Stan D. Drabi|<, DD.S.i

Orthodontic .SPccialist for Children & adults

Today's Date

Welcome to our practice! We strive to make every
child's visit pleasant and comfortable. To help us meet
all of your child's healthcare needs, please fill out this

form completely in ink.

Your Child Responsible Party

Child's Name Name
Prefer to be called Sex Relationship

Birthdare Age Address

School Hobbies City State Zip
List Brothers/Sisters with Age 5S5#

Date of Birth

Child's Home Address

Ciey  State Zip

Whom mav we thank for referring you?

Phone

Who is responsible for making appointments?

Name Home Phone

Cell Phone Work Phone Ext. Email

MOI'}]CI' Q Mother 0 Srepmother O Guardian Fatbef Q Father O Stepfather O Guardian
Name Name

Address Address -

Home Phone Cell Phone Home Phone Cell Phone

Work Phone Ext. Work Phone Ext.

Employer Emplover

Occupation Occupation

Marital Starus O Single O Married O Divorced Marital Status O Single 1 Married 0 Divorced

d Widowed W Separated O Widowed QL Separared
Primary Dental Insurance Additional Dental Insurance
Insured's Name Insured's Name
Relationship Relationship
Birthdate SS# Birthdate S5#
Employer Emplover
Occupation Occupation

Insurance Company

Insurance Company

Group # Insurance ID

Group # Insurance 1D

Insurance Co. Address

Insurance Co. Address

City State Zip

City State Zip

Insurance Telephone #

Insurance Telephone #

Financial Arrangements

For your convenience, we offer the following methods of payment:
Cash, Personal Check, Care Credit, Visa, MasterCard, Discover, and American Express

&

QOver Please



Has your child ever had any of the

What are the main concerns that you would like | | :
orthodontics to accomplish? o following medical problems?
¥ N Abnarmal Bleeding Y N Convulsions/ Epilepsy I
Y N ADD/ ADHD Y N Diabetes
. . .Y N Allergies 1o any Drugs Y N Handicaps / Disabilities
Has your child ever been evaluated or had orthodontic gl b e =S
treatment before? dyes ONo Y N Allergic to Latex Y N Hearing Impairment 1
. Y N Allergic to Metals Y N Heart Murmur ‘
" Have there been any injuries fo the o
face. mouth, teeth or chin? OYes ONo Y N Allergic te Plastic Y N Hemophilia
Do S Y N Any Hospital Stays Y N Hepatitis
List any musical instruments played: ¥ P % &
Y N Any Operations ¥ N HIV+/AIDS .
i i ? i
Hewesadeneids ortonsiisbeen temoved: QYes WNo Y N Antificiat Bones / Joints/ Y N Kidney / Liver Problems
Val
Has your child been informed of any Y N Asthmaa ves Y N Lupus
S 2
missing or extra permanent teeth® UYes UNo VN Bleomatich Seater Eaver
Y N Cancer
- Has your child ever had any pain / tenderness in ! . Y N Tuberculosis (TB;)
. YNC tal Heart Defect
his / her jaw joint {TMJ / TMD)? Oyes ONo |- engential neart betec
|
Does your child brush his / her teeth daily? dYes No Please list any medical problems that your child has / or has
had:
Floss his / her teeth daily? Ovyes dNo I
Child's Dentist: - i
Phone # (__) Date of Last Visit; ' o
Is you child currently under the care of a H hild , d f
RVATRIGER Oves ONo as your chiid ever :expenence any o
i Py ' the following?
?
RS RUREHy egUuR: Qves LINo Y N Clenching / Grinding Teeth Y N Nursing Botlie Habits
Has menstruation begun? (Girls) OvYes ONo Y N Lip Sucking / Biting Y N Speech Problems |
Y N Mouth Breather Y N Thumb/ Finger Sucking :
Please describe your child’s current physical health: Y N Nail Biting Y N Tengue Thrust |
JGood QFair Q1 Poor - T T
Please list all drugs that your child is currently taking: .. _..___ ’ In case of Emergency
Neighbor or Relative not living with you:
Name __ . _. .. ___ . _._ . s
Please list ail drugs / materials that your child is altergic to: Phone { ) e
' Address A
‘K City State Zip
I understand that the information that | have given |
is correct to the best of my knowledge, that it will If this office accepts insurance. | understand that | am respensible |
be held in the strictest of confidence and it is my far payment of services rendered and also responsible for paying

responsibili’ty to inform this office of any changes in any co-payment and deductibles that my insurance does not cover.

my child’'s medical status.

Signature Date

Signature of parent or guardian Date

The Parent or Guardian who accompanies the child is respensible for payment
Qur office is HIPAA Compliant and i1s committed to meeting or exceeding the standards of infection control mandated by OSHA, the CDC and the ADA.




