

 
 










 
 
 
 
 
 
 
 



































  



Name Preferred

: active / previous
(circle)





Are you here for orthodontic treatment (braces/Invisalign)?  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Yes     No
Ever consulted an orthodontist?   .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Yes     No
Has patient ever been treated by an orthodontist?   .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Yes     No
Who is your dentist?    When was the patient’s last dental cleaning? 
Do you plan on relocating in the next 1-2 years?    How did you hear about us? 
Other children in the household & their ages? 
Have your other children been treated here or examined here?  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Yes     No
If “YES”, who? 
Any problem with the patient’s health now?   .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Yes     No
Please list current medications:  
Have tonsils and/or adenoids been removed?  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Yes     No

Is pt being seen by a physician for any reason(s) other than yearly check-ups?   .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Yes     No
If so, explain treatment:  

Sensory issues and/or Autism Spectrum Disorder (ASD)



                                   INSURANCE INFORMATION 

 
Please fill out information for each dental plan that the patient is covered under. 

 
1.  Dental Insurance Company ____________________________________________ 

     Toll Free Phone # ______________________ 

     Subscriber’s Name________________________Relation to Patient____________ 

     Subscriber’s Social Security #________________________ 

     Subscriber’s Date of Birth _____________________ 

     Employer ____________________________ 

     Plan # _________________ 

     Group #________________    

     Claim’s Address _____________________________________ 

                                 _____________________________________ 

                                 _____________________________________ 

 

2.  Dental Insurance Company ____________________________________________ 

     Toll Free Phone # ______________________ 

     Subscriber’s Name________________________Relation to Patient____________ 

     Subscriber’s Social Security #________________________ 

     Subscriber’s Date of Birth _____________________ 

     Employer ____________________________ 

     Plan # _________________ 

     Group #________________    

     Claim’s Address _____________________________________ 

                                 _____________________________________ 

                                 _____________________________________ 

 

3.  Dental Insurance Company ____________________________________________ 

     Toll Free Phone # ______________________ 

     Subscriber’s Name________________________Relation to Patient____________ 

     Subscriber’s Social Security #________________________ 

     Subscriber’s Date of Birth _____________________ 

     Employer ____________________________ 

     Plan # _________________ 

     Group #________________    

     Claim’s Address _____________________________________ 

                                 _____________________________________ 

                                 _____________________________________ 




