We look forward to seeing you: @)

at a m / pm
+a l len We would appreciate you arriving 10 minutes before

g the appt time with this form completed.
ortho ontics ’

l

[ Today’s Date: ]

ADULT FORM

Please take this time to tell us about yourself. INSURANCE
Name: .
First Middle Last Primary Dental Insurance
Mr. Q Mrs. A Ms. Q Miss O Dr.Q Orthodontic Coverage: O Yes U No
Employer:
| prefer to be called OMale QOFemale
N Insurance Co. Name:
ickname
Insurance Co. Address:
Birth Date / / Age:
Home Address: Insurance Co. Phone;( )
Insured Name:
City: State: Zip: . . ]
Relation to Patient: Birth Date: / /
Home Phone: ( ) SSH#: Group #:
Cell Phone: ( )
Secondary Dental Insurance
How long at current address: Orthodontic Coverage: O Yes O No
Singled  Marriedd  Divorcedd  Separatedd Widowedd Employer:

Children (Please list names and ages.) Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone:( )

Have any other family been seen in our office? Names: Insured Name:
Relation to Patient: Birth Date: / /
SS#: Group #:

#* I hereby authorize the release of any information relating to this claim

EMPLOYER INFORMATION Signature

PERSON RESPONSIBLE FOR ACCOUNT

Employer:
Occupation:

Name: Relationship
Work Address:

Billing Address:
City: State: Zip:

City: State: Zip:
Work:( ) Years of employment ? Home:( ) Celly( )

E-mail Address:

SPOUSE INFORMATION

Emergency Contact:

Relation: Phone:( )

His / Her Name:

Birth Date : : Age: [T understand that where appropriate Credit Bureau reports |

may be obtained.

Employer:

Signature

Bl
Work Phone ) Bt GENERAL DENTIST

Years of employment ?

Occupation:

Name: Last dental exam

My dentist referred me to Waugh and Allen Orthodontics:

Who may we thank for referring you to our office?
U Yes U Another Orthodontist 1 None




MEDICAL HISTORY

DENTAL HISTORY

A complete history is vital for a proper orthodontic evaluation.

Physician:
Phone No: Date of last visit:
Are you taking any prescription medication: UYes UWNo

If yes, please list which one(s):

For Women: Are you pregnant? OYes ONo

Have you ever had any of the following diseases or medical
problems? (Please circle all that apply.)

gAbnormal Bleeding Hepatitis
AIDS or HIV positive
[lArtificial Bones / Joints
[ 1Asthma Kidney Problems
[ 1Birth Defects Mental Health / Behavioral

[Blood Pressure-High or Low Mitral Valve Prolapse

Immune System

Jaundice or Liver Problems

[1Bone Disorders Nervous Problems
[1Cancer or Tumors
[ 1Chest Pain

[ 1Congenital Heart Defect

Neurological Problems
Pneumonia

Polio, Mono or Tuberculosis
[ 1Convulsions
[IDiabetes

DEar, Nose or Throat

Prosthetics
Radiation / Chemotherapy

Rheumatic or Scarlet Fever [

[1Endocrine or Thyroid Rheumatoid / Arthritic C
[Epilepsy Sickle Cell Disease / Traits [
[ 1Excessive Weight Loss/Gain Skin Disorders [l

IFainting Spells or Seizures  Speech Difficulties O
[ 1Handicap / Disabilities Stomach Ulcers/Hyperacidity
THay Fever or Sinus Trouble Swelling Ankles

[ THearing Impairment

[ 1Heart Trouble / Murmur

Tuberculosis

Vision Difficulties

Any Hospital Stays / Operations?

Are there any medical conditions we have not discussed that you feel

we should be aware of?

Have you ever been evaluated by an Orthodontist? 1 Yes O No

If so, by whom?

Have you ever had orthodontic treatment? U Yes U No
If so, by whom?
Were you happy with the results? U Yes U No

Have other members of your family had orthodontic treatment?
U Yes 1 No Were you happy with the results? U Yes U No
By whom (if other than Dr. Waugh)?

Chief complaint or reason for your visit today?

