Child Patient History Form
PLEASE COMPLETE BOTH SIDES Date
Patient's Name Nickname Age Male/Female
In your own words, why are you seeking orthodontic treatment? What problems of the patients face, mouth, and teeth
concern you?

School Grade
Patient’s interest Hobbies

Physician Phone #

Who referred you to our office?

Patient’s Dentist Phone #

MEDICAL HISTORY - Please check any of the following conditions or problems patient has experienced:

Anemia Yes ()No () Endocrine (Hormone)... Yes () No () Hospitalizations............. Yes () No ()
Asthma Yes()No () Epilepsy....cccccccvereennne. Yes () No () HV+ No ()
Blood Transfusion....... Yes()No() Excessive Bleeding....... Yes ()No () Hyperactive No ()
Bone Fracture ............. Yes () No() Fainting or dizziness..... Yes { ) No () Kidney problems ........... Yes () No ()
Contact Lenses............ Yes()No() Headache..................... Yes ()No () Learning problems........ Yes () No ()
Convulsions/seizures .. Yes () No ()  Hepatitis....................... Yes () No () Liver problems .............. Yes () No ()
Diabetes......c.ccccue...... Yes ()No() Hearing problems......... Yes () No () Rheumatic fever............ Yes () No ()
Emotional..................... Yes()No() Heartproblems............. Yes () No () Speech problems.......... Yes () No ()

List any other medical problems:
Is patient in good health? Yes () No () Are you taking Bisphosphates such as Fosamax or Boniva? Yes ( ) No ( )
Have tonsils and adenoids been removed? Yes () No () If so, what age?
List all medications you are currently taking, including prescription, over the counter, vitamins or herbal supplements:

Briefly give reasons:
List any allergies or drug sensitivity:
Allergy to Latex? Yes ()No () Allergy to any metals, such as jewelry? Yes ()} No ()

GROWTH INFORMATION
Has the patient reached puberty?
Girls - Has she started menstruation? Yes () No () Age started:

Boys - Has his voice changed? Yes () No () At what age:
Does patient’s face resemble: Natural Father Natural Mother Both Neither
DENTAL HISTORY
Do you consider patient’s oral hygiene: Poor Fair Excellent
Has the patient ever sucked a thumb or finger? Until what age et At e e At e e tb et a e e e e e raateeeareaanteaan Yes () No ()

Does patient clench or grind his/her tEEth? ..ot et Yes () No()

Does patient have any pain or clicking upon opening or closing the mouth?.... R Yes () No ()
Which side? Left Right

Has the patient’s jaw eVEr “loCKEd”........ ..ot e eeene Yes () No ()

Does the patient have any history of headaches or pain about the neck orhead?...........cccoeeveeeeeeeciennnn. Yes ()} No ()

Does patient have painful QUMS? ..ottt e e one ....Yes (}No ()

Have there been any injuries to the face, MOUth, OF tEEAT .. ....eceeeee e e e Yes ()} No ()
If yes, explain

Have you been informed of any missing or extra permanent teeth:............c.ocoo i, Yes () No ()

Has an Orthodontist been previously CONSUIEA ? ...........ccoeiiiiiiiiii et eeeeene e Yes () No()

Has the patient previously received orthodontic treatment?............c..coooviiiiiii e Yes () No ()

Does the patient see a Dentist for regular dental treatment? How often? ___ .. Yes () No ()
Does the PATIENT desire orthodontic treatment? ...........c.o.oviiiioeeeice et ene e Yes () No ()




Patient's Name Birthdate
Patient's Address City Zip Code
Phone #

Father's Name

LAST FIRST

Father's Address

Father's Birthdate
MIDDLE
City Zip Code

Home Phone # Cell Phone #

Father's Employer:

Email

Employer's Address:

Occupation:

Social Security #

Work Phone:

Mother's Name

FIRST

LAST
Mother's Address

Mother's Birthdate
MIDDLE
City Zip Code

Home Phone # Cell Phone #

Mother's Employer:

Email

Employer's Address:

Occupation:

Social Security #

Work Phone:

Name of nearest relative not living with you

Phone #

Name of nearest friend not living with you

Phone #

ORTHODONTIC INSURANCE

Person with coverage:

Retlationship to Patient:

Employer :

SS#

2nd Orthodontic Insurance (If Applicable)
Person with coverage:

Relationship to Patient;

Employer :

SS#

Date of Birth

Ins. Co. Name:

Policy #

Group #

Date of Birth

Ins. Co. Name:

Policy #

Group #

I understand and agree that (regardiess of my insurance status), | am ultimately responsible for the balance on my account for any
professional services rendered. | have read all the information on both sides of this sheet and have completed the above answers. |
certify this information is true and correct to the best of my knowledge. | will notify you of any changes in my health or insurance

status.

Signed:

Date:




