
We would like lo wekome you ond your child to our offite. Our oool is lo moke everv rhildt vhil nleosonl ond edurotionol.
We sldve lo leoth good ordl tore fid will enoble your ihild lo huve o beoutilul smile thot'losts o Iiletime.

Todoy's Dote:

Ghild's Ncrme:

E-moil Address:

Birthdote: ffiMole HFemole

School: Grode:

Hobbies / Sports:

Childt Home #' (_)
Child's Home Addresss

Nome: Relotion:

Billing Address:

CITY

Do your Own

Hm # (-)
Cell # (_)

or Rent? (circle one) How Long?

DL #:

*I ',*-***n

ffititt',"ta-""',i.

Nome: Relotion:

Do you hove Iegol custody of this child? H Yes t No

Whom moy we Thonk for referring you?

List brothers / sisters with oge:

Generol Dentist:

Lost Visit Dote:
. Hsingle ffiPortnered ilDivorced

Porent's Moritol Stotus: H Mqiried E Seporoted tr widowed

Orthodontic Coveroge?

lnsuronce Co. Nome:

lnsuronce Co. Address:

lnsuronce Co. Phone #: (_)
Group # (Plon, Locol, or Policy #l:

Policy Owner's Nome:

Relotionship to Potient:

Folicy Owner's Birthdote:

Policy Cwner's Employer:

Employer's Address:

Secondary Orthodonfic lnsurcrnce

Orthodontic Coveroge? EYes trNo
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Nome: Birthdote, / /
Emoil Address:

Cell #: (_) H, #,(-)

il
Ernoil Address:

Cell #: t l
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,m ffi What sr* the muin esncenns thuf ysu would tike
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Hos your child ever token Phen-Fen?

(Also known os Redux or Pondimin) lf yes, when?

Hos your child ever been evoluoted or hod orthodontic

treotment before? H Yes

Hove there been ony iniuries to the

foce. mouth, teeth or chin? E Yes

No

No

List ony musicol instruments ployed:

Hove odenoids or tonsils been removed? il Yes il No

Hos your child been informed of ony

missing or extro permonent teeth? il Yes il No

Hqs your child ever had qny poin / lenderness in his / het

iq* ioinr flnlJ / tMDl? il Yes il No
Does your child brush his / her teeth doily? E Yes il No

FIoss his / her teeth doily? E Yes il No

Childt Physicion:

Phone #: (-) Dote of Lost Visit:

physicion?

E Yes

ls your child currently under the core of o

Hm Yes No

H

t

Hos puberty begun?

Hos menstruotion begun? (Girls)

E Yes

il Yes

No

No

No

H

tr
il

Pleqse describe your child's current physicol heqlth:
trGood E Fuir tr

Y N Abnormol Bleeding

Y N ADD/NONP
Y N Allergies to ony Drugs

Y N Allergic to Lotex / Metols

Y N Allergic to Plostic

Y N Any Hospitol Stoys

Y N Any Operotions
Y N Artificiol Bones / )oinrs /

Volves

Y N Asthmo

Y N Concer

Y N Congenitol Heort Defect

Pleorc disruss',uni m ,i,ml r l iffir, our t'hil fi fiudt

YN
YN
YN
YN
YN
YN
YN
YN
YN
YN
YN
YN

Convulsions / Epilepsy

Diobetes

Hondico ps / Disobilities

Heoring lmpoirment

Heort Murmur

Hemophilio

Hepotitis

HIV+ / nlOS

Kidney / Liver Problems

Lupus

Rheumotic / Scqrlet Fever

Tuberculosis (TB)

;ffi;
N Clenchin g / Grinding Teeth Y N Nursing Bottle Hobits

N Lip Sucking / Biting Y N Speech Problems

N Mouth Breother Y N Thumb / Finger Sucking

N Noil Biting Y N Tongue Thrust
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ffiIr I undersiond thqt the informotion lhql I hove given is I oulhorize the dentsl stoff tro perform lhe necessory denlo

to the best of my knowledge, thot it will be held in the

i of confidence qnd it is my responsibility to inform this

f ony chonges in my childt medicol stotus.

ice reserves the right to verify the credit stofus of potentiol

mt fees snd moy, ot the discretion of this office, use the
i of one or *ore credit reporiing services.

e' $i*nt , $'ii,o'rdiiffi

services my child mqy need.

s

lf this offire occepts insurqnce, I understond thst I qm rqsp(
for poyment of serules rendered gnd olso responsible for 

;

ony co.psyment qnd deductibles thot my insurqnce does nt
I hireby ofuthorize psyment of the groui insuronce benefit:
to rhis office. I quthorize the use of this signoture on oll m;
insursnre submissions, whether monuol or electronic.

,i$ne,ture of ',pcrent 
or,, $uordiffi

m
I

correct

strictesl

office o

Thi's

Lr +mi
:1r,r,.11..i .lr1:.a1.,':, l::.:

f.gf , t

Slgnaffi

ole

iniib 'i.

p."
it coien
r direcfly
f'; 

ti;'.,.'.;t; 
,.,, ,. ',r ,1


