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Patient’s Name_______________________________________________Date________
                          Last                                  MI                                   First

Date of Birth_______________ Age_____Phone #______________________________
                                                                                                                                             Home                                 Work or Cell

Home Address___________________________________________________________
                                       Street                                                                City                                      Zip

Responsible Guardian_____________________________________________________
                                                      Last                                                     First

Phone #_________________________________________________________________
                     Home                                                               Work                                                         Cell

Responsible Guardian’s Email_______________________________________________

Patient’s Physician___________________________Dentist_______________________

Who Referred You To Our Office____________________________________________

Patient’s hobbies and interests (including adults)________________________________

Patient’s School__________________________________________Grade___________

Does patient have any medical problems?______________________________________

Is any medication being take?________________________________________________

Any Allergies or hay fever?_________________________________________________

Any thumb or finger sucking habits or speech problem?___________________________

Has patient had any injury to jaws or teeth?_____________________________________



Name of orthodontic insurance_______________________________________________

It may be necessary to take an x-ray at no charge to check growth and development. 
Please indicate any objections with a X _________


