Patient History 

                                                                                              Today’s Date_____________

Patient’s Full Name _________________________________ Age _______   



       Last              First            Middle 

Date of birth____________       Sex: Male/Female  

Home Address_________________________________________________ 

City__________________________ State ________ Zip Code___________

 Phone Number (       )____________________Mom Cell___________________
Dad Cell______________________________
Patients School/Employer_________________________________________
Father’s/Husband’s Name_________________________________________ Occupation_____________________________________________________

Business Name___________________________Business Phone___________  

Father’s Birthdate________________________________________________

Mother’s/Wife’s Name_____________________________________________

Occupation______________________________________________________

Business Name__________________________Business Phone______________

Mother’s Birthdate__________________________________________________

Person Responsible for Account_____________________SS#______________

Address_________________________________________________________

Orthodontic Insurance Company____________________________________

Insurance Company Address________________________________________

Parents/Patient: Married__________Single___________Divorced____________
Patient’s Dentist________________________________

What is your main concern?_______________________________________

Primary Email Address___________________________________________

For Treatment Purposes Please Indicate Race/Ethnicity__________________

How did you hear about our office? Your  Dentist______ Friend________ 

Internet______ or Yellow Pages________

Has any other family member been a patient?____  If so, name_______________ & Relationship__________________________









  Yes             No

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

If so, describe _____________________________________

Does the patient grind their teeth?




    FORMCHECKBOX 

          FORMCHECKBOX 

Has the patient ever sucked a thumb or fingers?


    FORMCHECKBOX 

          FORMCHECKBOX 

Have you been informed of any missing or extra permanent teeth?      FORMCHECKBOX 
              FORMCHECKBOX 

Does the patient’s face/teeth resemble his/her mother or father?          FORMCHECKBOX 
              FORMCHECKBOX 

Has an Orthodontist been consulted previously?                                   FORMCHECKBOX 
              FORMCHECKBOX 

How often does patient brush their teeth a day?__________

