
WELCOME
We would like to welcome you and your child to our office. In an effort to provide 

the best service possible, we ask you to fill out this form as completely as 
possible. Thank you for your cooperation.

Mother

Father

Parents Information

Insurance Company AddressInsurance Company Phone #

Group or plan #Insurance Company Name

If you have insurance coverage for the child, please fill out.

Employer’s #Employer’s AddressEmployer

Work Phone SS #Cell PhoneHome Phone

BirthdateAddress (if different than child’s)

GuardianStep MotherMother Name
LastMiddleFirst

Insurance Company AddressInsurance Company Phone #

Group or plan #Insurance Company Name

If you have insurance coverage for the child, please fill out.

Employer’s #Employer’s AddressEmployer

Work Phone SS #Cell PhoneHome Phone

BirthdateAddress (if different than child’s)

GuardianStep FatherFather Name
LastMiddleFirst

Patient Information - Child or Teen

Anything you would like to discuss with the doctor in private?

Has your child visited an orthodontist before?

What are the main concerns that you would like orthodontics to accomplish?

If YES, for what reason?

NOYES

NOYES

If YES, NameHave we treated another member of your family?

How did you hear about our office?Patient’s General Dentist

NOYES

NOYESDo you have legal custody?Relationship

Who is filling in this form? Name

City, State, ZIPPatient’s Home Address

Patient’s Home PhoneFemaleMaleNickname (if preferred)

Birth DateAgePatient’s Name

LastMiddleFirst

LastMiddleFirst

LastMiddleFirst

Street

Domestic PartnerSeparatedDivorcedWidowedMarriedSingleMarital Status



Signature

DateSignature

I understand that the information that I have provided is correct to the best of my knowledge, that it will be held in
the strictest of confidence and it is my responsibility to inform this office of any changes in my child’s medical status.

I hereby authorize release of any information related to insurance claim. I consent to examination by the doctor and
I authorize payment of any insurance benefits to the office.

Dental and Medical History

Chewing/Eating ProblemsSpeech ProblemsMouth Breather

Prolonged Bottle/PacifierFinger/Thumb SuckingGrinding Teeth

Does/Did the child have any of the following habits?

Has the child ever had pain/tenderness in the jaw joint (TMJ/TMD) NOYES

Have there been injuries to the child’s face, mouth or chin? NOYES

Have you been informed of any missing or extra permanent teeth?

Have the adenoids or tonsils been removed?

Does the child require antibiotics before dental treatment?

Nervous DisorderEpilepsyCancerAsthma

TuberculosisHeart ConditionDiabetesBlood DisorderArthritis

Has the child been treated for any of the following?

If YES, for what reason?NOYES

NOT APPLICABLEHas menstruation (period) begun?

Has Puberty Begun?

NOYES

Currently taking any medications?

Any sensitivities or allergies?

History of major illness?

Phone #Child’s Physician

Is the child currently under the care of a physician?

Amount/DoseIf YES, please list

NOYES

NOYES

If YES, please listNOYES

If YES, explain

NOYES

NOYES

NOYES

If YES, please describeNOYES

         


	type: Child
	name: 
	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: 
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: 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 Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off


