ADAM S. DANIELS, D.D.S., M.S.

ORTHODONTIC PATIENT INFORMATION
Date___________________

Patient Name                                                                  E-mail Address


                               Last
               First             Middle

Address



Street
City
Zip

Home Phone______________________ Birth date_______________ Social Security #


If patient is a minor, give parents or guardian’s name


Whom may we thank for referring you to our office?


PERSON(S) RESPONSIBLE FOR ACCOUNT (list both parent’s information if applicable):
Name                                                                                E-mail Address


                               Last
               First             Middle

Address
Marital Status: Single  Married  Divorced

               Street
                                             City
Zip

Cell Phone ​​​​_________________ Home phone_________________________ Work phone


Social Security #_____________________________ Birth date_________________ Relationship to Patient


Employer_____________________________________ Occupation____________________ No. years employed


Name                                                                                E-mail Address


                               Last
               First             Middle

Address
Marital Status: Single  Married  Divorced

               Street
                                             City
Zip

Home Phone ​​​​_________________ Work phone_________________________ Cell phone


Social Security #_____________________________ Birth date_________________ Relationship to Patient


Employer_____________________________________ Occupation____________________ No. years employed


PERSON TO BE CONTACTED IN CASE OF EMERGENCY

Name                                                                Relationship                                     Best contact #


DENTAL INSURANCE INFORMATION

Primary Insured’s Name______________________________ Insured’s I.D or Social Security #


Insured’s Employer


Insurance Company_________________________ Group No._________________  Birth Date


Insurance Co. Address_________________________________________________ Phone No.


Co-pay @ _________% Lifetime Maximum $___________ Age Limitations?________  Benefits Used $

Secondary Insured’s Name____________________________ Insured’s I.D or Social Security #


Insured’s Employer


Insurance Company_________________________ Group No._________________  Birth Date


Insurance Co. Address_________________________________________________ Phone No.


Co-pay @ _________% Lifetime Maximum $___________ Age Limitations?________ Benefits Used $


INSURANCE “SIGNATURE ON FILE AUTHORIZATION”

I hereby authorize the above named dentist to provide any insurance company(s), claim administrator(s), and consulting health care professionals, information concerning health care, advice, treatment, or supplies provided.  This information will be used exclusively for the purposes of evaluating and administering claims for benefits.




_________________________________________








    Patient or Authorized Guardian’s Signature – Primary       
Patient or Authorized Guardian’s Signature - Secondary
MEDICAL HISTORY

Physician
Date of Last Visit


Address
Phone


Please circle Yes or No (If Yes, please fill in details)













Yes
No
Are you taking any medication? 


Yes
No
Are you allergic to any medication? 


Yes
No
Do you have a history of a major illness?


Yes
No
Have you had any major operations?


Yes
No
Have you ever been involved in a serious accident?


Yes
No
Do you smoke?


PLEASE CHECK IF YOU HAVE HAD ANY OF THE FOLLOWING PROBLEMS:

[ ]  Allergies or sinus problems

[ ]  Anemia/blood disorders

  
[ ]  Arthritis

[ ]  Asthma/Hay Fever

[ ]  Cardiovascular disease

[ ]  Congenital heart lesions

  
[ ]  Diabetes

[ ]  Epilepsy

[ ]  Excessive bleeding after an injury
[ ]  Fainting spells or seizures

  
[ ]  Frequent colds/infections
[ ]  Headaches

[ ]  Heart problems


[ ]  Hepatitis, jaundice or liver disease
  
[ ]  High blood pressure
[ ]  HIV/Aids

[ ]  Hives or skin rash

[ ]  Kidney trouble


  
[ ]  Low blood pressure
[ ]  Tonsils/Adenoids

[ ]  Persistent cough or cough up blood
[ ]  Rheumatic fever/rheumatic heart disease
[ ]  Stomach ulcers

[ ]  Tuberculosis

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


DENTAL HISTORY

Dentist
Date of last visit


What concerns you most about your teeth?


Yes
No
Have you ever been told by your physician to take medication before dental treatments?



Yes
No
Are you presently in any dental pain?


Yes
No
Have you ever experienced an unfavorable reaction to dentistry?


Yes
No
Have you ever lost or chipped any teeth?


Yes
No
Have there been any injuries to face, mouth or teeth?


Yes
No
Is any part of your mouth sensitive to temperature or pressure?


Yes
No
Do your gums bleed when you brush?


Yes
No
Do you have any type of thumb or tongue habit?


Yes
No
Are you a mouth breather?


Yes
No
Have you ever seen an orthodontist? If yes, who and when?




What is your attitude toward receiving orthodontic treatment?

Yes
No
Are you interested in Invisalign?



Yes
No
Do your teeth or jaws ever feel uncomfortable when you awake in the morning?


Yes
No
Are you aware of your jaw clicking or popping?


Yes
No
Are you aware of clenching your teeth during the day?


Yes
No
Have you ever been told that you grind your teeth?


Yes
No
Do you have “tension” headaches?


Yes
No
Have you ever experienced chronic ringing in your ears?




Please list some hobbies or interests


Female Patients only:

Yes
No
Are you pregnant?


FAMILY HISTORY

Name and Ages of Siblings:


Are there other family members with similar orthodontic conditions? (please circle) 



FATHER     MOTHER     BROTHER    SISTER    OTHER


Has anyone in your family received orthodontic treatment?

How did they feel about the result?











I have truthfully answered all the above questions and agree to inform this office of any changes in my medical or dental history.  In addition, I authorize Adam S. Daniels, D.D.S to perform a complete orthodontic evaluation.

Signature:
Date:

