Darren Haltom DDS MS Haltom Orthodontics Tucker Haltom DDS MS
Patient # Date filled out: scheduled by:
0000600060000 000000000¢ PatientInformation €666 00000600606006000000000

*Appointment Date time *Home Phone *Cell Phone

Please Circle: Mr. Mrs. Ms. Miss Dr. Rev. Other

*Patient’s Name

Last First Middle Preferred
*Address
Street City State Zip
Email Address: *Birth Date

*If patient is a minor, give parent/guardian name

*Who may we thank for referring you to our office?

*Please list friends/relatives treated in our office

*Patient’s Dentist Patient’s Activities & Hobbies

Patient’s School Grade Age *Gender

0000000000000 0000¢ Responsible Party Information ¢6666666060000000000

Please Circle: Mr.  Mrs.  Ms. Miss Dr. Rev. Other *Relationship to Patient
single married

*Name divorced other

Last First Middle
Address

Street City State Zip
How long at this address? *Home Phone *Work Phone
Social Security # Birth Date Email
Employer Occupation # of Years Employed

Spouse Information

Please Circle:  Mr. Mrs. Ms. Miss  Dr. Rev.  Other
*Spouse’s Name *Relationship to Patient Social Security #
Employer Occupation # of Years Employed
Birth Date *Work Phone Email
Previous Address How Long?

0000000000000 00000000 Insurance INformation ¢ 4666600000000 0000000¢
Primary Secondary

Insured’s Name

Insured’s Social Security #
Insured’s Employer
Insurance Company
Insurance Phone #
Insurance Address
Group #

e e e e e el )

print name of person signing form




0000000000000 0000000¢ Emergency INfOrmation ¢ 6660000000000 00000¢0

In the event of an emergency, is there someone we should contact? Name
Relationship Work # Home #

Cell #

0000000000000 000000000¢ MediCalHISIOrY 0000000000000 00000000 00

Is patient in good health? Yes O No O (explain)

Does the patient have any history of major illness? Yes O No O please list

Is patient a smoker? Yes 0O No O

List any drugs/medication now being taken reason?
List any allergies or drug sensitivity
Patient’s Physician
Name address phone #
When was patient’s last dental exam dentist name
Patient’s height/weight / mothers height/fathers height /
Is patient subject to Nervous disorders, fainting or dizziness? Yes (1 No O
Profuse bleeding? Yes 0 No O
HIV positive? Yes O No O
Has patient had Rheumatic Fever? Yes O No O
Does patient have or has the patient had Hepatitis? Yes O No O
Does the patient have frequent colds, sore throats or ear infections? Yes O No O
Asthma? Yes [0 No I
Have tonsils and adenoids been removed? Yes[1 No [ If so, what age?
Antibiotic pre-medication necessary? Yes 0 No O
Does the patient have speech problems? Yes O No O
Is patient a mouthbreather? Yes O No O
Finger or Thumbsucking habit? Yes 00 No O
Has dentist informed you of any missing or extra permanent teeth? Yes O No O
Any lower jaw problems? Yes [0 No [0 Ifso, joint soreness?  Yes [1 No [
Popping/clicking joint? Yes [0 No I
Is there more dental work to be done according to patient’s dentist? Yes O No O

I understand that where appropriate, credit reports may be obtained. It is my responsibility to inform this office

of any changes in my child’s medical status. Signature (parent signature if minor)

I have read and understand the privacy policy for this office. Signature

0000000000000 000000¢ OrthodonticEXamination €666 60660660606006006060000¢

1. Habits: Tongue Thrust N
Finger or Thumbsucking N Thumbdeal appt:

2. Disposition of Case:  Patient will call "

We will call Dentist letter [ NP letter

wi/xray [
3. Clear brackets [ Stainless [ w/photo [] wi/ceph [
Comments:
Financial Total: Treatment Time: Appointment:
A B C Sent for Records Received Records
date date
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