6 3 ‘What are The main concerns that you would like

@ orthodontics fo accomplish?

Has your child ever taken Phen-Fen?
(Also known s Redux or Pondimin) If yes, when?

Has your child ever been evaluated or had orthodontic
treatment before? EYes ONo
Have there been any injuries to the
face, mouth, teeth or chin2 [T Yes [No

List any musical instruments played:

Have adenoids or tonsils been removed? [Yes ONo
Has your child been informed of any
missing or extra permanent teeth? BYes ENo
| Has your child ever had any pain / tenderness in his / her
jaw jeint (TMJ / TMD)? ] Yes [ Neo
Does your child brush his / her teeth daily2 T Yes [ No
Floss his / her teeth daily? CYes [EONo
Child's Physician:
" Phone #: ) Date of Last Visit:
5 s your child currently under the care of a physician?
T Yes
Has puberty begun? [ Yes

< | Hos menstruation begun? (Girls) [ Yes

Please descnbe your child’s current physical health:
; [JGood  [IFair

_-Pleuse list all drugs that your child is currently taking:

' Flease list all drugs f rhmg; that ynur child is allergic to:_

¥ N me- YN Memlsmukel Y .u Plastics

understand that the information that | have given is
correct to the best of my knowledge, that it will be held in the
strictest of confidence and it is my responsibility to inform this
office of any changes in my child’s medical status.

This office reserves the right to verify the credit status of potential
patients and/or parents of patients prior fo extending credit for
treatment fees and may, af the discretion of this office, use the
services of one or more credit reporting services.
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Has your child ever had any of the
following medical problems?

Convulsions / Epilepsy
Diabetes

Handicaps / Disabilities
Hearing Impairment
Heart Murmur
Hemophilia

Hepatitis

HIV+ / AIDS

Kidney / Liver Problems
Lupus

Rheumatic / Scarlet Fever
Tuberculosis [TB)

Abnormal Bleeding

ADD / ADHD

Allergies to any Drugs
A”ergfc to Latex / Metals
Allergic to Plastic

Any Hospital Stays

Any Operations

Artificial Bones / Joints /
Valves

Asthma

Cancer

Congenital Heart Defect Y
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Please discuss any 'medicdl_ _pmhlémsihnt your thild_; has had:

~ Has your child ever experienced
: - _any of the following?
¥ N Clenching / Grinding Teeth N Nursing Bottle Habits

~ ¥ N Lip Sucking / Biting N Speech Problems

Y N Mouth Breather N Thumb / Finger Sucking
Y N NOll Blilng N TongueThrusT

nghbar or Relative not Ii\ring wil'h you.

| authorize the dental staff to perform the necessary dental
services my child may need,

Signature of parent or guardian Date

If this office accepts insurance, | understand that | am responsible

for payment of services rendered and also responsible for paying
any co-payment und dedud:bles that my insurance does n:::ymr.
1 hereby authorize payment of the group insurance benefits directly
to this office. | o rize the use of this signature on all my
insurance submissmns. whether manual or eledrumr.

:S‘Wmd: pnranf or gu:m!inn

Emurure of parent or gr.mdlun

The Parent or Guardmn who accompanies the child is responﬂble for payment.
Our offlce is HiPM Comphunl and is l:ommlﬂ‘ed to meelmg or cx:eedlng Ihe slnn:lurds of |n|"echon conlrol mundnfed by OSHA the CDC and the ADA.
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