
______ _ 

Date Confidential Responsible Party Information ABC 

Name Marital Status.____ 
Last First Middle 

DOwn 0 RentResidence C't State ZipStreet ' y 

Mailing Address City State Zip
Street 

How long at this address Home Phone Work Phone_______ 

Previous Address (if less than 3 yrs.)_--;;;:::;--_______;:::::-:-____----;:::-::-:-::-_______--=-__ 
Street City State Zip 

Social Security # Birthdate Relationship to Patient____. 

Employer Occupation No. Years Employed_______ 

Spouse's Name Relationship to Patient______ 
l ast First MiSldle 

Employer Occupation .______ No. Years Employed____.___ 

Social Security # Birthdate Work Phone__________ 

Confidential Patient Information 

Patient's Name 
st------------------~~~~-------------------------------------~M~------~L~a~ ~ t i dd7.le-----------

Address 
------------~S~tr-ee Ci7t----------------~~~------------------~S~ta~te------------------L~p-----------

Home Phone Birthdate Social Security #_________ 

If patient is a minor, give parent's or guardian's name_______________________ 

Whom may we thank for referring you to our office?________________________ 

Insurance Information 

Policy Holder's Name and Soc.Sec. #___________ 


Insurance Company Group No. Union Local No.______ 


Insurance Co. Address Insurance Co. Phone_______ 


Policy Holder's Employer________________________________ 


Do you have dual coverage? No 0 Yes 0 If yes: 

Policy Holder's Name and Soc. Sec. #_________ 

Insurance Company Group No. Union Local No.______ 

Insurance Co. Address Insurance Co. Phone, 

PolicyHolde~s Em~oyer________________________~-------

Emergency Information 

Name of nearest relative not living with you__________________________ 

Complete Address_____________________________________ 

Phone_____________ Relationship:_______________ 

I understand that where appropriate, credit bureau reports may be obtained. 


Signature (Parent's signature ~min00_______________________________ 


Updates (date & initial)__________________________________ 


CONFIDENTIAL (ror rec<>rd and pretreatment eva luation) 
o ZuelJce & Associates, Inc. 0409 



• • • • • • • • • • • • • • • • • • • • • • • • Medical History ••••••••••••••••••••••• 
It is my responsibility to inform this office of any changes in my child's medical status. (initials) 
Is patient in good health? Yes 0 No 0 (explain)_________________________ 
Does the patient have any history of major illness? Yes 0 No 0 please list ________________ 
Is patient a smoker? Yes 0 No 0 
List any drugs/medication now being taken reason?______ 
Li~anyallergiesordrugsensitivi~-________________________ _ _ ____ 
Patient's Physician _____________________________________ 

Name address phone # 
When was patient's last dental exam dentist name ________________ 
Patient's height/weight / mothers height/fathers height.-___..:..../______ 
If female when did patient start menarche ____________ 
Is patient subject to Nervous disorders, fainting or dizziness? Yes 0 No 0 
Profuse bleeding? Yes 0 No 0 
HIV positive? Yes 0 No 0 
Has patient had Rheumatic Fe'ver? Yes 0 No 0 
Does patient have or has the patient had Hepatitis? Yes 0 No 0 
Does the patient have frequent colds,sore throats or ear infections? Yes 0 No 0 
Asthma? Yes 0 No 0 
Is there any medical condition we should know about prior to Orthodontic Treatment? Yes 0 No 0 
Please explain _____________________________________ 
Have tonsils and adenoids been removed? Yes 0 NoD If so, what age? ____ 
Antibiotic pre-medication necessary? Yes 0 No 0 
Does the patient have speech problems? Yes 0 No 0 
Is patient a mouth breather? Yes 0 NoD 
Finger or Thumbsucking habit? Yes 0 No 0 
Has dentist informed you of any missing or extra permanent teeth? Yes 0 No 0 
Any lower jaw problems? Yes 0 No 0 Ifso,joint soreness? Yes 0 No 0 
Popping/clicking joint? Yes 0 No 0 
Do you wake up with jaw soreness in the morning? Yes 0 No 0 
Is there any history of trauma to face or lower jaw? Yes 0 No 0 
If yes please explain: ____________________________________ 

Is there more dental work to be done according to patient's dentist? Yes 0 No 0 

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

• • • • • • • • • • • • • • • • • • • • Orthodontic Examination ••••••••••••••••••••• 

I. 	 Habits: Tongue Thrust 0 

Finger or Thumbsucking 0 Thumbdeal appt: 


2. Disposition of Case: Patient will call 
Dentist letter 0 NP letter 0 We will call 

w/xray 0 
3. Clear brackets 0 Stainless 0 	 w/photo 0 w/ceph 0 

Comments: 

Financial Total: 	 Treatment Time: Appointment:________________ 

A B C Sent for Records Received Records -----­
date date 


