DBowles Orthodontic Specralists, PA.

CHILD ORTHODONTIC CONSULTATION

We will appreciate your providing the information requested below.

Date of Birth Age
(month) (day) (year)

Patient’s Name Male Female

Residence Street Address

City State Zip Phone
School Grade in School
Patient’s Dentist Last Visit
Patient’s Physician Last Visit
Height Weight

Whom should we thank for referring you to our office?

Has anyone else in your family been treated in this office?

Has another orthodontist been consulted previously?

In your own words, what is the problem?

PARENT INFORMATION

Father’s Name Mother’s Name
Father’s SSN Mother’s SSN
Address
Father’s Employer Mother’s Employer
Father’s Work Phone Mother’s Work Phone
Person Responsible for Account: Father Mother
Marital Status (Please Circle) Married Separated Divorced Widowed Single
FINANCIAL INFORMATION
Do you have insurance coverage which includes orthodontic benefits for members of your family yes no
SIGNED DATE

For all accounts requesting financing in our office, an additional credit check signature is required here:




MEDICAL HISTORY (Circle Answer)

1. IS patient iN GO0 NEAITN?.........oiiiiici et r ettt b bttt et e st st e b et et e st ebe b nesrenn b Yes
2. Has there been any change in patient’s general health within the past year?...... Yes
3. Is patient now under the care 0f & PRYSICIANT.........oiiiiiii bbb Yes
If so, what is the condition being treated?
4. Has patient had any serious illness, operation, or been hospitalized in the past Year?...........ccoccoveieieneincnenecieeee Yes
If so, what was the illness or problem?
5. Is patient taking any medicine(s) including non-prescription MediCine?.........covveierieiiniee e Yes
If so, please list
6. Has the patient had any of the following diseases or problems?
a. Damaged heart valves or artificial heart valves, including heart murmur or rheumatic heart disease................... Yes
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary occlusion, high blood Yes
Pressure, arterioSCIEIOSIS, SITOKE) ... ... ...t ettt ettt e et et et e et e e e et e tet e tet e e e et et ea e eanaeea Yes
Lo A | T Y PP Yes
Lo ST AT 31 (010 o] - Yes
LI NS (T = o) gl o1V (=2 Yes
Fo FaINtING SPEIIS OF SBIZUIES ... ..ttt it ettt e e et e et e et et et et e e e e e et e e et e eet e re e e ae e e et eeaaaas Yes
g. Persistant diarrhea or reCeNt WEIGNE 10SS. .. ... . v ittt e e e e e e et e e e e e e et e e e Yes
TR DT 1] 1 Yes
i. Hepatitis, JaUNTICE OF VA QISBASE. .. ... .. et ettt e et et e e e e e e e et et et et e e e et e een e nees Yes
Jo AIDS OF HIV INFECHION. .. .o e e e e e e e e e et et e et e e e e ae e Yes
SO I )V o] [0 I o] o] o] =T 4 < J PP Yes
I. Respiratory problems, emphysema, bronChitis, €LC........... ...t e e e e Yes
m. Arthritis or painful SWOIIEN JOINTS. .. ... .. e e e e e e e et e et e et et e e e e e eens Yes
N. Stomach UICEr OF NYPEraCITitY ... ... ... et e e e et e e et e et e e e e e Yes
Lo TR 1o 413V {010 o [ P Yes
TR U0 ot U] ] £ Yes
Q. Sexually tranSmiItted QISEASE. .. ... ... . ittt e e e e e e e e e e et e e e e Yes
r. Epilepsy or other NeurologiCal ISEASE. .. .......c. e ittt e e ettt Yes
S. Problems with mental health... ... e e e e e e e e e e e e ee e Yes
LR O 1 =T Yes
U. Problems of the IMMUNE SY S M ... ...t et e e e et e et e et e e et e e et e e eenans Yes
7. Has patient experienced abnormal Bleeding?..........cooviiiiiiniciiiice e Yes
If so, has patient ever required a blood transfusion?......... e ————— .. Yes
8. Does patient have any blood disorder such as anemia?........... Yes
9. Has patient ever had any treatment for a tumor or growth?..... . Yes
10. Is patient allergic or ever had a reaction to any MEdICALION?..........cccoiiiiriiirieie e e Yes
If so, list medications causing the allergic reaction
11. Have tonsils and adenoids DEEN FEMOVEA?...........ooiiiiiiie ettt e et s et e e et e e st s s st es e s sbaessabasssbesssssasssbeessrenesans Yes
12. Has patient reaChEd PUDBITY?.......c..ii ettt ettt ettt et et e e be et et e e et et e resbenentenens Yes
DENTAL HISTORY (Circle answer)
13. Have there been any injuries to the face, MOUth, O tEEIN?........cc.ci i Yes
14. Has patient ever sucked thumb or fingers? Until what age? Yes
15. Are there any oral habits, such as lip biting or tongue thruSting?...........ccoceiiierriee e Yes
16. Does patient have any SPEECH PrODIEMS?...... .ottt ettt st et se e st seer e ae e enas Yes
17. Has patient ever had speech therapy?.........ccccccoveenene. . Yes
18. Is patient a mouth breather While aSIEep OF QWEKE?..........cuiiiiiiieirieice ettt e ene Yes
19. Are you aware of any missing or extra permanent tEEtN?..........cc.ciiiiiiiiiiiiiieese e Yes
20. Would you consider the patient’s diet high in sweets?........ . Yes
21. Do patient’s gums ever bleed?.........ccocevienvinciiennn e Yes
22. Does patient Clench oF Grind tBEINT.........o.ii et b e et b et b et b et sb e ne s ane Yes
23, ATE The TEEEN SOTE OF SENSITIVE? ... vii ettt ie et ettt e et e et e et e e e et e e e s at e s sateesebesesbessabeasssbeessbesssbesessbesebesesbesesbasesaenssreaesses Yes
24. Have patient’s teeth seemed to shift or move recently?...... e Yes
25. Does patient’s jaw make a popping or grinding NOISE?.........c.ccuruiiririnirrieienecsiees e .. Yes
26. Has patient’s jaw ever locked or Slipped OUt OF PIACE?.........ccoviiiciiniiii e Yes
27. Does patient often have Headaches  Earaches  Jaw Joint Pain Neck Pain........cocoveviii i, Yes

Chief Dental Complaint

| certify that | have read and understood the above. | acknowledge that my questions, if any, about the inquiries set forth
above have been answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff,
responsible for any errors or omissions that I may have made in the completion of this form.

Signature of parent or guardian
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DBowles Orthodontic Specralists, PA.

INSURANCE INFORMATION

Insurance Name

Insurance Subscriber’s Name

Subscriber’s Member Number or SSN

Subscriber’s Date of Birth

(month) (day) (year)

Subscriber’s Employer

Subscriber’s Work Number

Relationship to Patient

If you have orthodontic coverage through more than one insurance provider, please list that additional information below.

Insurance Name

Insurance Subscriber’s Name

Subscriber’s Member Number or SSN

Subscriber’s Date of Birth

(month) (day) (year)

Subscriber’s Employer

Subscriber’s Work Number

Relationship to Patient

stemier AMerican Association of Orhodontists





