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Adult New Patient Information

	

	Date ______________________
	
	
	

	
	
	
	

	Patient’s Legal Name____________________________
	Goes by _____________
	Date of Birth________
	Age____
	Sex____

	
	
	
	

	Address________________________________________
	City_________________________ 
	State _______
	Zip _________

	
	
	

	SS#___________________    Employer_________________________
	Work Phone______________
	Home Phone______________

	
	

	Spouse’s Name __________________________________________________________________________________________________

	
	
	

	Employer____________________________________________________________
	Work Phone ______________________________

	
	
	

	Referred by _____________________________________________________________________________________________________

	
	
	

	Patient’s Dentist_________________________________________
	Patient’s Physician______________________________________

	
	
	

	General Appraisal
	
	

	
	
	

	What concerns you most about your teeth? ____________________________________________________________________________

	
	

	Do you have parents or grandparents with a similar problem? _____________________________________________________________

	
	

	Have any members of your family received orthodontic treatment? _________________________________________________________

	
	

	[bookmark: _GoBack]Date of  last dental check-up________________________________________________________________________________________

	
	
	

	Medical History
	
	

	
	
	

	Are you in good health?
	· Yes
	· No
	If no, explain: ________________________________________________________

	
	
	
	

	Do you have any history of major illness?
	· Yes
	· No
	If no, explain: ___________________________________________

	
	
	
	

	Check any of the following for which you have been treated:

	

	
	· Diabetes
	· Asthma
	· Bone Disorder
	· Fainting or Dizziness

	
	· Pneumonia
	· Allergies
	· Kidney Involvement
	· Nervous Disorders

	
	· Heart Trouble
	· Epilepsy
	· Endocrine Problems
	· Liver Involvement

	
	· Tuberculosis
	· Anemia
	· Prolonged Bleeding
	· Rheumatic Fever

	
	
	
	
	

	Patient has a tendency for:
	· Colds
	· Sore Throats
	· Ear Infections

	
	
	
	

	Have your tonsils and adenoids been removed?
	· Yes
	· No
	What age? _______________________________

	
	
	
	

	List drugs or medications that you are taking.
	Give reasons. _____________________________________________________________

	
List allergies or drug sensitivities:____________________________________________________________________________________



	 (
 OVER
)

General Appraisal

	

	· Yes
	· No
	Have you had any injuries to face, mouth, or teeth?
	______________________________________________

	
	
	
	

	· Yes
	· No
	Have you ever sucked thumb or fingers? Until what age?
	_________________________________________

	
	
	
	

	· Yes
	· No
	Do you have any speech problems?
	___________________________________________________________

	
	
	
	

	· Yes
	· No
	Are you a mouth breather while awake?
	_______________________________________________________

	
	
	
	

	· Yes
	· No
	Are you a mouth breather while asleep?
	_______________________________________________________

	
	
	
	

	· Yes
	· No
	Have you been informed of any missing or extra permanent teeth?
	_________________________________

	
	
	
	
	

	Billing Information

	

	Person responsible for account_________________________________________
	SSN_______________________________________

	
	

	Address, if different from patient____________________________________________________________________________________

	

	Employer______________________________________________
	Work Phone____________________________________________

	

	Insurance Information

	

	Subscriber’s Name_______________________________________________________________________________________

	

	Insurance Company____________________________
	Contract Number______________________
	Group Number_____________

	

	Do you have dual coverage? If YES, complete the following:

	

	Subscriber’s Name____________________________________________________________________
	Dath of Birth_______________

	
	

	Insurance Company____________________________
	Contract Number______________________
	Group Number_____________

	
	
	

	Authorization

	

	I have reviewed the information on this questionnaire and it is accurate to the best of my knowledge. I understand this information will be used by Montgomery Pediatric Dentistry & Orthodontics to help determine appropriate and healthful orthodontic treatment. If there is any change in my medical/dental status, I will inform the office of Montgomery Pediatric Dentistry & Orthodontics. I agree to be financially responsible for any and all charges for services rendered by this office. I further understand I am responsible for any for any collection agency and/or attorney fees, if those services are required to collect for any services provided by this office.

	
	
	

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

	
	
	

	
	
	

	Signature______________________________________________
	Date___________________
	Reviewed By__________________
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