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Orthodontics



                                                                                                              Date: ________  Age(yr+mo): ________
Recall: ________  Age(yr+mo): ________

Recall: ________  Age(yr+mo): ________

Recall: ________  Age(yr+mo): ________

PATIENT INFORMATION:
Patient's Last Name:  ___________________________    First Name:  _______________________________   Middle Name/Initial:  _____
Birth Date:  _____/_____/_________      Age: _______        Sex:  [ ] Male   [ ] Female
      Nickname:  ______________________________
Home Phone: (_____) ______-___________   Cell: (_____) ______-___________ E-mail: _________________________________________
Patient's Address:  ___________________________________________________________________________________________________
City:  _______________________________    State/Zip:  _______________________ Years at current address:  ________       

Employer/School: _______________________________ Occupation/Grade: ______________________
Work Phone: _________________
Sports, Musical Instruments and Other Hobbies: ___________________________________________________________________________
Who referred you to our office? _____________________Why did you select our office? _________________________________________
Dentist’s Name: _________________________ Phone: _________________ Address: ____________________________________________

Date of Last Dental Visit: ​​________________​ How often does patient brush? ____________________ floss? _______________
Has patient ever had an exam by an orthodontist? [ ] Yes  [ ] No  If yes, explain: __________________________________________________
Have siblings had orthodontic treatment? [ ] Yes   [ ] No  If yes, name of orthodontist: _____________________________________________
FAMILY INFORMATION: (complete only if patient is under 18)
Parents are:  [ ] Married   [ ] Separated   [ ] Divorced             Who is financially responsible for this account? ___________________________
Father/Guardian: _____________________________ Cell Phone: ______________________ Home Phone:__________________________
Employer: ____________________________________ Work Phone: ______________________ Email: _______________________
Address (if different from patient’s): ______________________________________________________________________________
Mother/Guardian: _____________________________ Cell Phone: ______________________ Home Phone:_________________________
Employer: ____________________________________ Work Phone: ______________________ Email: _______________________
Address (if different from patient’s): ______________________________________________________________________________
Siblings (names and ages): ____________________________________________________________________________________________


EMERGENCY CONTACT:
Name of closet relative:  ______________________________Relationship to patient:  ___________________   Phone: __________________
INSURANCE INFORMATION:
Any dental insurance coverage?  [ ]Yes   [ ]No   Any orthodontic coverage?  [ ] Yes   [ ] No 

Primary Policy holder: ______________________ Relationship to patient: ______________ Birth Date: _________  SSN: ________________

Insurance company: ____________________ ID Number: ______________________ Group Policy Number: ___________________
Secondary Policy holder: ____________________ Relationship to patient: ______________ Birth Date: _________  SSN: ________________

Insurance company: ____________________   ID Number: ______________________ Group Policy Number: __________________
RECORDS RELEASE (read and sign):
I give Okamoto Orthodontics permission to perform an examination and to take any diagnostic records (study models, x-rays, photos) they deem necessary for an evaluation and treatment.   I have received a copy of the HIPAA Patient Privacy Regulations from this provider.
Signed (Patient/Parent or Guardian): ____________________________________________________  Date Signed: _____/_____/__________
Patient Name: _______________________________________         
MEDICAL HISTORY: (Answers are for office records only and are confidential. A complete history is vital to a proper orthodontic evaluation)


Does the patient currently have, or has previously had, any of the following conditions: (check all that apply)
[ ] Asthma

[ ] Hay fever

[ ] Sinus Trouble

[ ] Frequent sore throats

[ ] Pneumonia, emphysema, bronchitis

[ ] Tuberculosis

[ ] Chew/Smoke Tobacco

[ ] Kidney Problems

[ ] Endocrine or Thyroid Problems

 [ ] Diabetes

[ ] Polio, Mononucleosis

[ ] High or Low Blood Pressure
[ ] Shortness of Breath

[ ] Anemia, excessive bleeding

[ ] Heart conditions

[ ] Bone fractures, major accidents

[ ] History of eating disorder

[ ] Stomach ulcer or hyperacidity

[ ] Rheumatoid or arthritic condition
[ ] Birth Defects or hereditary problems

[ ] Taking Fosamax (Alendronate)
[ ] Mental health or depression

[ ] Loss of weight recently/ poor appetite

[ ] Vision, hearing or speech difficulties

[ ] Skin Disorder

[ ] Cancer, tumor, radiation or chemo

[ ] Hepatitis, jaundice or liver problems

[ ] Frequent headaches

[ ] ADD or ADHD
[ ] Substance abuse

[ ] STDs
[ ] Other: _____________
[ ] Other: _____________
Allergies or reactions to the following:
[ ] Anesthetics (Novocaine or Lidocaine)

[ ] Aspirin

[ ] Ibuprofen (Motrin, Advil)

[ ] Penicillin or other antibiotics

[ ] Sulfa drugs

[ ] Codeine or other narcotics

[ ] Metals (jewelry, snaps)

[ ] Latex (gloves, balloons)

[ ] Vinyl

[ ] Acrylic

[ ] Animals: _____________

[ ] Foods: _______________
[ ] Other: ______________
[ ] Other: ______________

Additional Information:

Patient’s Primary Physician: ________________________  Date of last visit: ____________   Reason: ________________________________

Tonsils or adenoids removed? When? _______________  Operations/Hospitalizations? Explain ______________________________________
Other physical problems or medical conditions: _____________________________________________________________________________
Being treated by another medical professional?  For: _________________________________________________________________________
Current Medications: __________________________________________________________________________________________________
(If Under 18) Girls: Has menstruation begun? [ ]Yes  [ ]No What age? _______   Boys: Has voice changed? [ ]Yes  [ ] No What age? _______

Height _______ Weight _______ Is growth complete? [ ]Yes [ ]No [ ] Unsure   Height of same sex parent _______________
DENTAL HISTORY: 
[ ] Requires antibiotic prior to dental cleaning?                [ ] Thumb/finger-sucking habit?  Until what age?_____
[ ] Baby teeth removed that weren’t loose
[ ] Permanent teeth removed

[ ] Periodontal problems or treatment

[ ] Frequent canker sores or cold sores

[ ] Chipped or injured teeth

[ ] Injury to face, chin jaw

[ ] Tooth grinding or clenching

[ ] Any pain/noise in jaw joint (TMJ)

[ ] Jaw locking open or closed
[ ] Mouth breathing 

[ ] Difficulty breathing

[ ] Abnormal swallowing habit 

[ ] Loose, broken or missing fillings

[ ] Trouble with dental treatment
[ ] Wisdom teeth removed

[ ] Missing or extra teeth

[ ] Cysts or infections

[ ] Bleeding gums

[ ] Difficulty chewing

FIRST VISIT:  What is your main concern for this visit?
[ ] Dentist referred

[ ] Crowding

[ ] Spacing

[ ] Crooked teeth

[ ] Overbite
[ ] Underbite
[ ] TMJ

[ ] Crossbite

[ ] Other _________________
How does the patient feel about wearing braces?  [ ] Excited     [ ] Neutral    [ ] Negative
Are you aware that some appointments may be during school/work hours? [ ] Yes 
DISCLAIMER:

I have read and understand the above questions.  I will not hold my orthodontist or any member of his/her staff responsible for any errors or omissions that I have made in the completion of this form.  If there are any changes later to this history record or medical/dental status, I will so inform this practice.

Signed (Patient/Parent or Guardian): ___________________________________________________      Date Signed: _____/_____/__________
Signed (Dental staff member): ________________________________________________________     Date Signed: _____/_____/__________
Welcome to Our Office!
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