
Tn* benefits of a happy, healthy
smile are immeasurable! A beautiful
smile is a wonderful asset.

Flease fiIl,ont,ttri$ form eoffiptr,€tely.
The better we communicate, the

better we can care for you.
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MI MR MRS MS DR

tr Mole tr Femole

Birthdote I I Age:

Home Address:

il Divorced n Widowed I Seporoted

Employer's Address:

How long there? Occupotion:

Where & when ore best times to reoch you?

Whom moy we Thonk for referring you?

Other fomily members seen by us:

Generql Dentist:

Orthodontic Coveroge: tr Yes tr No Dentol Coveroge: il Yes tr No

lnsursnce Co. Nome:

lnsurqnce Co. Address:

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

lnsured's Nsme:

lnsured's Birthdqtet I I lnsured's lD #:

lntured's Employer:

Secondclry

Orthodontic Covercge: tr Yes II No Dentol Coveroge; tr Yes tr No\,

lnsuronce Co. Nome:

lnsuronce Co. Address:

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

lnsured's Nome:

lnsured's Birthdute t I I lnsured's ID #:

lnsured'r Employer:

His / Her Nome:

ln the Gvent of sn emergancfr ir fhera someone

who lives nesr you fhot we should contEct?

His / Her Nome:

Person Responsible for Account:

wk #: (-)- Ext: Hm #: (-)
Billing Address:

Relotion: 55 #:

DL #:Employer:

Do you hqve q personol physiciqn? tr Yes tr No

Physicion's Nome:

Phone #: (-) Dote of lost visit:
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Your rurrenl physiral heslilr isl I Good

Are you currenily under the cqre of o physicion?

I Fqir I
trYes I

Are you toking ony prescription / overthe-counler drugs? tr Yes tr No

Pleose list eoch one:

For Women: Are you using o prescribed method of birth control? [ Yes n No

Are you pregnont? tr Yes tr No

Are you nursing? I Yes tr No

Hqve you ever hsd sny of the following
diseases or medicsl problems?

Y N Abnormol Bleeding

Y N Anemio

Y N Artificiol Bones / Joints / Volves

Y N Asthmo /Arthritis
Y N Blood Tronsfusion

Y N Concer /Chemotheropy
Y N Congenitol Heort Defect

Y N Diohles
Y N Difficulty Breofhing

Y N Drug / Alcohol Abuse

Y N Emphysemo

Y N Epilepsy / Seizures / Fointing

Y N Fever Blisters / Herpes

Y N Gloucomq

Y N Heod Attock / Stroke

Y N Heort Murmur

Y N Heort Surgery / Pocemoker

Y N Hemophilio

Y N Hepotitis

Y N High / Low Blood Pressure

Y N HtV+/A|DS
Y N Hospitolized for Any Reoson

Y N Kidney Problems

Y N Mitrql Volve Prolopse

Y N Psychiohic Problems

Y N Rodiotion Treotment

Y N Rheumotic / Scorlet Fever

Y N Severe / Frequent Heodoches

Y N Shingles

Y N Sickle Cell Diseose / Trqits

Y N Sinus Problems

Y N Tuhrculosis [B)
Y N Ulcers/Colitis

Y N Venereol Diseose

Plesse list uny serious medirsl condition{s} thut you huve ever hud:

Are you ollergic to ony of the following?

YN
YN
YN

Aspirin Y

Any Metqls/Plqstics Y

Codeine Y

Dentql Anesthetics

Erythromycin

[qtex

Pleose list ony other drugs/moteriols thot you ore ollergic to:

Whot ore the moin concerns thot you would Iike orthodontics to occomplish?

Hove you ever hod or been evoluoted for orthodonfic treotment?

Hove you ever hod o serious / difficult problem ossocioted

with ony previous dentol work?

Do you now or hove you ever experienced pqin /
distomfort in your iow ioint IIIUIJ / Il,lDl?

Your current dentol heolth is: tr Good tr FEir tr
Do you like your smile? I Yes tr No Gums ever bleed?

Hove you ever hod on iniury to your: Mouth Teeth Chin

Do you hove ony speech problems?

Do you generolly breothe through your mouth?

lf yes, pleose circle: While Awoke? While Asleep?

Do you hove ony missing or extro permonent teeth?

Hove you ever token Fosomox, or ony other bisphosphonote?

Hove you ever token Phen-Fen?

Do you smoke or use tobocco in ony form?

trYestrNo

IYesINo

trYesINo
Poor

IYeslNo
(Pleose Circle)

trYestrNo

trYeslNo
IYesINo
tl Yes tr No

trYesINo

understond thqt the informotion thot I hove
g iven todoy is correct to the best of my
iwledoe. I ol'so understond thot this informotionknowledqe. I ol-so understond thot this informotioir

reld in ihe striclest confidence ond it is mywill be held in striclest confidence ond it is my
responslibility to inform this office of qny chonges in mi

slotus. I outhorize the dentql stqff ,to"peiform onymeClicol stotus. I outhorize the dentql stq
ne(essory dentql services thot I moy need duriirg diognosis
ond trestment vvith *y informed corisent.

Signoture Dqte

This dfice reseryes the right to verify the credil stolus of potentiol porients ond / or
porenls of potients prior lo exlending credit for treoimenl fees ond molr qr the dis-
crelion of the office, use fte services of one or more credit reporting serices.

If this office occepts insuronce, I understond thot I om responsible for poyment of services ren-

dered ond olso responsible for poying ony co-poyment ond deductibles thot my insuronce does

not cover. I hereby quthorize poyment of the group insuronce benefits (otheruvise poyoble to
me) directly to this office.

I verbolly reviewed the medicol / dentol informotion obove with the polient nqmed herein. lnitiols:

Doctor's Comments:

CLASSIG ORTHO FORII #ORTHO-2A www.informsonline.com @ 2qr5lNFOnilS,lNC. l-800-722-4884


