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Weloome! Our spedcialty is creating smiles and to do this we treat people, not just teeth. We care about your total health and appredate
your time in completing this information sheet.

Patient’s name:
Responsible
Party’s Email
Patient’s Address: City Zip
Birthdate: Age: sex: Telephone:
School/Employer: Grade/Position:
Interest/Sports
Names and ages of
siblings:
Primary [ Mother [ Father [7] step parent [ Self [ Other (specify) Telephone:
Responsible Party: Cell phone:
Address: ' How Long?
Employer: Telephone:
Secondary [] Mother [] Father [ Step Parent [] Seif [T] Other (spedify) Telephone:
Responsible Party: Cell phone:
Address: How Long?
Employer: Telephone:
Referral Information
How Did You Hear About Us? [7] Dentist [ ] Patient [] Refative [] Acquaintance [ Other
Whom May We Thank For Referring You To Us?
Insurance Information (Please fill out completely so we may properiy file your insurance)
Name of Primary Orthodontic Insurance: Telephone:
Mother Father Step Parent Seif Other
Name of Policy Holder: (Es]pecify) D D D D
Policy Holder’s Palicy Holder's
Birthdate: Sodal Security Number:
Name of Secondary Orthodontic
Insurance: Telephone:
D Mother [] Father [:] Step Parent D seif [] Other
Name of Policy Holder: (spedify)
Policy Holder's Policy Holder's
Birthdate: Sodal Security Number;

Emergency Information (Name of person to contact in case of an emeraen

Name; Phone:

Relationship to patent: Page 1 of 2




Medical and Dental History

Name of physidian:
Curvent medications?

Have tonsits and/or adenoids been removed?  Yes[ ] No
Adolescent females ~ have you started menstruation? Yes[ JNo[]  Adolescent males - has your voice changed?  Yes[_JNo[]

Orde Yes or Ko for which the patient has/had a history: 1s pre-medication needed for dental precedures? Yes No
Ads/HIV Cv »[J cancer [Jv u[] Endocine =, Imml “me! OvsJ preumonia [Jvn[J Tooth Grinding[Jv s[]

problems
Allergies :
; Emotional Kidney ;
(expia;n O [ cerevrat paisy v 8] oo Ov 0 Son OvsJ eregnant  [Jvn[J Tuberasioss [Jv +[]

semia  [vo[] crestpains  [Ivold Eptepsy  [Jr o] parcne”  Oved Joeessd  [Ovad penee Oved

N Chronic neck Fainting, i j
wors Ovold S [ oD e Ovad Y0 Ove Mewmate  0vQ

Aspirin Oy 0] akingofjaw v 8[J Gavcoma v [ Mm{. e Oveld  scoliosis Oy «0
Asthina v +0 %Hm v o] Headaches  [Ivw[] penos [Jra[] sewres  [Ivo[J
Autimmune I n[] Diabetes Cv s ge:d'itum Oy« %Pa’é'pla o Y Sica Oy«
mdets Oy« % Ov«O 3miia.hhs;l.iver Oy~ m’ig O s m O ]

Bulimia O s ongaliergies v 8[J HF Igh Biood O~ Pe“|°d°“! - CJvsJ ™0 problems [ v v[]

Are there any medical conditions, allergies, problems we have not discussed that you feel we should be aware of? Yes No

Name of dentist or dental practice: 7 Date of last deaning:

Reason for consultation and your concems about your teeth:

, HIPPA
ACKN NOTICE FOR

PRIVACY PRACTICES

L, can receive a copy of the HIPPA Notice of
Privacy Practices which hangs on the wall in Dr. Akridges' waiting room.

Patients name

Parent or Guardian's name

Date

YE N[ JAre you aware that some appointments will be during schobl/Work hears?

Benefits of Orthodontics

Oﬂwdomtslsaswicematpmyidsanlmpmvementln the appearance of the teeth, in the general fundion of the teeth, and in general dental health.
T%,m@mmmhﬂm&bo@mﬂandcanfaﬂmrspmdmmm If good oral hygiene is not practiced, tooth decay and enfarged gums
can result. Joint discomfort and root shortening are observed in a small percentage of cases. Teeth change throughout our lifetime and there can be some
movement of teeth and some change after treatment.

I hereby state that I have read and understand the above paragraph. 1 have truthfully answered all of the above questions and agree to inform this office of
any changes in medical or dental history.

Signature: Rejationship To Patient: Date:




