Patient Information
(Child / Adolescent)
Date___________________

Patient’s Name



Last
First
Middle

Address



Street
City
Zip

Home Phone______________________ Birthdate_______________ Social Security #


If patient is a minor, parent’s or guardian’s name

E-Mail Address__________________________________________
Responsible Party Information
Name



Last
First
Middle

Residence



Street
City
Zip

Mailing Address



Street
City
Zip
How long at this address?______ Home Phone_________________________ Cell Phone


Previous Address (If less than 3 years)


Social Security #_________________ Birthdate_________________ Relationship to Patient


Employer____________________________________   Occupation___________________________________________
Spouse’s Name_____________________________________________ Relationship to Patient


Employer____________________________________   Occupation___________________________________________
Social Security #
Birthdate
Cell Phone


Dental Insurance Information
Insured’s Name_____________________________ Insured’s Social Security #


Insurance Company_________________________ Group No._________________ Local No.


Insurance Co. Address_________________________________________________ Phone No.


Do you have dual coverage?    Yes_____       No_____         If yes:

Insured’s Name________________________________________ Insured’s Social Security #


Insurance Company_________________________ Group No._________________ Local No.


Insurance Company Address____________________________________________ Phone No.


Emergency Information
Name of nearest relative not living with you


Complete Address



Street
City
Zip
Phone No.


MEDICAL & DENTAL HISTORY

(Child / Adolescent)

Patient Name:___________________________________________________Date of Birth: _________________  MERGEFIELD "{Patient::Birth Date}" 
Name and address of child's physician:____________________________________________________________

Date of last exam: ______________
1.   
Does your child have any medical conditions?





□ Yes   □ No     

      
If yes, explain: ____________________________________________________________________________

2.   
Has your child been hospitalized, had general anesthesia, or emergency room treatment?
□ Yes   □ No

     
If yes, explain: ____________________________________________________________________________

3.   
Does your child have allergies to medications (drugs), medical products (latex), food, or the environment

      (dust mites, pollen, mold)?








□ Yes   □ No

      If yes, please list: __________________________________________________________________________

4. 
Does your child have any heart conditions?  □ Yes   □ No     


If so, is pre-medication for dental appointments needed? □ Yes   □ No      

5.   List current medications taken by child: ________________________________________________________

6.   Please circle any of the following conditions for which your child has been treated by a physician:


Problems at birth

Liver disease


Arthritis


Heart murmur


Kidney disease


Cancer


Heart disease


Diabetes


Radiation therapy


Rheumatic fever

Seizures


Skin problems


Sickle cell anemia

Sleep problems


Asthma


Bleeding/hemophilia

Cerebral palsy


Cleft Lip/palate


Blood transfusion

Sinus problems


Speech or hearing problems


Hepatitis


Tonsil/adenoid problems
Eye problems


AIDS or HIV


Tuberculosis


Anxiety/depression

Attention deficit disorders





    
If any of the above conditions apply, please describe:_______________________________________________
 
__________________________________________________________________________________________
7.   Has your child had any recent rapid growth?   □ Yes   □ No     

8.   Child’s height: _______
             Father’s height: _______
  Mother’s height: _______

9.   Females:  Has menstruation begun?   □ Yes   □ No     

10. Child's grade in school: __________ Child's school:________________________________________________
11.
Please describe any concerns you have about your child's dental and/or orthodontic condition:
    
__________________________________________________________________________________________
      __________________________________________________________________________________________

12.
Regular dentist's name:_______________________________________________________________________
10.
Check one for each condition:

Has your child ever had dental x-rays?
□ Yes   □ No

Date: ______________

Has your child experienced any complications following dental treatment?
□ Yes   □ No

If yes, explain: ____________________________________________

Has your child had cavities and/or toothaches?
□ Yes   □ No
Are your child's teeth sensitive to temperature or food?
□ Yes   □ No
Did you or your child ever get instructions in brushing?
□ Yes   □ No
Do your child's gums bleed when brushed?
□ Yes   □ No
Does your child use fluoride products:  rinses, drops, tabs?
□ Yes   □ No
Has your child ever injured his/her teeth?
□ Yes   □ No
Has your child ever injured his/her jaws or face?
□ Yes   □ No
Does or did your child use a pacifier?
□ Yes   □ No
Does or did your child suck his/her fingers or thumb?
□ Yes   □ No
Has your child received speech therapy?
□ Yes   □ No

Does your child snore when sleeping?
□ Yes   □ No

Has your child had his/her tonsils and adenoids removed?
□ Yes   □ No

Does you child have ringing or pain in the ears?
□ Yes   □ No

Does your child have pain in the face, neck or shoulders?
□ Yes   □ No
Does your child have frequent headaches?
□ Yes   □ No
Does or has your child had clicking or pain in the jaw joint?
□ Yes   □ No

Do your child’s jaw joints make noises upon opening or closure?
□ Yes   □ No

Does your child have problems opening or closing his/her mouth?
□ Yes   □ No


Has your child inherited any family facial or dental characteristics?
□ Yes   □ No

If yes, explain:____________________________________________ 

11. 
Does your child have any other dental problems we should know about?

□ Yes   □ No

     
Please explain:______________________________________________________________________________
12.  Please list any activities or sports in which your child is involved and/or any musical instruments your child


plays: _____________________________________________________________________________________

13.
Whom may we thank for referring you to our office?________________________________________________

I consent to the making of diagnostic records, including x-rays, before, during, and following orthodontic treatment. I give permission to the doctor and, where appropriate, staff providing orthodontic treatment prescribed by the doctor for the above individual.  I authorize the doctor to provide other health care providers with information regarding the individual’s orthodontic care as deemed appropriate.  I understand that once released, the doctor and staff have no responsibility for any further release by the individual receiving this information.  I give my permission for the use of orthodontic records, including photographs, made in the process of examinations, treatment, and retention for purposes of professional consultations, research, education, or publication in professional journals.

Signature of parent or guardian: ___________________________________________    Date: _____________

