LVLORTHODONTICS |

Patient Mamae Birth Date
{Last) {First) [Middle)
Today's Date Sex Age E-mail
Address Cell Phome
[ Streat) (City) (State) (Zip)
In case of an Emergency contact Relationship Phone Mumber
Employed By Occupation

RESPONSIELE PARTY |:| Chack if Self

IE¥0OU ARE A MINOR — g Parenls ara:

MOTHER'S MAME
Social Security # DoB
Best Phone Mumber

Employed By

Cocoupation

Marriad Widowed Divorced Separated

FATHER'S NAME
Social Security #
Best Phone Mumber
Emplayed By

Oecupation

Patiant Lives With?

DoB

PLEASE DESCRIBE YOUR MAIN COMCERMN

HOW WERE YOU REFERRED?

[ Dentist O Family OFriends
U Drive-By Owebsite [ invisalign
1 other

Referral’s Full Mams:

I:‘ Yes I:‘ Mo — Has this patient ever been seen for any other erthadontic consultation?

If yes, who was the orthodeontist?

Date

D Yesg I:l Mo — Has thig patient ever had previous orthedontic treatmeant?

Who was the arthodontist?

City

I:l Yas I:l Mo = Has anyone in your family had orthodontic treatment in our offica?

DENTAL INSURANCE

PRIMARY INSURED INFORMATION
Mame of Insurad

Mame of Insurad

Insured's DOB Insured's SSN ar 1D

Relationship to Patient

SECONDARY INSURED INFORMATION

Insured's DOB

Relatienship o Patiant

Address of Insured

Insured's 55N ar ID

Address of Insured

City State Zip City Stata Zip
Emplayed by Employed by

Dental Ins. Co. Mame Dental Ins. Co. Name

Ins Address Addrass

City State Zip City State Zip
Irs Group # Ins Phone Irs Group # Ins Phone

Ins




PATIENT MEDICAL HISTORY
Phy=sician Office Phone

Date of Last Exam

Please check Yes or Mo (If yves, please fill in details)

1. Are you taking any medication?

2. Are you allergic to any medication” Latex or Nickel?

3. Do vou have a history of a major illness?

4. Have you had any major operations?

5. Have you ever been involved in a serous accident?

Eemale Patients only:

6. Are you pragnant?

7. Has menstruation started?

8. Do you have, or have you had any of the following?

YES N
Abnormal Bleeding N N Dirug/Alcohol Problems
ADDAutism ] ] Epilapsy
Anemia ] ] Gastrointestinal disorders
Arthritis |:| D Haart Murmur
AsthmalHay fever |:| | Heart Problems
Bone Disordars D D Hepatitis/Liver Problams
Cerebral Palsy ] ] Herpes
Congenital Heart Defects [ ] ] High Blood Pressure
Diabetas ] ] HIV-AIDS
Dizziness D D Kidnay Problams

9_Are there any medical conditions we have not discussed that you feel we should be aware of ?

PATIENT DENTAL HISTORY

Dentist and Location
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Mervous Disorders
Preumania

Prolonged Bleeding
Radiation/Chematharapy
Rheumatic Fewver
Severa/Frequent Headaches
Sinus Problems

3TD's

Tuberculosks

Tumer ar Cancer
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Date of Last Exam

Plgase check Yes or No (If Yes, please fill in details)
1. Do yoeu clench or grind your teath?

2. Do you have TMJ pain?

3. Have you ever lost of chipped any testh?

4. Have there been any injuries to your face, mouth or testh?

5. 15 any part of your mouth sensitive o temperature or pressure?

6. Have you had your tonsilsfadenaids removed?

7. Have you ever experenced any unfaverable reaction to dentistry?

AUTHORIZATION TO OBTAIN INFORMATION

| authorize any dentist, physician, madical practiionar, hospital, clinie, any dental or medically related facility to releaze any information available to help us with
diagnosks and prognosis of my or my childs case. Information obtained by use of this authorization will not be released to LWL Orthodontics without my express

permission. | understand where appropriate, credit bureau reports may be obtained.

Signature of Patient or Legal Guardian

Date

TO THE BEST OF MY KNOWLEDGE, ALL OF THE ANSWERS ON THE FROMT & BACK SIDE OF THIS FORM ARE TRUE AND CORRECT. IF EVER

THERE 15 & CHANGE IN HEALTH, OR ANY MEDICATION CHAMGE. | WILL INFORM THE OFFICE.

Signature of Patient or Legal Guardian

Date




