CHILD’S DETAILS

Today's Date: ~ / /
MM DD

YYYy
Name:
Last First Ml
Child prefers to be called: OMale OFemale
Birthdate: / / Age: SS#:
MM DD Yy

Home Address:

GENERAL INFORMATION

Who is accompanying the child today?

Name:

Last

Relation:

First Mi

Title

Other Siblings (Names & Ages):

Apt/Condo#
General Dentist: Last Visit: /
City State Zip MM YYYY
Child’s Home Tel#: Dentist's Tel#:
Sports/Hobbies: Whom may we thank for referring you?
RESPONSIBLE PARTY(S) DETAILS
O Father O Step-Father [ Legal Guardian O Mother O Step-Mother [ Legal Guardian
Name: — Name: =
Last First Mi Title Last First MI Title
Home#: Cell#: Home#: Cell#:
Worki#: Ext: Worki: Ext:
Email: Email:
Birthdate: / / SS#: Birthdate: / /. SS#:
MM DD YYYY MM DD YYYY
Home Address (i different to child's): Home Address (i different to child's):
Apt/Condo# Apt/Condo#
City State Zip City State Zip
Employer: Employer:
Ifyou have orthodontic insurance coverage for the child, please complete the section below:
Insurance Company: Insurance Company:
Group/Plan/Local/Policy#: Group/Plan/Local/Policy#:
Insured’s ID#: Insured’s ID#:
Insurance Co. Address: Insurance Co. Address:
Apt/Condo# Apt/Condo#
City State Zip City State Zip
Who will be the responsible party for the account?
Responsible Party’s Marital Status: [Single O Married O Partnered O Divorced/Separated OWidowed



DENTAL AND MEDICAL HISTORY

What are the main concerns that you would like orthodontics to
resolve?

The child’s current physical health is: O Good OFair O Poor
Has the child ever been evaluated or
had orthodontic treatment before? OYes ONo
Have there ever been any injuries to the
child’s face, mouth, teeth, or chin? OYes ONo
Has the child ever had any pain/tenderness
in his/her jaw joint (TMJ/TMD)? O Yes O No
Does the child require antibiotics before
dental treatment? OYes ONo
Have adenoids or tonsils been removed? OYes ONo
Does the child have any missing or
extra permanent teeth? OYes ONo
Does the child brush his/her teeth daily? OYes DONo
Does the child floss his/her teeth daily? OYes [ONo
Has puberty begun? OYes [ONo
If female, has menstruation begun? OYes [ONo
Does the child have a personal physician? OYes ONo
Physician’s Name:
Physician’s Tel#: Last Visit: /

MM~ YYYY

Is the child currently under the care of a physician? O Yes [ No

If yes, please explain:

Please list all medications the child is currently taking:

IS THE CHILD ALLERGIC TO ANY OF THE FOLLOWING?

Y¥—N Nickels/Metals Y N Plastic

vl

Latex ¥Y—=N
Dental Anesthetics

Please list any other allergies:

HAS THE CHILD EVER HAD ANY OF THE FOLLOWING MEDICAL PROBLEMS?

YN Abnormal Bleeding Y—N Heart Murmur

YN ADD/ADHD =N Hemophilia

¥ —=N AIDS/HIV+ X—N Hepatitis

Y N Artificial Bones/Joints/Valves Y N Hospitalization/Operations
i Asthma Y N Kidney Problems

Y—N Cancer/Chemotheraphy ==\ Liver Problems

Y N Congenital Heart Defect Y N Mitral Valve Prolapse
Y—N Convulsions Y=—N Prosthetics

Y—N Diabetes Y=—N Rheumatic Fever

Y=—=N Epilepsy Y N  Scarlet Fever

Y—N Handicaps/Disabilities Y N  Sickle Cell Disease/Traits
Y=—N Hearing Impairment Y N  Tuberculosis (TB)

Please explain any other serious medical condition(s) the child has had:

Is there anything you would like to discuss

with Dr. George in private? 0O Yes O No

DOES/DID THE CHILD EVER EXPERIENCE ANY OF THE FOLLOWING?

Y—N Clenching/Grinding Teeth Y N  Speech Problems
Y=N Lip Sucking/Biting Y N  Thumb/Finger Sucking
Y—N Mouth Breather Y N  Tongue Thrusting
Y—N Nail Biting Y N  Pacifier

Our office is HIPAA compliant and is committed to meeting or exceeding the standards of infection control mandated by the OSHA, the CDC, and the ADA.

| hereby declare that, to the best of my knowledge, the information provided in this form is true and accurate. | understand that this informa-
tion will be held in the strictest confidence and that it is my responsibility to inform this office of any changes in my child’s medical status.

Parent/Guardian Signature Date

; | hereby declare that | have verbally reviewed the dental and medical information above with the parent/guardian of the patient 9
©  named herein. A
w m
3 — =
= Orthodontist Signature Date rLﬂ
2  Comments: e
= =
o =<
MEDICAL HISTORY UPDATE

Has there been any change in your child’s health status since their last visit? O Yes ONo Parent/Guardian Signature Date
If yes, please explain:

Orthodontist Signature Date
Has there been any change in your child’s health status since their last visit? O Yes O No T ite

If yes, please explain:

Orthodontist Signature Date



