WELCOME TO
SYLVANIA & LAMBERTVILLE
ORTHODONTICS

www.perfectbraces.com

THIS APPOINTMENT /S FOR

Name:

Last First Middle
Nickname: Male  Female
Birthdate: / Age
Address:

Street

City State Zip Code
Home Phone: ( )
Cell Phone: | )
Hobbies/Sports/Musical Instruments:

Would you like us to email appointment reminders?
Yes No  Email:

PERSON RESPONS/BLE FOR ACCOUNT

Name: Relation
Address:

Street

City State Zip Code
Employer:
Address:

City Zip Code
Home Phone: (
Work Phone: |
8 # Birthdate / /

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

*By providing your Social Security number and signature, you are
giving us the right to run a credit check so that we may extend
credit options based on credit status.

Signature of responsible party

Date

/NFORMAT/ON IF A M/NOR

MOTHER'S NAME:
Address:

City Zip Code
Home Phone: |
Cell Phone: |
Birthdate:
Employer:
Address:

City Zip Code
Work Phone: |

FATHER'S NAME:
Address:

City Zip Code
Home Phone: |
Birthdate: /
Employer:
Address:

Street

City State Zip Code
Work Phone: | )

PRIMARY DENTAL INSURANCE

Yes No

Orthodontic Coverage:
Insurance Co. Name:
Insurance Co. Phone:
Policy Owner's Name:
Relationship to Patient:
Birthdate: / /
Policy Owner’s Employer:
Other Coverage Yes




SECONDARY DENTAL INSURANCE

Orthodontic Coverage: Yes
Insurance Co. Name:

Insurance Co. Phone: |

Insurance Co. Address:

Group # (Plan, Local, or Policy):
Policy Owner's Name:
Relationship to Patient:
Policy Owner’s Birthdate:
Policy Owner's SS #:
Policy Owner's Employer:

ADDIT/ONAL DENTAL INSURANCE

Orthodontic Coverage: Yes
Insurance Co. Name:

Insurance Co. Phone: |

Insurance Co. Address:

Group # (Plan, Local, or Policy):
Policy Owner's Name:
Relationship to Patient:
Policy Owner's Birthdate:
Policy Owner's SS #:
Policy Owner's Employer:

PERSONAL HABITS HISTORY

Are any of the following habits present?
Yes No Clenching/grinding teeth
Yes No Lip sucking/biting
Yes No Mouth breather
Yes No Nail biting
Yes No Thumb/finger sucking
Yes No Tongue thrust

Has puberty begun (boys): Yes No
Has menstruation begun (girls): Yes No
Physician
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Please list other family members we have treated.

DENTAL H/ISTORY OF PAT/ENT

What are the main concerns that you would like orthodontics
to accomplish?

Have there been any injuries to the
face, mouth, teeth, or chin?

Have adenoids or tonsils been
removed?

Are there any missing or extra
permanent teeth?

Is there any pain or tenderness in
the jaw joint (TMJ/TMD)?

Are there any speech problems?

Are teeth brushed on a daily basis?

Are teeth flossed on a daily basis?

Dentist:

Name
Date of Last Visit: /

MED/CAL H/ISTORY OF PAT/ENT

Have any of these conditions been present:
Yes Abnormal bleeding
Yes Allergic to latex/metals
Yes Asthma
Yes Cancer
Yes Congenital heart defect
Yes Convulsions/epilepsy
Yes Diabetes
Yes Handicaps/disabilities
Yes Heart murmur
Yes Hepatitis
Yes HIV+/AIDS
Yes Hospital stays/operations
Yes Kidney/liver problems
Yes Thyroid problems

Please discuss any medical problems:

Please list any medications taken currently:

Please list any known drug allergies:

Please list any other allergies:




