PATIENT REGISTRATION

Patient's Neme Employed by:
: ‘ Street Address

City & State

Zip Code

Bueiness Phaone

Prefars to be called

Age Birthdate Sex Dentist
Date of Last Vigit

Address:

Street or Route

City & State Physlcian

Zip Code
Phone Number
Cell Phone
Phane # for reminder calls Email

Whom may we thank for referring you to our office?

What is/are your concerns regarding your bite/teeth?

Has any family member been treated by our office?

Name of Family member treated Relationship

Has the patient had any of the foliowing:  Clrele Yes or No

1. R OUIMT I F OV . eee vveuncnnrreressrsssearnssrassrrsrrnssesssvessseasssns srnssssesssssbasensdnrathdhersiorsberassinn v Yes No
2. Haart CONIHON. ..o o s o e S R s A W e S VS I R e e DN ek e Yes No
3. Diabetes...,... N ————— T iR TR Yes No
&, EDIBDSY s vviniisvvsimpins i s e oA e R AT T R R o R T R TS R B Yes No
5. Hemophllia (Bleedmg (]2 L ) T T T e Yes No
6. Allergies.......... Allergictowhat?, S Yas No
7. Drug Reaction ...Which drug'? I — . N
8. Hepatitis.... ey e b ST T A R R s e Y08 ND
9, Venereal Dlseasa S ———————————— el AN e e e - R )
10. Alds or Related HIV ...................................................................................................... Yes No
11 TUBDSISLIOSIE. ..vvi s s sy s s s s S ET T AT TRV Yes No
12. Family Member with Tuberculosis?.....ine. Tl —— Yoes No
13 LB ANBIOVT v vias e sy s b B VA S N E AN SR OO SV | O P Se Ea Er Y P Yes No
14. Is patlentundercareofa physician at present? okt snY 88 No
15. |s patient now or has ever besn under the care ofa psychlatrlst‘? e f 1 (I |-
Is there any health conditlon net listed above?
Please describs ;
Are you taking any prescription or oversthe-counter drugs?.........ccco i Yes No
Please list each one
1. Do you breathe with your mouth open most of the IME7.......cumrs s Y8 NO
2. Hove tonslls ant atdenoids Been rEMOVBHT .. ... sissesssnsiiissssvmvmomeman i 88 ND
3. Do you suck yourthumb?.iaasssraravisinsisiaisn GG B — Yes No
4. Haveyou sver Injured teeth in fall or BESKIBNEY... ... Yes No
Was dental treatment OGQUITEA ... .. cvii s iereer e rrissrers v ians sreeessreessssrtsssssssrsnssinaneesirssinsesnas Yes No
Plesse comment and give approximate date of Injury
5. Does any relative of the patient have a similar orthodontic problem?..........ccoviiinnnn e Yes No
Relationship

Continued on the Back



Who is responsible for the financial aspect of your orthodontic treatment?

Seif

Other,

ORTHODONTIC INSURANCE INFORMATION

Insured's Name

Insured's Social Security #

Insurance Company Group Number Local Number

Insurance Company Address

Insurance Phone Number

Insured's Employer

AN NN NN NN NN NN NN R R AR N NN AN NN NE NN RN NN
Do you have secondary Orthodontic coverage? Yes Q No QO

Insured's Name

Insured's Social Security #

Ingurance Company

Group Number

Local Number

insurance Company Address

lﬁaurance Company Phone Number

Insx}red's Employer

Signature

Date

Thank you for choosing our office for your orthodontic care.




