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The benefits of a happy, healthy Smile are immea.surable. A beautiful smile is a 
wonderful asset. Please fill out this form completely, The better we communicate, the 

better we can care for you. 

Jn6wtana Jnf.o. ([fWJate) 
Today's Date ~ _ Orthodontic Coverage DYes [J No 0 Don't Know 
Name __~__~ -,-- ~ Insurance Co. Nam~ _ 

LlI:lt First Insurance Co, Address _--,- _ 
I prefer to be called __~__~ _ Insurance Co. Phone C-),,....--,,- ~ 

Grollp # (plan, Local or Policy #) _o Male CJFemale 
Insured Name ~--:- _Birth Date _/~/_ ss# __~ _ 
Relationship to Patient _Home Address _ 
Insured's Birth Date. _ 
Insured's ID# or SS# ~ _ 

City Stilt\' Zip 

o Single CI Married DDivc,lfCed CJ Widowed 
s~ (J~ JMwumc.e 

c:J Separated Orthodontic Coverage a Yes 0 No C) Don't Know 
HTMl--), CellL-j, _ Insurance Co. Name __~ _ 
WK~ EXT _ Insurance Co. Address _...,.... _ 
Employer Address _ Insurance Co. Phone LJ.,--~_~__~_ 

Group # (Plan. Local or Policy #),__~ _How long there? __ Occupation _ 
Insured Name --::----;- _Best place to r~&ch you, _ Relationship to P&ti~nt _

Who may we thank for referring you? Insured's Birth Date _ 
Insured's lD# or SS# __~_~ ~_ 

Other family member seen by liS. 

In The Event of an Emergency, is There SomeOIlt 
General Dentist _~ _ Who Lives Near You That We Should Contact'? 

His/HerName ~_Last Visit 
Relationship -:-::;,,--,--;_-,- _ 
WK L.J HM l...-) _ 

--~-------~-~ 

SP0.u6e.J~ 
HislHer Name ~__~ ~~~__ 
WKL-J EXT ..Mediad ~toJUj 
Cell L-J,------_~ __~ _ Do you have a personal physician? 0 Yes 0 No 
Billing Address _ Physician '$ Name ~-=----::cc----,---~ 

Phone L...J Date of Last ViSit _ 
City Stllk lip 
Relationship SS# ~ 

Ernployer _ 

90L8-0(;2';-81L50 39'Vd 



r------~--- ---.--.-. _., ~ .. __ . 
.Medical iWlt.vuJ 

Your- current physical health is: 0 Good Q Fair [.:J 

Poor 

,....--- ­ -­ - - ­ ----~--------, 

tiIIiat I.U£ .itk .AiaiIt ~ IIJat ?fita 
tv4aId.l!ilie ~ fig, ~d? 

Are you currently under the care ofa 
Physician? DYes 0 No 

Please Explain 

Are you t.alting any prescription and/or over-the" 
counter drugs? 0 Yes 0 No 

Please list each one 
----~------ Have you ever had or been evaluated for orthodontic 

treatment? Li Yes I:J No 

Your current dental heath is: 0 Good 0 Fair 0 Poor 

If yes, by who? ~ _ 

Have you ever had an injury to your: 
Cl Mouth 0 Teeth 0 Chin 

Have you ever had a serious/difficult problem 
associated with any previous dental work? 0 Yes 0 No 

aYosl:JNo 

I:J Yes 0 NoDo your gums ever bleed? 

Do you like your smile? 

Do you now or have you ever experienced 
pain/discomfort in your jaw joint (TMJrrMD)? 

YN AnemiaIRlldiation TIW~1lt YN Heart S\lfiClj'lPllUmaker 
YN Artificial Bonos/Joints Y'N Hemophilia/Abnormal 
YN ArtlfioiiU VlII"cs YN Hepll1itis 
YN Asthma/Arthritis YN Hlch/Low Blood Prossure 
YN Blood TnIlISfusiOJ"l YN HJV/Aids 
YN Cflllcer/Chemo~lIPY YN Hospitali2:.ed 
YN CongenitaJ Heart Def~ YN Kidney Problem 
YN Dia!letesflilberoll1o,is YN Mistral Valve Prolapsed 
YN Difficulty Breathing YN PsyohifWic Problems 
YN Dru.g/Abusll YN RheullllUiclSclll'let Fover 
YN Enthhylll,1mli YN Severe/Frequent fklld1lchC5 
YN EpilepsyiSeizul'eiVF(lill1inS YN Shingll:S 
YN Fever BlistCl"3/Herpes YN Sinus Problems 
YN Heart At1JlC1(IStroke YN UloerslColitis , 
YN Heart Murmur YN Venereal Discase 

Are you pregnant? 0 Yes CJ No (If Yes, Week#) __ 

Have You Ever Had Any of The 'Following 
Diseases or Medical Problems? 

PIcase list lilly serioU$ medicW conditions that you have ever hlld: Do you generally breathe through your mouth? 
DYes Q No 

Are You Allergic to any of the foUowing? 
YN Aspirin YN AncsthetlC5 YN Penicillin 
YN MeltlllPlll:itic YN Erythromyoin YN Tetracycline 
YN Codeine YN Latex YN Other 

When awake? 0 Yes 0 No When asleep? Cl Yes I:J No 

Do you have any missing or extra pennanent teeth? 
oYesQNo 

Please liBt any other drugs that yOU W'C wlergic 10: _ 

Thank You for Filling out ThIS Form Completely. 

I understand that the information that I have given today is correct to the best of my knowledge. I also 
Wlderstand that this infonnation will be held in tho strictest confidence and it is my responsibilitY to inform 
this office of any changes in my medical starns. I authorize the dental staff to perfonn any necessary dental 
services that I may need during diagnosis and treatment with my infonnation consent. 

s~
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