
^ Employer's Address : Employer's Address : 

City State Zip 

If you have Orthodontic Insurance Coverage tor the Child, please fi l l o u t below: 

Insurance Co. Name: 

Insuranoe Add ress : 

City State Zip 

if you have O r t h o d o n t i c Insurance Coverage f o r t h e Child, please f i l l o u t below: 

Insurance Co. Name: 

Insurance Add ress : 

City 

Insurance Phone: ( 

Zip 

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

City 

Insurance Phone: I 

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

Zip 

This office reserves the r ight t o verify the credi t s t a t u s of potential pat ients andlor parents of pat ients prior t o extending credit for t r e a t m e n t fees and may, a t the discretion 

of th i s office, use the services of one or more oredit reporting services. If t h i s office accepts insurance, I understand t h a t I am responsible for payment of services rendered and 

also responsible for paying any co-payment and deductibles t h a t my insurance does not cover. I hereby authorize the den t i s t t o release all Information necessary t o secure the 

payment of benefits. And I assign direct ly t o the doctor all Insurance benefits otherwise payable t o me. I fu r ther authorize the use of th i s signature on all my Insuranoe submis­

sions, whether manual or electronic. 

Signature of Parent or Guardian 

Continued on Back 



What are t h e main concerns that you would like o r t h o d o n t i c s t o accompl ish? 

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

• Yes • No 

• Yes • No 

• Yes • No 

• Yes • No 

• Yes • No 

Have there been any Injuries t o t h e face, mou th , t e e t h or chin? 

Poes t he child repuire an t ib io t i cs before denta l t r e a t m e n t ? 

Have adenoids or t o n s i l s been removed? 

Does your ohild have any missing or ex t ra permanen t t e e t h ? 

Has the child ever had any pain/tenderness in his/her 

jaw joint (TMJ/TMD)? 

Does t he child brush his/her t e e t h dally? 

Floss his/her t e e t h dally? 

Child's Phys ic ian: . 

Phone # : Date of L a s t Vis i t : 

• Yes • No 

• Yes • No 

• Yes n No 

Has the child experienced the following medical problems? 

ing Abnorma 

ADD/ADHD 

AIDS/HIV+ 

Any Hosp i ta l S tays /Opera t ions 

A r t i f i c i a l Bones/Jolnts/Valves 

A s t h m a 

Cancer 

Congenital H e a r t Defect 

Convulsions 

Diabetes 

Epilepsy 

Handicaps/Disabi l i t ies 

Has t h e child ever taken any d ie t pills such as Phen-Fen? 

(Also known as Pedux or Pondlmln.) If so, when? 

Are t h e child's Immunizat ions cur ren t? 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Hearing Impa i rment 

H e a r t Murmur 

Hemophilia 

H e p a t i t i s 

Kidney Problems 

Liver Problems 

M i t r a l Valve Prolapse 

Pros the t i cs 

Rheumat ic Fever 

Sca r l e t Fever 

Sickle Cell Disease/Traits I 

Tuberculosis (TB) 

• Yes • No 

• Yes • No 

Any th ing you would like t o d iscuss w i th t h e Doc to r In pr ivate? • Yes • No 

Please d i scuss any ser ious medical problems t h e child has had: 

Does/did t h e child experience any of t h e following? 

Y N B r e a s t Fed Y N Nursing D o t t l e Hab i t s 

Y N Clenching/Grinding Teeth Y N Speech Problems 

Y N Lip Sucking/Bl t ing Y N Thumb/Finger Sucking 

Y N Mou th Brea ther Y N Tongue T h r u s t 

Y N Nail B i t ing Y N Used Pacifier 

L is t any musical I n s t r u m e n t s played: 

Our office Is HIPM compliant and Is committed to mê̂̂̂̂̂^ the s tandar ts j t j ngc t lon TOP OSHA, the ''flgf 
I understand t h a t the Information I have given is correct t o the best of my knowledge, t h a t I t will be held In the s t r i c t e s t confidence and t h a t i t is my responsibility t o inform 

th i s offloe of any ohanges in my child's medical s t a tus . I authorize the dental s t a f f t o perform the necessary dental /or thodont ic services my child may need. 

I have verbally reviewed t h e medical /dental i n fo rmat ion above w i th t h e parent /guard ian & p a t i e n t named herein. 

Den t i s t ' s Comments : 

S ignature of D e n t i s t Date 

Has there been any change In your child's heal th s t a t u s since the i r l a s t v is i t? • Y • N 

If Yes, please explain. 

Has there been any change In your child's heal th s t a t u s since the i r l as t v is i t? • Y • N 

If Yes, please explain. 

^ a t e 

FORM #780-0RTH0-C HEAVY METAL 

Parent/Guardian S igna tu re Date 

D e n t i s t S ignature Date 

Parent/Guardian S igna tu re Date 

D e n t i s t S igna tu re Da te 
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