
PLEASE COMPLETE REVERSE SIDE�
OVER�

Date ____________________ Date of Birth _________________ Age ____________________ Height ________________ SEX: M ______ F _______

Name _______________________________________________________________________ Nickname____________________________________
(FIRST) (MIDDLE) (LAST)

Address _________________________________ City ____________________________________________ Zip _____________________________

Email _________________________Cell Phone: Child ________________Cell Phone: Mom ________________Cell Phone: Dad _________________

Telephone: Home: _________________________ Work Phone: Mom_________________________ Work Phone: Dad _________________________

Family Dentist_____________________________ City ____________________________________ Phone __________________________________

Family Physician __________________________ City ____________________________________ Phone __________________________________

School __________________________________ City ____________________________________ Grade __________________________________

Sports/Hobbies etc. _________________________________________________________________________________________________________

FAMILY HISTORY
Parents: Married ___________________________________ Divorced ________________________________________ Father Deceased _________

Parents: Separated_________________________________ Child lives with____________________________________ Mother Deceased _________

Father’s Name ________________________________________________ Occupation___________________________________________________

Employer’s Name and Address________________________________________________________ Social Security No. ________________________

Dental Insurance: Name _____________________________________ Dad’s Birthday (for insurance) ________________________________________

Medical Insurance: Name_____________________________________________________________________________________________________

Mother’s Name ________________________________________________ Occupation___________________________________________________

Employer’s Name and Address________________________________________________________ Social Security No. ________________________

Dental Insurance: Name _____________________________________ Mom’s Birthday (for insurance) _______________________________________

Medical Insurance: Name_____________________________________________________________________________________________________

Name and ages of brothers and sisters __________________________________________________________________________________________

Other family members with similar dental conditions or orthodontic treatment (names and ages) _____________________________________________

If so, have we treated any of these family members? Yes ______________ No______________

Have you had any other experience with or seen another orthodontist? Yes __________ No __________ Name ________________________________

MEDICAL DENTAL HISTORY
Injury or trauma to the face or teeth or birth defects ________________________________________________________________________________

Presently under medical care for _______________________________________________________________________________________________

Drugs or medication being taken now (drug and dose) ______________________________________________________________________________

Allergic to what medication____________________________________________________________________________________________________

Major reason for seeking treatment _____________________________________________________________________________________________

How did you first hear about our practice?________________________________________________________________________________________

Who may we thank for referring you to our practice?________________________________________________________________________________

Please check yes or no to the following and date:

Adopted Child � � ______

Adenoids (removed) � � ______

Allergies � � ______

Blood/Bleeding
problems � � ______

Bone disorder � � ______

Diabetes � � ______

Ear/Nose
infections � � ______

Emotional � � ______

Endocrine disorder � � ______

Epilepsy � � ______

Fainting spells � � ______

Heart disorder/
murmur � � ______

Hepatitis � � ______

Hospitalized � � ______

Learning
disorder � � ______

Rheumatic fever � � ______

Scoliosis � � ______

Speech difficulty � � ______

Tonsils (removed) � � ______

Sexually
transmitted disease � � ______

Other _________________________

� � Do you require antibiotic premedication prior to dental appointments? If yes, which antibiotics do you usually take? _________

_________________________________________________________________________________________________________________________

Please give us any additional information or details where necessary __________________________________________________________________

_________________________________________________________________________________________________________________________

Yes No Year Yes No Year Yes No Year Yes No Year

FORM CHILD






