PATIENT REGISTRATION

Welcome to our office. This personal information will help us to be the most considerate of your time and feelings.
The success of orthodontic care is a team effort between patients, parents, and we the providers. This information
will help acquaint us with you or your child. It is important that you provide all the information requested. Thank
you. All information is, of course, confidential.
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PATIENT INFORMATION
Patient Name Nickname (if any)
Patient Address (Street)
(City) (State) (Zip) Patient Phone Number
Patient Date of Birth Patient Sex Male _ Female

Patient Cell Phone Numbér
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PARENT/GUARDIAN INFORMATION

Mother's Name Mother's Home Phone No.
Mother’s Employer Mother's Work Phone No.
Mother’s Cell Phone No.
Mother's Home Address (If different than patient's address)
(Street) (City) (State) (Zip)
Father's Name Father's IHHome Phone No.
Father's Employer __Father's Work Phone No.
Father’s Cell Phone No.
Father's Home Address (If different than patient's address)
(Street) . " (City) _ (State) @ipy_ - e
Parents are __ married ___divorced ___separated
Step parents name(s) (if applicable) 1.2
Patient lives with (check all that apply) _ mom _ dad ___joint custody ___other

Is there anything about your child's living situation, custody, guardianships, or other living
arrangements of which we should be aware?

Party responsible for payment
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Name and ages of children in the family

Have any other family members had orthodontic treatment? Yes ~ No
Where was the orthodontic treatment rendered?

Whom may we thank for referring you to our office?

Relationship Address
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HABITS
NOW PAST NOW PAST
Thumb sucking i Smoking
Nail biting WAt Grmding - =es . =
Tongue thrust RO Mouthbreathing
Pacifier el Other (explain)
DENTAL HISTORY

Patient's Dentist

When seen last? o WO S o
Has patient ever had any problem following dental care? e
Has the patient ever experienced trauma to his‘her teeth, lips, or jaw?
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