Appearance
If you could change one thing with the appearance of your teeth or

your bite, what would it be?

Are you happy with your smile? 4 Yes U No
Do you like the shape of your teeth? U Yes 4 No
Are you happy with your profile and jaw line? 1 Yes 1 No
Are you happy with the amount of gum tissue that you show when
smiling? U Yes U No
Function
Do you experience pain, clicking or discomfort in or near your ears?
U Yes U No
Do you have pain or tenderness in your jaw joints (TMJ / TMD)?
U Yes U No
Have there been any injuries to the face, mouth, teeth or chin?
U Yes U No
Have you been informed of missing or extra permanent teeth?
U Yes U No
Are you aware of any gum problems? U Yes U No
Have your tonsils or adenoids been removed? 1 Yes 4 No

Habits
Do you or did you have any of the follow habits? (Please circle)
|:| Clenching / Grinding Teeth [ ] Lip Sucking / Biting
[C1 Mouth Breather I Nail Biting
[C] Thumb / Finger Sucker (Until: age)

MEDICAL ALERT INFORMATION

Do you normally require antibiotic pre-medication prior to

dental procedures? [ Yes 0 No

Are you allergic to any of the following?

Latex dYes UNo Plastic dYes UNo
Nickel UYes UNo Aspirin - 1 Yes U No
Erythromycin U Yes O No Codeine U Yes U No

List any other allergies:

| hereby certify that | have reviewed the above medical
and dental history and agree that it is, to the best of
my knowledge, accurate at this time. If there are any
future changes in this information | will inform the

practice of these changes.

Patient’s Signature Date

Doctor’s Signature Date





<<

  /ASCII85EncodePages false

  /AllowTransparency false

  /AutoPositionEPSFiles true

  /AutoRotatePages /None

  /Binding /Left

  /CalGrayProfile (Dot Gain 20%)

  /CalRGBProfile (sRGB IEC61966-2.1)

  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)

  /sRGBProfile (sRGB IEC61966-2.1)

  /CannotEmbedFontPolicy /Error

  /CompatibilityLevel 1.4

  /CompressObjects /Tags

  /CompressPages true

  /ConvertImagesToIndexed true

  /PassThroughJPEGImages true

  /CreateJobTicket false

  /DefaultRenderingIntent /Default

  /DetectBlends true

  /DetectCurves 0.0000

  /ColorConversionStrategy /CMYK

  /DoThumbnails false

  /EmbedAllFonts true

  /EmbedOpenType false

  /ParseICCProfilesInComments true

  /EmbedJobOptions true

  /DSCReportingLevel 0

  /EmitDSCWarnings false

  /EndPage -1

  /ImageMemory 1048576

  /LockDistillerParams false

  /MaxSubsetPct 100

  /Optimize true

  /OPM 1

  /ParseDSCComments true

  /ParseDSCCommentsForDocInfo true

  /PreserveCopyPage true

  /PreserveDICMYKValues true

  /PreserveEPSInfo true

  /PreserveFlatness true

  /PreserveHalftoneInfo false

  /PreserveOPIComments true

  /PreserveOverprintSettings true

  /StartPage 1

  /SubsetFonts true

  /TransferFunctionInfo /Apply

  /UCRandBGInfo /Preserve

  /UsePrologue false

  /ColorSettingsFile ()

  /AlwaysEmbed [ true

  ]

  /NeverEmbed [ true

  ]

  /AntiAliasColorImages false

  /CropColorImages true

  /ColorImageMinResolution 300

  /ColorImageMinResolutionPolicy /OK

  /DownsampleColorImages true

  /ColorImageDownsampleType /Bicubic

  /ColorImageResolution 300

  /ColorImageDepth -1

  /ColorImageMinDownsampleDepth 1

  /ColorImageDownsampleThreshold 1.50000

  /EncodeColorImages true

  /ColorImageFilter /DCTEncode

  /AutoFilterColorImages true

  /ColorImageAutoFilterStrategy /JPEG

  /ColorACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /ColorImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000ColorACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000ColorImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasGrayImages false

