4 )\
'ELCOME

TO FARLEY ORTHODONTICS
\_ J

/  TELL US ABOUT YOURSELF Today’s Date circde: MaleQorOFemale
Full Name Prefer to be called Birthdate Age
Home Address Apt# City Zip
Cell#t Home#/Work# Email Address
Employer Occupation SS# (required) DL#
\Who may we thank for referring you? General Dentist Last visit j
(PERSON FINANCIALLY RESPOSIBLE FOR ACCOUNT )
Full Name DOB Relationship to patient
Billing Address Apt# City State Zip
Employer Occupation SS#(required) DL#
J
( SPOUSE INFORMATION )
Full Name DOB Email Address
Cell# Home#t/Work# Is this person an emergency contact? YES or NO )

(- DENTAL INSURANCE |Is There Orthodontic Coverage? Y or N (please alert staff if you have secondary insurance) A
INS Co. INS Co. Address

INS phonet Group/Plant Subscriber Relation to patient
\Subscriber’sDOB Subscriber’s Employer Sub. ID#/SS# )

MEDICAL/DENTAL HISTORY OF THIS CHILD

Has you ever taken phen-Fen?........cccooeveeicnencnnns Y N Abnormal Bleeding.... N DiabetesS. .o Y N
Been evaluated for Orthodontic treatment before?............ Y N ADD/ADHD......cccceovvcneeeY N Disabiliti€S. oo Y N
Injuries to face, mouth, or chin?..........ccccooiiiiiiiiiis Y N Hospitalized.........ccccccecvunnas N Hearing Impairment......Y N
Have adenoids or tonsils been removed?........ccccceceeveeeennen. Y N Operations.......cceeeveveenvenenes Y N Heart MUrmMur.. e, Y N
Missing or extra permanent teeth?........ccccoevvvveeviiinncineienns Y N Artificial Joints/Valves ....... Y N Hemophilig....ccrevee.Y N
Pain or tenderness in jaw joint (TMJ/TMD)?.......ccccevevueenene Y N ASthMa...coceeieeeeeeeececes Y N HePatitiS....oovweeeverre e Y N
Brush teeth daily?.......ccoevveveinieeceeeeeeee e Y N (0 ol SRR Y N HIV+/AIDS oo, Y N
Floss teeth daily?.........ccoviiniiniiiiii, Y N Cong. Heart Defect............. Y N Kidney/Liver Problems..Y N
Clenching/GrindiNg?......c.cccvevieeeirieeece et ereesrae s Y N Convulsions/Epilepsy......... Y N LUPUS e vee e veeeereeeeereeesnenes Y N
Lip Sucking/Biting?...... N Rheumatic/Scarlet Fever .Y N Tuberculosis.........e.... Y N
Mouth Breather?.........oooiie e Y N .

L Y N Other Medical Issues

THUMD SUCKING?.....vvviieeeeeeee sttt Ay | authorize the dental staff to perform the necessary dental service | may need.

TONGUE TAUSE?...ooveeee e VY Patient Signature DRI

Speech Problems?........coieeieeee e Y N

.. . | understand that | am responsible for payment of services rendered and deductibles that my
Current Physician Last Visit . : ) e

- sowummmmll  insurance does not cover. | hereby authorize payment of the group insurance benefits directly to the
Your cu!'rent physical health: GOOD .FAIR POOR office. | authorized the use of this signature on all my insurance submissions, whether manual or
Please list all drugs you are currently taking: degirenic
Patient Signature Date

Please List all drugs/things you are allergic to:

| verbally reviewed the medical /dental history above with parent/guardian and patient named.
atex Y N Metals/Nickel Y N Plastics Y Doctor Signature Date




