Sexson

Otthodontics, Ltd.

Smiles With Style

"

educationial. The better we comimunicate, the better we can care for you,
PLEASE FILL OUT BOTH SIDES OF THIS FORM COMPLETELY.

Welcome to Sexson Orthodontics!

We would like to welcome you to our office. Our goal is to make every visit pleasant and

‘_@ Person Responsible For Account

Name: Relation:

Billing Address:

City State Zip
Hmd#: ( ) WEKH#{ )

Cell #( )] E-mail:

S8#: DLt

Tell Us About You
Today's Date: Male  Female
Name:
Last First MI
I prefer to be calied;
Birthdate: ! / Age:
HMH: ( ) WEKH#: ( }
Cell #: ( ) E~mail:
SS#: DL#:
Home Address:
City State Zip
Employer:
Emplover's Address:
How long there? Qcecupation:
When and where are best times to reach you?
Other family members seen by us:
General Dentist: Office #:( )
Address:
City Stale Zip
Last visit date:
How did you hear about Sexson Orthodontics?
Spouse Information
Name:
Last First MY
Birthdate: / / SS#:
Cell #: { } HE-mail:
WEH: ( ) Employer:
Employer's Address:
In the event of an emergency,
1s there someone that we should contact?
Name Relation:
WK () HM# ()

= ? Orthodontic Insurance Coverage

e [Jove

Primary Insurance

Insurance Co. Name;

Insurance Co. Address:

City State
Insurance Co. Phone #; { )

Zip

Group # (Plan, Local or Policy#):

ID#:

Policy Owner's Name:

Relationship to patient;

Policy Owner'sDOB  /  / S84

Employen:

Employer Address:

City Staie
Secondary Insurance
Insurance Co. Name:

Zip

Insurance Co. Address:

City State
Insurance Co., Phone #: { }

Zip

Group # (Plan, Local or Policy#):

1D+

Policy Owner's Name:

Relationship to patient:

Policy Owner's DOB [ S8#:

Employer;

Employer Address:

City - Siate

Zip




Medical History
Do you have a personal physician? |:] Yes [:] No
Physician's Name:
Phone#: (  } Prate of last visit:
Your currgnt physical heatth is: D Good [j Fair [___] Poor

Are you currently under the care of a physician?
1f so, please explain: S

Are you taking any prescription/over-the-counter drugs? [:] Yes D No
Please List;

For Women: Are you taking birth controt pills? D Yes E] No

Are you pregnant? E Yes D No Week:
Are you nursing? Yes [:[ No
Have vou ever had any of the following
disgases or medical problems?

Y N Anemin/Radiation Trestment ¥ M Heart Surgery/Pacemaker
Y M Antificial Bones/Joints ¥ N Hemophilia/Biceding
Y N Arnifigial Valves Y N Hepatitis
¥ N Asthma/ Arthritis Y N HighfLow Blood Pressime
¥ N Blood Transfusion ¥ N HIV+/AIDS
¥ N Cancer/ Chemotherapy ¥ N Hospitatized for Any Reason
Y N Congenital ieart Defect ¥ N Kidney Problems
¥ N Diabetes/ Tuberendosis (TH) YT N Mital Valve Problems
Y N Difficulty Breathing Y ™ Psychiatric Problems
Y N Drug/ Alcohol Abuse Y N Rheumatic / Scaclet Fever
Y N Emphysema/Glaucoma ¥ N Severe/Freguent Headaches
Y N Epilepsy / Seixures / Fainting Spells ¥ N Shingles
Y N Fever Blisters / Herpes ¥ N Sinus Problems
¥ N Heart Attack / Stroke ¥ N Ulcers/ Calitis
¥ N Hearl Muomur ¥ N Venereal Disease

Please list any serious medical condition(s) that you have ever had:

oy,

T N Aspirip

Medical History Continued

Are you allergic to any of the following?

Y N Dental Anesthetics Y N Peniciltion
Y N AnyMetal/Plastic ¥ N Erythromycin ¥ N Codeine
Y N Tetracycline ¥ N Laex Y N Other
Please list any other drugs that you are allergic to :

Dental History

otthodontics to accomplish?

Have yon ever bad or been evatuated for orthodontic treatment?
Yes No

Have you ever had a serious/difficult problem associated with any
previpus dental work? Yes Mo
Do you now or have you ever experienced pain/ discomfort in

your jaw joint (TMY/TMIN? Yes Mo
Your current dental health is: Good Fair Poor
Do you like your smile? Yes Mo
Do your gums ever bieed? Yes Mo
Have you gver had an injury to your;

{Plepse Circle)  Mouth Testh Chin

Do you have any speech problems?

Do you generally breathe through your mouth? (Please Cirele One)
Awike? Y N Asleep? Y N
Do you have any missing or extra permanent (eeth?

Yes Mo

Our office s commited to meeting or exceeding the standards of
infection control mandated by OSHA, the CDC & the ADA.

Y understand that the information that I have given is correct to
the best of my knowledge, that I will be held in the strictest of
confidence and it is tny respunsibility to inform this office of any
changes in my medical status,
T authorize the orthodontic staff to perform the necessary
orthodontic services I may need, g

Patient Signatare Drate

The Individual who signs the Contract is Solely responsible for payment.

Medical History Update:
1. Date:
Comments:

Patient Signature

2. Date:
Comments:

Patient Signature

OFFICE USE ONLY — OFFICE USE ONLY - OFFICE USE ONLY

I verbally reviewed the medical / dental information above with the
patient named herein,

Doctor Signature Date

Bactor's comments:

Medicat History Update:

1. Dute: Doctor Signature
Commenis:

2. Date: Doctor Signature
Comments:
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