


Dr. Albert and Dr. Thomas, Orthodontic Specialists

Patient Information Today’s Date: _________________________

Patient’s Name: _____________________________   _____________________________
       First             Last

Address: ___________________________________________   ________________________   ________  ____________

                    Street           City State           Zip

Home Phone _______ -  ____________________   Cell Phone _______ -  ____________________ Mom  Dad  Self  Other
           Please Circle

E-mail Address: ____________________________________ Date of Birth ________________________

Name of School (if applicable): ___________________________________________________________

Responsible Party Name: _____________________________   _____________________________

                      First Last

Employer: ______________________________________________ Occupation: _________________________________

Spouse’s Name:  _____________________________   _____________________________
       First             Last

Spouse’s Employer: ______________________________________ Occupation: _________________________________

Please check the following if treatment and financial information can be shared with another person. If not checked, 
information will not be shared.
Father: _________ Mother: _________ Stepfather: _________ Stepmother: _________ Guardian: _________ 
Spouse: _________ Other: ____________________  _____________________

First    Last

Orthodontic Coverage Only: Please make insurance card available for us to copy

Primary Insurance Carrier: _____________________________________________ Lifetime Max: $ __________________

Name of Policyholder: _____________________________   _____________________________
               First      Last

Policyholder Birth Date: ________________________________ Social Security Number:___________________________

Employer: ___________________________________________

ID#: __________________________________    Group #: __________________________________

If two Insurance Policies, please list Secondary: ___________________________________________

Name of Policyholder: ______________________   ________________________  Lifetime Max: $ __________________
          First   Last

Policyholder Birth Date: ________________________________ Social Security Number:___________________________

Employer: ___________________________________________

ID#: __________________________________    Group #: __________________________________

I give my permission to Dr. Albert and/or Dr. Thomas to examine the above named patient.

Signature: ____________________________________________     Today’s Date:_________________________________

Please turn over and fill out Page 2



Patient’s Information Patient’s Age: _________

Patient’s Dentist: _____________________________________________

Patient’s Physician: ___________________________________________

How did you hear about us?   Family _____  Friend _____  Dentist _____ Other (specify) ___________________

Who can we thank for referring you to us? __________________________   __________________________
          First  Last

Please name family members that are/or have been treated in our office: ________________________________

__________________________________________________________________________________________

Reason for Consultation: ______________________________________________________________________

Would another family member like to be seen? ________________________   ________________________
     First     Last

Patient Health History Information:

Are you currently in good health? Yes_____  No_____  Explain: ___________________________

Are you currently taking medication? Yes_____  No_____  Explain: ___________________________

Are you allergic to anything? Yes_____  No_____  Explain: ___________________________

Have you ever had head trauma? Yes_____  No_____  Explain: ___________________________

Do you need to be pre-medicated for any dental work?  Yes_____  No_____

If “yes”, what prescription do you take to pre-medicate? ______________________________________________      

Check if the patient has or had any of the following:

____Heart Trouble ____Thyroid Disorder ____Kidney Disorder

____Rheumatic Fever ____Blood Transfusion ____Malignancies/Tumors

____Fainting or Dizziness ____Epilepsy ____Radiation Treatment

____Diabetes ____High Blood Pressure ____Cold Sores

____Tuberculosis ____Anemia ____Herpes

____Mononucleosis ____Bleeding Disorder ____AIDS/HIV Positive

____Endocrine Disorder ____Hepatitis ____Bone Disorder

____Learning Disability ____ADD/ADHD ____Viral Infection

Check if the patient has or had any of the following:

____Frequent Colds/Flu ____Asthma ____Clenching/Grinding Teeth

____Strep Throat ____Mouth Breathing ____TMJ (Jaw Pain)

____Tonsillitis ____Snoring ____Headaches

____Adenitis ____Tonsils Removed ____Thumb/Finger Sucking

____Sinusitis ____Adenoids Removed ____Cracked or Chipped Teeth

____Bronchitis ____Otitis (Ear Infection)

Any other information you feel we need to know: ___________________________________________________

__________________________________________________________________________________________

       Thank you for filling out both sides of this form completely


