Please fill out this form completely, it is important fo
your dental care. Our goal is to help you
reach and maintain good oral health.

PRIMARY
Orhodontic Coverage? 1Y [N  Dental Coverage? [1Y
Insurance Co. Nama:
Insurance Co. Address:

[N

="
Insurance Co. Phone #: [

dazrg

i
Group F (Plan, Local of Policy #):
Insured’s Name: Relation:
Insured's Birthdabe: [ [ Insured’sID #:

[lsingle (IMamied [IDivorced [Widowed [Separated

Him 8 ( 3 Cell#: )
Insured’s Employer:
Wk #: (. b DL &
Employer's Address:
E- rricil Acdclrads:
iy =) ]
Emplyer; SECONDARY
Employer's Address; Orthodontic Coveroge? (1Y [IN Dental Coverage? 1Y [IN
Insurance Co. Name:
2 e - Insurance Co. Address:
How long thera? _______ Occupation:

[="7
Insurance Co. Phone #: ( b

Group # (Plan, Local or Policy #):
Insured's Nome:

What time |s bast o reach you?

Relation:
insured'sBirthdote: /[  Insured’s 1D #:
Insured's Employer:

Whom may we thank lor relerring you? I

Other lamily members seen by us:

Dentist Nama:

Prawious or Present (Please Circle) Dote of bast visit?

Person Responsible lor Account:

Payment is due in full at the time of treatment
unless prior arrangements have been approved.

His/Her Name:

| It this olfice insurance, | undersiand that | am for
| Emnployer: ) i accepls nasponsitie
W ( )] s5

Birthdate: Y DL #: | directly fo this office. | understand that | om responsible for all costs of

Tt ' f orthodontic reatment. | hereby authorize release of any information,

Relative of fiend nolt living with you. | including the diognosis ond records of heatment or exomination
i F i - [ rendered, 1o My INSUNGNCE COMPaNY.

Hame: Relation: =|

LLEH 1 Hm #: 3

SIGNATURE
TR . \ Continued on Back




Do you have a pasonal physiclan? Oy [On
Physicion's Name:

Phe:( ) Date of last visit:

Your cument physical health is: [ Good (MFair [ Poor
Are you currenlly under the cane of a physician? OY L[N
Please explain:

Do you smoke of use lobacco in any other form? Oy CON
Hove you had any metal rods, pins of implants? 1Y LN
Are you taking any prescription/over-the-counter drugs? Y [N
Plaase list soch one:

Have you ever laken Phen-Fen( Redux or Pondimin)? Oy CON
If s, when?

WOMEN: Are you faking birth control pills? 0¥ ON
Are youpregnant? 1Y LN Week I

ARD you nursing? Oy ON

Have you ever had any of the following diseases or medical problems

¥ N Abnoamal Bleeding/Hemophilla Y N Herpes/Foves Blisless

¥ N AIDS ¥ M High Blood Pressure

¥ N Alcohal f Drug Abuse Y N HV

¥ N Anemic ¥ N Hospilalized for Any Recson
¥ N Arthritis ¥ N Kidnay Problems

¥ N Artiiciol Bones/Joinks/Valves Y HN  Liver Diseass

¥ M Asthma ¥ N Low Blood Pressum

¥ N Blood Transtusion ¥ N Llupus

¥ N Concer/fChemotherapy ¥ H Mitral Valve Prolopse

¥ N Colitis ¥ H Pocemaker

¥ N Congenilal Hear! Dedect ¥ H Peychialic Problems

¥ N Diobeles ¥ N Rodiation Treabmaent

¥ N Difficully Breathing ¥ N Rheumatic/Scarlet Fever
¥ N Emphysema Y N Seizuwes

¥ N Epllepsy ¥ H Shingles

¥ N Fainting Spolls ¥ N Sickle Coll Disease/Tralts
¥ M Fregquent Heodaches ¥ M Sinus Problems

¥ N Glaucoma ¥ N Shoke

¥ N Hay Fever ¥ N Thyrold Problems

¥ N Heart Alock/Surgery ¥ H Tuberculosks (TB)

Y N Hear Murmuar ¥ N Uicers

¥ N Hepalilis ¥ N Venereol Disease

Plaase list any sarious medical condition(s) that you hove aver hod:

Arg you allergic o any of the following ?

¥ M Asphin ¥ M Erpthismycin ¥ M Ponlcilin
¥ N Codeine ¥ N Jewelry/Malals ¥ MW Telracycline
¥ H Dental Anesthefics ¥ N Lotex ¥ N Oifver

List any other drugs/matedal allergies:

MMMMMHWT

&

Have you ever had or been evalualed for
orthodontic treatment? LEESL N

Hove you ever had a serous [ dificult problem

associated with any previous dental work? LI (N
Do you now or have you ever experenced pain /

discomfort in your jaw joint (TMJ / TMD)? LI LN
Your cument dental health is: [ Good (] Fair [IPoor
Do you still have wisdom leath? ¥ ON

Have you ever had aninjury toyour:  [1Mouth  [[Teeth [IChin

Bo you have any speech problems? Y ON
Do you breathe thiough your mouth? [ While Awake [ While Asleep
Do you have any missing or exira permanent teath? Y ON
Do you like your smile? LN
If not, what weuld you change?

1 undarsiond Ihal e informalicn Ihal | hove given lodoy b comect bo Me beel o my
| alio wndendland thal his inlemation will be held in e trichest confdence

of ol crvdif feporting senices.

SIGHATURE

| varbally reviewed the medical/denbal indormation with the patient namad hassin.

Initials: Duabe,

¥ Doclor's Comments:

‘Hwhmmh mesting o exceeding the ste _

r‘?{aﬂmﬁ (Q‘E'mng a %{;rdata

Hmmmh-nwmmmhmmmmwm Y N

I Yes, please axplain

Patient Signabune

Hmhihinmvmmmmmmn!ﬂmwlﬂm Y N

M Yes, please axplain

Dochor Signature

Patient Signatue

g 8§

Deschor Signoture

TR 143 TOPFORM DATA, INC. (800) 54-7



