Fatient Name:

hligalle

Months:
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Narme: Birthdate:

Address: (if different than Patient’s)
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Who is accomparying the patient today?
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O Yes 0 Mo

Whorm may we thank for referring you?
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Phone: (
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Name: Birthdate:
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Occupation:
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If you have Dental Insurance Coverage for this Patient, please fill out below:

Insurance Co. Name:

Insurance Address:

State Zip
If you have Dental Insurance Coverage for this Fatient, pleass fill out below:

Ihaurance Co. Name:

Insurance Address:
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Group# (Flan, Local, or Folicy#):
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Group# (Plan, Local, or Folicy#):

Release

Signature (Parent’s signature if minor)

Date i /

Confidential (for record and pretreatment evaluation). | understand that where appropriate, credit bureau reports may be obtained.




Hid patie

Boye- Has patient sh

2. Has the patient ever received a severe blow on the teeth or |

e -

& Dental aﬂd M@d.i-cé.l Hi@toky.

f last medical examination:

atient presently under physician's care?

> patient presently receiving any medication?

t. Has patient ever had (Circle) Rheumatic fever, Diabetes,

drug such as penicillin or local anest

©. Has the patient ever had abnormal bleeding problems?

Are there any other pertinent medical problems?

b, Date of last dental examination:
9. Has the patient had any teeth removed by a dent
. Has the patient had any problems with sore or bizedin

1. Doss the patient brush his/her teeth in the:

morning After Lunch? Bedtime?

. Did the patient ever suck his/her thumb?

. Does the patient bite his/her fingernails?

the patient grind his/her teeth at night?

his/her teeth?

. Has the patient veen teased about t rpearance of hisfher teeth?

. Has the patient ic consultation and/or treatment?

By whom?

0. Has any member of the family had orthodontic treatment?

Has the patient ever had speech thera

2. Who noticed the need for orthodontic treatment?

Dentist Fatient Farent

Girls- Has the patient shown signs of pubsrtal development?

Has patient started her monthly period? At what age
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