  /CropGrayImages true

  /GrayImageMinResolution 300

  /GrayImageMinResolutionPolicy /OK

  /DownsampleGrayImages true

  /GrayImageDownsampleType /Bicubic

  /GrayImageResolution 300

  /GrayImageDepth -1

  /GrayImageMinDownsampleDepth 2

  /GrayImageDownsampleThreshold 1.50000

  /EncodeGrayImages true

  /GrayImageFilter /DCTEncode

  /AutoFilterGrayImages true

  /GrayImageAutoFilterStrategy /JPEG

  /GrayACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /GrayImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000GrayACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000GrayImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasMonoImages false

  /CropMonoImages true

  /MonoImageMinResolution 1200

  /MonoImageMinResolutionPolicy /OK

  /DownsampleMonoImages true

  /MonoImageDownsampleType /Bicubic

  /MonoImageResolution 1200

  /MonoImageDepth -1

  /MonoImageDownsampleThreshold 1.50000

  /EncodeMonoImages true

  /MonoImageFilter /CCITTFaxEncode

  /MonoImageDict <<

    /K -1

  >>

  /AllowPSXObjects false

  /CheckCompliance [

    /None

  ]

  /PDFX1aCheck false

  /PDFX3Check false

  /PDFXCompliantPDFOnly false

  /PDFXNoTrimBoxError true

  /PDFXTrimBoxToMediaBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXSetBleedBoxToMediaBox true

  /PDFXBleedBoxToTrimBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXOutputIntentProfile ()

  /PDFXOutputConditionIdentifier ()

  /PDFXOutputCondition ()

  /PDFXRegistryName ()

  /PDFXTrapped /False



  /CreateJDFFile false

  /Description <<



    /BGR <>

    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>

    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>

    /CZE <>

    /DAN <>

    /DEU <>

    /ESP <>

    /ETI <>

    /FRA <>

    /GRE <>



    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)

    /HUN <>

    /ITA <>

    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>

    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>

    /LTH <>

    /LVI <>

    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)

    /NOR <>

    /POL <>

    /PTB <>

    /RUM <>

    /RUS <>

    /SKY <>

    /SLV <>

    /SUO <>

    /SVE <>

    /TUR <>

    /UKR <>

    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)

  >>

  /Namespace [

    (Adobe)

    (Common)

    (1.0)

  ]

  /OtherNamespaces [

    <<

      /AsReaderSpreads false

      /CropImagesToFrames true

      /ErrorControl /WarnAndContinue

      /FlattenerIgnoreSpreadOverrides false

      /IncludeGuidesGrids false

      /IncludeNonPrinting false

      /IncludeSlug false

      /Namespace [

        (Adobe)

        (InDesign)

        (4.0)

      ]

      /OmitPlacedBitmaps false

      /OmitPlacedEPS false

      /OmitPlacedPDF false

      /SimulateOverprint /Legacy

    >>

    <<

      /AddBleedMarks false

      /AddColorBars false

      /AddCropMarks false

      /AddPageInfo false

      /AddRegMarks false

      /ConvertColors /ConvertToCMYK

      /DestinationProfileName ()

      /DestinationProfileSelector /DocumentCMYK

      /Downsample16BitImages true

      /FlattenerPreset <<

        /PresetSelector /MediumResolution

      >>

      /FormElements false

      /GenerateStructure false

      /IncludeBookmarks false

      /IncludeHyperlinks false

      /IncludeInteractive false

      /IncludeLayers false

      /IncludeProfiles false

      /MultimediaHandling /UseObjectSettings

      /Namespace [

        (Adobe)

        (CreativeSuite)

        (2.0)

      ]

      /PDFXOutputIntentProfileSelector /DocumentCMYK

      /PreserveEditing true

      /UntaggedCMYKHandling /LeaveUntagged

      /UntaggedRGBHandling /UseDocumentProfile

      /UseDocumentBleed false

    >>

  ]

>> setdistillerparams

<<

  /HWResolution [2400 2400]

  /PageSize [612.000 792.000]

