Lakeview Orthodontics

Date Chart #
Patient'’s Name ' Age Birth Date Sex
©  Last First Middle Preferred Name

Address City State Zip
Telephone Cell Whom may we thank for referring you?
School Grade Cell Phone Carrier Email:
Patient’s Dentist Last Visit Physician
Father's Name Address Zip

Employed by Business Phone

Business Address Soc. Sec. #

Driver’s License # Date of Birth
Mother’'s Name Address Zip

Employed by Business Phone

Business Address Soc. Sec. #

Driver's License # Date of Birth
Is patient adopted or Foster? Yes ( ) No( )
Person financially responsible for this treatment

Address
Names and ages of other children
Main complaint (in patient’s or parent’s own words)

MEDICAL HISTORY
Please check any of the following conditions or problems patient has experienced
AT 1] e o P ——— T e e ( ) Fainting or dizziness.............. (i ) MUBS s ()
AT P —— (i 5 ENotenal. s s (| ) HeatNg o wiminsmmvmiig ( ) Rheumatic fever ... sl )
ARBIMI e casavd ( ) Endocrine (Hormone)............ (( ) HegM b [ Spetehoa e s ()
PN civvn prsscsmsessunniassa [ ) Epilepsisasssammems I 1 = 1) (L ) Tuberculosis ...... il )
Bone (fracture)..........c.cceveeae. ( ) Excessive bleeding................ R () IOINEE e e e ()
GONVUISIONS s dssmininin I = Lo L B ()
Have you or any of your family members been diagnosed as being HIV positive?
List any drugs or medications now being taken: Give reasons:
List any allergies or drug sensitivity:
DENTAL HISTORY

Does patient have decayerl AEEt OWT : v i e o s v o e £ 58 o et e e e A K Yes ( No (
Have there been any injuries to the face, mouth or t8eth 2. No (
Has the patient ever sucked a thumb or finger? Until What 8B 7 ....cccciiiiiiieiiiirisi e eees st sre s b e snssmsssbssas st sssssnssmsansssees Yes ( No (
Is patient’s oral hygiene: Poor Fair Excellent Sporadic
Have you been informed of any missing or extra permanent teEt7? ........cc.coieviirirniiiiericiimieri et sn e s s s ressesesns Yes ( No (
Has aniotthodontist been ' conSURSd PraVIQUSIYT .. i immmmeinien st foe by siss e oo s ewiess eeaiams b wasssadsane Yes ( No (
Does the patient’s face resemble: Father Mother Neither
Has either parent had an orthodontic PrOBIBIM? .. ...cvie it besb e saess e st saa st s s ere e sssese s e b ensesssnesresssasenan Yes ( No (
Was ertherparentitreated-for oot ontiE ProBIBIIST . . v usstumussresnssnm s smmmss sveanssonns sy e eyt o0 RT s s T wersovs Yes ( No (
If yes, describe briefly.
Does patient see dentist for regular dental trEaIMEBNT? .. ...c..o..eiiiiii i i b s es bbb s st et s ebs s st anbsstssabanbasae s srnis Yes ( No (
How often? .
Does PATIENT desire OrthodONTIC trEATMENT? ... .....ciieeies e eecaeis s e e eeseessssenss s eesssos e e sessass et saseesssssnteetensssasan s eas st anssenesnsenes Yes ( No (

Mother’s Height Father’s Height
REMARKS

Signature of parent or guardian

INSURANCE: Do you have Dental Insurance and do you plan to file?

Insured Name: DOB Policy #




