For office use only

The\[illage
Urthn dontist

We would like to welcome you and your child to our office. Our goal is to make
your visit pleasant and educational. We strive to teach good oral care that will
enable your child to have a beautiful smile that lasts a lifetime.

TELL US ABOUT YOUR CHILD

Today’s Date [OMale []Female

Child’s Name;

Nickname:

Child’s Birth Date: Child’s Age:

School: Grade:

Hobbies / Sports:

Child’s Home #:

Child’s Home Address:

APT/.CONDOR

PERSON RESPONSIBLE FOR ACCOUNT

Name: Relation:

Billing Address:

Ty

Hm#: (

Employer:

Wki:(

SS#:

Parents’ Marital Status:  [[] Single [[] Widowed
[JMarried []Divorced []Separated
MOTHER’S INFORMATION  []Step Mother [ ]Guardian
Name: Birth Date: / /
Wk ( : Hm#: ( )

Email:

Employer:

How Long at Current Job: Job Title:

FATHER’S INFORMATION
Name: Birth Date: / /

Wid:( : Hmi#: )

Email:

DStep Father D Guardian

Employer:

How Long at Current Job: Job Title:

List brothers / sisters and birth dates:

Whom may we thank for referring you?

PRIMARY ORTHODONTIC INSURANCE
Orthodontic Coverage?  [JYes []No

Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone #: ( )

Group # (Plan, Local, or Policy #):

Policy Owner’s Name:

Relationship to Patient:

Policy Owner’s Birth Date:  /  /  SSi#:

Policy Owner’s Employer:

SECONDARY ORTHODONTIC INSURANCE
Orthodontic Coverage? Oves [ONo

Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone #: ( )

Group # (Plan, Local, or Policy #):

Policy Owner’s Name:

Relationship to Patient:

Policy Owner’s Birth Date:  / /  SS#:

Policy Owner’s Employer:




WHAT ARE THE MAIN CONCERNS THAT YOU
WOULD LIKE ORTHODONTICS TO ADDRESS?

Has your child ever been evaluated for
or had orthodontic treatment before

|:| Yes I:l No
[ Yes [No

Have there been any injuries to the
face, mouth, teeth or chin?

List any musical instruments played:
Have adenoids or tonsils been removed [ |Yes []No

Has your child been informed of any
missing or extra permanent teeth? [JYes []No
Has your child ever had any

pain / tenderness in his / her jaw joint

Child’s Dentist:

Phone#:( ) Date of Last Visit

Is your child currently under the care
of a physician? |:| Yes

Has puberty begun? [ves [INo
Has menstruation begun? (Girls) Oyes [ONo

Please describe your child’s current physical health:
[1Good []Fair []Poor

Please list all drugs that your child is currently taking:

Please list all drugs that your child is allergic to:

Oy N[OAbnermal Bleeding

(TMJ / TMD)?

Does your child brush his / her

teeth daily?

Floss his / her teeth daily

|:|Yes |:| No

DYes DNO
[] Yes [JNo

OY NOAllergy to any Drugs
Oy NDOAllergy to Latex / Metals
OY N[OAllergy to Plastic

Oy NDOany Hospital Stays

Oy NDOAny Operations
Oy NDOAsthma

OY N[OCancer

DOES / DID YOUR CHILD HAVE ANY OF THE
FOLLOWING HABITS?

OY NOClenching / Grinding Teeth  [0Y NI Nursing Bottle Habits
OY NOLip Sucking / Biting Oy NOSpeech Prablems
OY NOMouth Breather

OY NONail Biting

OY NOThumb / Finger Sucking
Oy NOTongue Thrust

OY N[OCongenital Heart Defect
Oy N[OConvulsions / Epilepsy

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

Oy N Diabetes

Ov NO Handicaps / Disabilities

Oy NOHearing Tmpairment

Oy NOHeart Murmur

Oy N[O Hemophilia

OY N[O Hepatitis

Oy ~OHIv+/AIDS

OY NOKidney / Liver Problems

Oy NORheumatic / Scarlet Fever

Oy NOruberculosis (TB)

Please Discuss any medical problems that your child has had:

I understand that the information that I have given is correct to the best of my
knowledge, that it will be held in the strictest of confidence and it is my responsibl-
ity to inform this office of any changes in my child’s medical status. I authorize the
dental staff to perform any necessary dental services my child may need.

Signature

I this office accepts insurance, I understand that I am responsible for payment of

services rendered and also responsible for paying any co-payment and deductibles

that my insurance does not cover.

Signature of parent or guardian

The Parent or Guardian who accompanies the child is responsible for payment. Our office is committed to meeting or
exceeding the standards of infection control mandated by OSHA, the CDC and the ADA.

I verbally reviewed the medical / dental information above with the parent / guardian and patient named herein.

Doctors’ Comments:

Initials: Date:




	Text1: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box340: Off
	Check Box341: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Check Box65: Off
	Check Box67: Off
	Check Box66: Off
	Check Box68: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box69: Off
	Check Box101: Off
	Check Box692: Off
	Check Box693: Off
	ii: Off
	jj: Off
	kk: Off
	ll: Off
	mm: Off
	nn: Off
	oo: Off
	pp: Off
	qq: Off
	sss: Off
	uu: Off
	rr: Off
	vv: Off
	ww: Off
	tt: Off
	xx: Off
	yy: Off
	zz: Off
	1: Off
	3: Off
	4: Off
	5: Off
	2: Off
	6: Off
	7: Off
	11: Off
	15: Off
	19: Off
	8: Off
	12: Off
	16: Off
	20: Off
	9: Off
	13: Off
	17: Off
	21: Off
	10: Off
	14: Off
	18: Off
	22: Off
	a: Off
	b: Off
	c: Off
	d: Off
	e: Off
	f: Off
	g: Off
	h: Off
	i: Off
	j: Off
	k: Off
	l: Off
	m: Off
	n: Off
	o: Off
	p: Off


