Do you have tension headaches?          Yes        No
Have you ever experienced chronic ringing in your ears?          Yes      No
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