>> setpagedevice



	We look forward to seeing you at am  pm We would appreciate you arriving 10 minutes before the appt time with this form completed: 
	undefined: 
	undefined_2: 
	Todays Date: 
	Name: 
	salutation: Off
	Orthodontic Coverage: Off
	No: Off
	I prefer to be called: 
	Employer: 
	undefined_3: Off
	Male: Off
	Birth Date: 
	undefined_4: 
	undefined_5: 
	Age: 
	Insurance Co Name 1: 
	Insurance Co Name 2: 
	Insurance Co Address: 
	Home Address: 
	Insurance Co Phone: 
	undefined_6: 
	City: 
	State: 
	Zip: 
	Insured Name: 
	Relation to Patient: 
	Birth Date_2: 
	undefined_7: 
	undefined_8: 
	Home Phone: 
	undefined_9: 
	SS: 
	Group: 
	Cell Phone: 
	undefined_10: 
	How long at current address: 
	Orthodontic Coverage_2: Off
	No_2: Off
	Single: Off
	Married: Off
	Divorced: Off
	Separated: Off
	Widowed: Off
	Employer_2: 
	Children Please list names and ages 1: 
	Children Please list names and ages 2: 
	Insurance Co Name 1_2: 
	Insurance Co Name 2_2: 
	Insurance Co Address_2: 
	Insurance Co Phone_2: 
	undefined_11: 
	Have: 
	Insured Name_2: 
	Relation to Patient_2: 
	Birth Date_3: 
	undefined_12: 
	undefined_13: 
	SS_2: 
	Group_2: 
	Employer_3: 
	PERSON RESPONSIBLE FOR ACCOUNT: 
	Occupation: 
	Name_2: 
	Relationship: 
	Work Address: 
	Billing Address: 
	City_2: 
	State_2: 
	Zip_2: 
	City_3: 
	State_3: 
	Zip_3: 
	Work: 
	undefined_14: 
	Years of employment: 
	Home: 
	undefined_15: 
	Cell: 
	undefined_16: 
	Email Address: 
	Emergency Contact: 
	His  Her Name: 
	Relation: 
	Phone: 
	undefined_17: 
	Birth Date_4: 
	undefined_18: 
	undefined_19: 
	Age_2: 
	Employer_4: 
	Occupation_2: 
	Work Phone: 
	undefined_20: 
	Ext: 
	Years of employment_2: 
	Name_3: 
	Last dental exam: 
	Who may we thank for referring you to our office: 
	My dentist referred me to Waugh and Allen Orthodontics: Off
	Yes: Off
	Another Orthodontist: Off
	A complete history is vital for a proper orthodontic evaluation: 
	Phone No: 
	Date of last visit: 
	Are you taking any prescription medication: 
	undefined_21: Off
	If yes please list which ones: 
	Are you pregnant: Off
	Any Hospital Stays  Operations 1: 
	Any Hospital Stays  Operations 2: 
	Are there any medical conditions we have not discussed that you feel: 
	we should be aware of: 
	Do you normally require antibiotic premedication prior to: 
	dental procedures: Off
	Are you  allergic to any of the following: Off
	Plastic: Off
	Aspirin: Off
	Codeine: 
	Have you ever been evaluated by an Orthodontist: 
	Yes_11: Off
	Have you ever had orthodontic treatment: 
	Yes_12: Off
	Yes_13: Off
	undefined_23: Off
	Have other members of your family had orthodontic treatment: Off
	Were you happy with the results: 
	undefined_24: 
	Chief complaint or reason for your visit today: 
	If you could change one thing with the appearance of your teeth or: 
	your bite what would it be: 
	Are you happy with your profile and jaw line: Off
	undefined_25: Off
	Are you happy with the amount of gum tissue that you show when: Off
	Do you experience pain clicking or discomfort in or near your ears: Off
	Do you have pain or tenderness in your jaw joints TMJ  TMD: Off
	Have there been any injuries to the face mouth teeth or chin: Off
	Have you been informed of missing or extra permanent teeth: Off
	undefined_26: Off
	Nail Biting: 
	practice of these changes: 
	Date: 
	Date_2: 
	abnormal breathing: Off
	AIDS or HIV+: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Group2: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off


