Registration and History

2 Account/Insurancef/lnformation

Adult Patient Information
*|§ youu bave insurance, please supply ws with a copy of your
Data ingiramce cand,
Whao is responsible for this account?
FPatient Relationship to Patient S5 #
Addrass
Addrass =
Home Phone Work Phona__
CityState/Zip is patient covered under Ortha insurance? [JYes [[INo
Sex:-[JM [JF Age Birthdata Subseriber's Name
5 CiMaried Tlwidowsd [15 o ) Divorced Birthdate | 554
Singde [ mMam ] FOCAE: Spdardie | LIvGTC
o Ralationship o Patient
Patient's Employer Insurance Ca.
Businegss Address - Group #
ASSIGNMENT AND RELEASE
Woark Phone I, e undesgigned carlity hat | ior my degendent] Rave MaURANGE Govarags
il L O e ard sasign direcily o
SDDUEE.“'E Mame D, Edcora all insurence bonedits, @ any ollmrvse payabde 0 me o Sardcas
b randenad, | ndarstand that | am inancialty respensibie for all charges wbethes
ar nod paid by isurance. | harety audhorize 1hs doclor 1o ralease &l mfonmation
Employer necessary’ by Secure (he payment ol banefgs, | authorize me use o his
sinabure on all insurapos submissions.
Businass Address .
Hesponsioia Parly Signaturs
Work Phona
Aelatiasshio Cale
T —

Emergency Information

IN CASE OF EMERGENCY. CONTACT {Specify someone who does nof live in your household. )

Mame __ Ralahionship — . =
Home Phona: Work Phone
e S

4 Dental History

Dentist Mame Eefarred By

How many times per year does your dentist examing the patient's 1eeth,.. e
Approximate date of last visit

Iz the patient concarnad abaul the appearance of hisMer eth ... L Y2E [ No
Has any other membaer of the family had orthodontic freatment.......coimmnenne: L Yes [ No
Has the patient ever received a severs blow to the testh or jaws........o - {1 ¥es [ No
Does the patient hava any problams W SR8 QLIMS L. i ot [l¥Yes [JNo
Does the patiem have any of the faliowing habits:
Grinding teeth at night [Yes [ Mo Clenching teeth [ Yes [ Mo

Has the patient aver exparienced clickinglocking/limited opening of the jaw joint.........[T¥es [ Ne
Has the patient had previous orthodontic TEEEMENT ... s ian i 1¥es [JNo
Who [lirst noticed the need for orthodontic treatment [] Denfist [] Patient

What is the patient’s cheel concern

oY ER=

FIETH A A R T L




Health History

Physician’s Name_ Date of last visit

|5 the patient currenily UNAdET & PHYSICIENS GAPE ...oor s et rssasrssseinrrsassianaser i ennb ) TEG L MO
Has the patient ever baan BoSpilaleacd ... ... e ree g e mmem s e rresneeeerreneers L) TEE L MG
Is the patient racaivitg any MEICAHON ...t e eeeecen mem e sesnm e mems s menerreneene L] ¥ES || NG
e R L L= R =G = Lo = PP [ - - SO 1 1
Are there any emotional ProBlBMS ........cocme v s s s s b | 188 || Mo
Waz the patient absent from schcol or work for more than S days last

eI TR A e B e e e el o et (R
Has tha patient evar had an unusual reachon 1o any drug sdch as

panicilln, local anesthetics, or antibiotics. ........... g e e L A [I¥es [INo
Doas the patiant have any other allergies {ncleding reactions fo jewelry or latex .. [¥as [ No
Doas the patiant have damaged heart valves, artificial heart valves or

congenital haart lesions, inciuding heart maurmur, or artficial Joimts ..., [C¥es []No

Has the patient ever 1aken the appetite suppressant drugs fenfluramineg (Pondiming or
daxphanfiuramine (Redux) either alone or in. combination with phentermine,

0T, g P e Tay Ty gl o gl 5] e e e e Pt [ (|- B
Does the patient hawe any condition for which a physician or dentist has prescribed

antibiotics 1o be taken prior 10 2 dental Procomung ... L YO8 TTNo
Does the patient have any physical imitations that affect motor coordination.................LlYes | No

“*If tha answer o any of the above questions iz YES, please axplaln:

If the patient has had amny history or difficulty with ary of the follewing, please check:

] Anemia [T Chronic Sinus L] HIV

[] ArthritisJoint Inflammation [] Convulsions C 1 Immune Disorder

[ Asthma [] Diabates [ ] Kidney Disorder

[C] Blacder Disorder ] Epilapsy [ | Liver Disorder

[ Blaad Clotting Disordar L1 Fainting L] Malignancios

[ Cerebral Palsy [ ] Hearing Disorder [ ] RAheumatic Fever

[ Tuberculosis [ ] Heart Disorder ] Thyroid Disorder
CHher

U pfjﬂiﬂs (To be filled in at future appointments)

Has there been any change in your health since your last erthodontic appointment? [JYes [ ] No

Far what conditions?

Are you taking any new medications? | 50, what

Patient's Sigralura . LI Date

----------------------------------------------------------------------------------------------------------------------------------------

Has there been any changa in your haalth since your last orthodontic appointmeant? |¥es [ No

Far what conditions?

Are you taking any new medications? If 50, what?

Patient's Signature. Date




