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Paticnl’s Name Mn,  Mr
Fiml BLL Lasxt Prefer To Be Calied
Birthdaie Age Sex School (il applicable) Grade
,“’"' 3 D'-E Year E
Patient’s Physician Interests
Patient’s Deatist Laext Vit For _
o Medical History Form CHECKX.  ONE
Flease mnswer the following: . Yeu Ko

L lllh'p-ﬁeﬂmpudhulth?
2 Huih:pumhndmhmmdhylw.mm mhhﬂﬂmdpmqmﬂqnymﬁﬂm
heart trouble, allergics, dinbrics, mxthma, kidncy, MNMMEFMMMJMMM&ML
Ias received tratment of medicne AIDS or HIV infection

ﬂnlﬁtpﬂﬁﬂﬂhﬂ an unlsvorsbie reamion Lo druys, inceding smtibictics end Jocal aneatheticsolutionT i so, plesse
oy . . E
4, Hiaa the puticrs had surgery? i wo, please specify. ‘
5. ks the paticat prescntly taking sny medications? I so, what?. :
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underiine exndition) -
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% ks the patient mentally or coctionally handagped?
10, b the paticot & mosth bresther? Whilewwake? — While sstesy? 2
11, Hns the patient bocn informed of any mising of ext permanent toeth”,
12. Has the patient expericnoed any problems er pain with the misd or joms of his jaw?
13, Any baby or permenent teeth semoved by youor dentinl?
34, Any trumatic infuce o the teah, fce or jewal
13, Huﬂtpummbunuﬂdilmmbmlﬂdwhﬂ:pﬂhdnmdﬁm(ﬁmﬂnﬁ
16, Hias the paticnt cver bees examined by an oxbodontist before? When?
17, Hua the paticnt eves wom b orootwinend - Dhesoribe
12, Has any sember of your buily recrived orthodontic trostment?
19, ¥ we have iresied & family member or dose fricnd, plesse nume
0. Women — Asc you progrant?
« i under 18;

21, Onset of Pubenty: (boys-voice changed; girls-stancd menstmtion) Yes When o
11 Number of brothors snd sisters and nges
. b your child adopicd? I »o, i b whe wwmec]

4. In your own words, what i the problem?

¥ ehe paticatis e minor, it is necesary that w signed permission i obiained from a parent or puardian beforcanyand] orall necesmany demad servicecan
be siancd and accomplished by the decior,

Avthorization it heseby granicd as sudy, thmluﬁhmnmh&h:wtﬁmtdmllwdﬂd for denied ireatment.
Thank yoofor yoir coopcriion. Theabove information is imporian in the disgnosis snd treatment of the paticot mnd will be ket i xinc confidence.

Sigoed . - Date ——
Paticol, Parenl or Guandian

For completion by the dentisl.
Comments on palient inlerview conceming medice! history:




Date Confidential Responsible Party Information ABC
Name Marital Status
Lps! First M=
Residence
Syl Cay Slate fp

Mailing Address

Stree! Ciy Siale g
How long at this address Home Phone Work Phone
Previous Address (if less than 3 yrs.)

Slresl Caly Slatn Iip

Social Security #__ - Birthdale Relationship to Patient
Employer Occupation No. Years Employed
Spouse’s Name iy Relationship o Patient

Lot Firsl M e
Employer Occupation Mo. Years Employed
Social Security # Birthdate Work Phone

Confidential Patient Information

Patient’s Name

Lam First Meddie
HArddress

Stras| Chy SRale
Home Phone Birthdate Social Security #

If patient is a minor, give parent's or guardian's name
Whom may we thank for referring you to our office?

Insurance Information

Policy Holder's Name and Soc.Sec. #
Insurance Company Group No. Union Local No,
Insurance Co. Address Insurance Co. Phone
Policy Holder's Employer

Do you have dual coverage? No O Yes O li yes:

Policy Holder's Name and Soc. Sec. #
Insurance Company Group No. Union Local No.
Insurance Co. Address Insurance Co. Phone
Policy Holder's Employer

Emergency Information

Name of nearest relative not living with you
Complete Address_
Phone

Relationship:

I understand that where appropriate, credit bureau reporls may be obtained.

Signature (Parent's sign%ture if minor)
Updates (date & initial)




