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MEDICAL HISTORY FORM CHILD
PATIENT INFORMATION:

Name:__________________________________________________________________________

Address:________________________________________________________________________

City/State/Zip Code:_______________________________________________________________

Home Phone:____________________________

Gender:       M       F

Date of Birth:______________________________
Age:__________________ 

PARENT/LEGAL GAURDIAN RESPONSIBLE FOR ACCOUNT:

Mothers Name:__________________________________________________________________

Address:_______________________________________________________________________

City/State/Zip Code:______________________________________________________________

Home Phone:_______________Work Phone:___________________Cell Phone:______________

How Did You Find Out About Our Practice/Who May We Thank For This Referral?

_________________________________________________________________________________

ORTHODONTIC INSURANCE INFORMATION:

An Identification number is required to submit insurance claims.  Sometimes it is you social security number.  If you prefer to not provide you social security number, please call you insurance company to find out your personal identification number and provide us with that information. Thank you.

Insurance Company Name:________________________________________________________

Address:_______________________________________________________________________

Phone #:____________________________Group#_____________________________________

Name of Policy Holder:____________________________________________________________

Date of Birth:_____________________Social Security # or ID #:____________________________

Name Of Employer:_______________________________________________________________

There are many different agreements between insurance carriers and their subscribers, and each contract provides a different benefit.  Not everyone with dental insurance will have orthodontic coverage.  Please note that orthodontic insurance is different from regular insurance in that each insured individual usually has a lifetime maximum benefit for orthodontic services.  This benefit is paid as a percentage of the orthodontic fee until the benefit maximum has been reached, which can be paid up to a two year period. In some cases, you may have a deductible to meet first.

DENTAL HISTORY:

Name of Present Dentist:______________________________________________

Dentist location and Phone:____________________________________________

Date of last check up:_________________________________________________

Habits:

____Thumb Sucking



____Nail Biting



____Lip Biting/Sucking

Current Dental Condition:    Good   /    Fair    /   Poor

Any T.M.J. (jaw joint) pain or clicking? Y  /  N

MEDICAL HISTORY:

Have you ever had any of the following diseases or medical problems:

(Circle Appropriate Responses)

Heart Murmur
Congenital Heart Defect

Tuberculosis

Hepatitis

HIV/AIDS


Hi/Low Blood Pressure

  Cancer

Diabetes


Kidney/Liver Problems

Rheumatic Fever
Difficulty Breathing

Severe Headaches

  Glaucoma

Cold Sores


Ulcers

Hearing Impairments
Emphysema


Sinus Problems

Asthma

Any Medical Problems We Should Be Aware Of:_________________​__________________________

__________________________________________________________________________________

Any Allergies to:            Latex    Y  N

Aspirin  Y  N

Metal    Y  N

I understand the information that I have given is correct to the best of my knowledge, that it will be held in the strictest of confidence, and it is my responsibility to inform this office of any changes in the medical status.  I also authorize the dental staff to perform the necessary dental services that are needed.

_____________________________________________________________________________________


Signature (Parent/Guardian)



Date

_____________________________________________________________________________________


Signature (Parent/Guardian)



Date

