S exson Welcome to Sexson Orthodontics!

W
e We would like to welcome you and your child to our office. Our goal is to make every child's visit

Grthodontxcs Lid.

"

Tell Us About Your Child

Male Female

to teach good oral care that will enable your child to have a beautiful smile that lasts a lifetime.

PLEASE FILL OUT BOTH SIDES OF THIS FORM COMPLETELY.

pleasant and educational. The better we communicate, the better we can care for your child. We strive

r_@) Person Responsible For Account

Name: Relation:

Billing Address:

City State Zip
Hmi: { ) WE#( )

Cell #( ) E-mail:

SS#: DL#:

Child's Name;
Last First Mi
Nickname:
Birthdate; / / Age:
HM#: ( ) S8H:
Home Address:
City State Zip
Geneeal Dentist; Office#: () _
Addrcss:
City State Zip
Last visit date:
~mﬁo Is Accompanying Your Child Today?
Name: Relation:

DPo you have legal custody of this child? Yes No

Parent's Marital Status: D Single El Married
[] widowed  [] Divoreed [_] separated

List brothers / sisters with age:

How did you hear ahout Sexson Orthodontics?

Parental Information
) Mother I:I StepMom D Guardian f:]
Mame
Last First Ml
Birthdate: /[ Home#: ()
Celté#: () —— E-mail:
WE# () Emplover:
Father D StepDad [ ] Guardian []
Name:
Last Firsl MI
Birthdate: ____ [/ Home #: ( )
Cellit: { ) E-mail:
WEH# () Employer:
TWho is responsible for making appts?
Natne: Relation:
Best # tocondact: ()

" “ Orthiodontic Insurance Coverage

[Joes [T]ne

Primary fnsurance

insurance Co. Name:

msurance Co. Address:

City State
Insuranice Co. Phone #: ( }

Zip

Group # (Plan, Local or Policy#):

TD#;

Policy Owner's Name:

Relationship to patient:

Policy Owner's DOB f S8#:

Employer:

Employer Address:

City State
Secondary Insurance
Insurance Co. Name:

Lip

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 F SS#:

Employer:

Employer Address:

City State

Zip




Medical History
Child's Physician:

Phone #: 3
Your child's current physical health is:

D Good D Fair I:] Poor

Is your child enzrently under the care of a physician?

Date of last visit:

I wo, please explain: .

Please list alt drugs that your child is currently taking:

Has puberiy begum? Yes D No
Has menstruation begun? (Girls) Yes D No

Has your child ever had any of the following
diseases or medical problems?

Y M Abnormat Bleeding ¥ N Diabetes

Y N Allergies (o any Drugs Y N Handicaps / Disabilities

¥ N Allergic to Latex / Metals ¥ N Hearing Impaitment

Y N Allergic to Plastic Y N Heart Murmor

¥ N Any Hospital Stays ¥ N HIV/AIDS

Y ™ Any Opemations ¥ N Hepatitis

¥ N Asthng ¥ N Hemophilin

¥ N Cancer Y N Kidney / Liver Problems
Y N Congenital Heart Defect ¥ N Rhewmnatic / Scarlet Fever
Y N Convulsions / Epilepsy ¥ N Tuberculosis (TH)

Please discuss any medical problems thet vour child has had;

Please lisi alt drugs / things that your child is allergic to:

Dental History
What are the main concerns that you would like
orthodontics to accomplish?

Has your child ever bern evaluated or bad orthodontic treatment before?
Yes No

List any musical instraments played:
Has your child ever expetienced pain/ discomfort in histher jaw joist (TMITMD)?

Yes No
Have adenotds or tensils been removed? Yes Wo
Have thers been any injuries to the:
(Please Circle) Mouth Teath Face Chin
Does your child have any missing or extra permanent foeth? ‘Yes Mo
Dioes your child brush hisfher teeth daily? Yes No
Floss his/her teeth daily? Yes Mo

&\

Does / did your child have any of the
e Sfollowing habits?

Y N Clenching/Grinding Teeth Y N Nursiog / Botite Habit
Y N Lip Sucking / Biting ¥ ™ Speech Problems
Y N Mouth Breather Y N Thumb /Finger Sucking
Y N Mal Biting Y W Tongue Thrusting
In the event of an emergency,
1s there someone that we should contact?
Retation;
] HMm#EC Yy

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

1 understand that the infornration that I have given is correci to
the best of my knowledge, that I will be held in the strictest of
confidence and it is my responsibility to inform this office of any
changes in my child's medical stas.

1 authorize the orthodontic staff to perform the necessary
orthedontic services my child may need.

Parent/ Guardism Signature Fate ' g

Medical Histary Update;

1. Date: Parent Signature

‘ Comments;

2. Date: _ Parent Signature

Commers:

The Parent or Guardian who signs the Contract is Solely responsible for payment.

OFFICE USE ONLY — OFFICE USE ONLY - OFFICE USE ONLY

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

Doctor Signatum
Doctor's comments:

Date

Medical History Update:

i. Date: Dogtor Signature
Comments:
2. Date; Doctor Signature

Commenis:




Your Name: Your Birthday:

10,

11,

TELL US ALL ABOUT YOUI!

Do you have a nickname?

What is your favorite type of music?

Who is your favorite perforter?

What is your favorite sport or game?

Do you have any heroes?

What do you like to do in your spare time?

Do you have any pets? What kinds? What names?

What do you like best about school?

Do you have any friends or relatives that come to our office? Who?

To me, having braces would be...

Is there anything special you want us to know about you?

Thank you for giving us the opportunity to get to know you better! We look
forward to helping you get to know us better as welll

Dr. Sexson and Staff
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