Dependent Health History

PLEASE FILL OUT
Appointment Date &EMAIL BACK
Patient Preferred Name Age Birthday Gender
Patient Address City Zip Phone
Parent /Father’s Name Parent / Mother’s Name
Address Address
Home Phone Cellular Home Phone Cellular
Email Email
Parent / Father’s Employer Parent / Mother’s Employer
Dept. Position Phone Dept. Position Phone
Step Mother Step Father
Parents Marital status: Single_  Married__ Divorced Widowed _ Domestic Partner:

Who is responsible for account

Name of relative or friend not at the same address

Address

If divorced, patient lives with

Relationship

Do you have insurance that covers orthodontia?

_____yes _____no

If yes, please complete insurance information

Primary Insurance Person

SS# /1D Birthday
Ins Co Name

Address

Group # Phone

Secondary

SS# /1D Birthday
Ins Co Name

Address

Group # Phone

Signature authorizes release of information for insurance claim processing, and for any insurance benefit to be paid directly to Dr. Derek Damon.

X

Name of other family members treated in our office

Family Dentist

Relation

Principal Complaint

Regarding the patient:
Is patient in good health
History of major illness
Physical or medical difficulties
Under care of physician
Frequent colds, sore throats
Taking any medications

Jaw joints click or pop

Pain in jaw joints

Does patient grind their teeth

Require antibiotics before dental appointment

Other medical information we should be aware of

YE

Qoooooooon

S NO

Qoooooooon

Whom shall we thank for recommending us?

Date of last appointment

Hepatitis
HIV+/ AIDS
History of thumb-sucking

YES NO

Is the patient a mouth breather

HIN|NINN

Is there a speech problem
Have tonsils / adenoids been removed D
Allergic to any medications / specify D
Allergic to metal or latex / specify |
Frequent headaches / earaches D

Ooooooonn




