Adult New patﬂewt Form

Filrst name Last name Male or female
howe phone #(__) cell #{ ) birthdate age

howe address City Zip
Who referved You?
Enmployed by phone # (__) Oceupation,

Marital status:  Single Married widowed Separated Divorced

Spouse’s Name: Occupﬂtﬁom
Business address Evnployer, Phione ( )

CRTHODONTIC INSURANCE INFORMATION: Do you have insurance? yes nwo not sure

Primary Orthodontic lnsurance GYOUpH:

Name of Subsceriber: Date of Birth

Soctal Secuw’,’% ey

Seconary Orthodontic Insurance: Qroup#
Name of Subscriber: Date of birth

Soclal Seourﬁtg niunber
Patlent’s Dewntist: C,Ltg last visit

Health History - check any that apply: Comments

Any Injury or operation to face, mouth or teeth? Please List;
Do you have any speech diffioulty ?
—Do You grind or clench your teeth during the day or nighte
—Do You have diffieulty chewing?
____Palwn or nolse -framjawjoiwt? nability to open wide or wmove jaw normally 2
__Prior orthodontic work or consultation with aw Orthodontist?

Do You have any bridges or crowns?
—__Concerned about the appearance of Your teeth
—_primary reasown for seeking an Orthodontist?
___Do You know of any missing or extra teeth?

—__Ave Your teeth difficult to clean?
Please check any that apptg;

__rhewwmatic fever __emotional problems _ Townsils or Adenolds vemoved?
__nervous disorders ___endocrine disorders AnY Medical probleves not Listed?
__lung disease __ coneer /tumors ?Laase e)(’PLﬁf,m,;
__high blood pressure ___anemla
_ uleers _cpiLepsg
__asthwa or hay fever __slnus problems
__liver trouble / hepatitis —bnumune defleiency or HiIV
__arthritis ___venereal disease
__speech problems __radiation treatment s
__hendaches __ bowne disorder
__ear problewms __ heart disease or maurmur
Patlent’s Ph gsioiaw Oi,tgj last visit

Cuwgw‘d,g under treatment for:

Medication now being taken

List any drug sensitivity or allergies

PLEASE BRING THIS FORM TO YOMR’, APPOINTMENT
Slgnature SSd Dote




