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[bookmark: _GoBack]NEW PATIENT FORM – ADULTS

Date___________________
Patient’s Name_________________________________________________Birthdate_____________Age_____________
Address_____________________________________________City__________Zip_________Phone________________
E-mail __________________________________________________________  Cell Phone________________________
Employer____________________________________________Occupation_____________________________________
Employer Phone______________________________________ How long employed?_____________________________
Spouse’s Name____________________________________________________ Cell Phone _______________________
Employer____________________________________________Occupation_____________________________________
Employer Phone______________________________________ How long employed?_____________________________
Person responsible for account_________________________________________________________________________
Who referred you to this office?_____________________________________________________________________  __Online/previous patient/yelp/google (if so please tell us which keyword you used in the google search box)/facebook
Who Noticed the orthodontic problem? Patient___________________Dentist_____________________Other_________________
Patient’s Dentist_____________________________________________Physician________________________________
Last dental visit_____________________ ________________________Has dentist removed any teeth?______________
Describe the orthodontic problem in your own words_______________________________________________________
What is your main concern regarding this orthodontic problem? Cosmetic_______________ Functional_______________
What are patient’s  hobbies and/or sports?______________________________________________________________ __
										                          Yes                  No
Would patient mind wearing braces if necessary?....................................................................      ______            ______
Does patient have a health problem now?................................................................................       ______            ______  
History of injury to face, head, or teeth? …………………………………………………….       ______            ______
History of mouth breathing, finger or thumb sucking, nail biting? ……………….................       ______            ______ 
History of liver or kidney problem, epilepsy, endocrine disorders?........................................        ______           ______ 
Does patient mouth look like anyone else in the family? …………………………................       ______           ______
Are you aware that the success of treatment is dependent on patient cooperation? ................       ______           ______
Is patient under a doctor’s care and/or taking medication? ………………………….............       ______            ______
History of ear infection, sore throats, frequent colds, asthma or allergies? ……....................        ______           ______
Is patient allergic to any medication? ………………………………......................................       ______            ______
History of heart trouble, rheumatic fever, diabetes, bleeding disorders? ………....................       ______            ______
Have tonsils and adenoids been removed? (if yes, date_______)……………........................       ______            ______
Has anyone in the family had orthodontic care? ……………………………………….........        ______           ______
Has patient had a previous orthodontic examination? ……………………………….............       ______           ______
Do you anticipate a transfer or move in the near future?.........................................................        ______           ______
Any comments and /or questions? ___________________________________________________________________

Does patient have orthodontic insurance?______________________________________If so, please complete this section
Name of insured _______________________________________ SS# _________________________________________
Insured date of birth ____________________________________ Group number & name_________________________
Insurance company_____________________________________ Policy number_________________________________
Address of insurance company_________________________________________________________________________
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