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ORTHODONTICS

S imp ly Sp ecta c u lar S miles

PATIENT INFORMATION

P O. Box 1686. 1790 Ball Street.
Tappahannock, VA 22560
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-(Em^ *%)
LAST NAME FlRSTNAME NICKNAME ss No sEx AIRTH DATE AGE

MAIUNGADDRESS CITY STATE ztP HOME PIIONE

SCHOOL Lrrt'ldent IGMDE BUSINESS P1IONE

EMAIL CELL PHONE

WHO MAY \{E TIANK FOR RECOMMENDINO US? NAME OF DENTFT DATE OF LAST VISIT

RET.ATED PATIENTS THAT A RE OR HAVE BEEN UNDER OUR C{RE NAMES & ACES OF OTHER CHILDREN

PARENT INFORMATION (please cornplete if patient is a minor)

ADDRESS (if difieMl fm dri6t ! ADDRESS {itdireE frm Fridrt

ST ZIP ST 

- 

ZIP

WORKPHONEHOME PHONE WORK PHONE HOME PHONE

CELL PHONE CELL PHONE 

-S, 

S

EMAIL EMAIL

EMPL.OYER

ADDRESS

EMPLOYER

ADDRESS

CITY sr _ ztP CITY sT _ zrP

INFORMATION ABOUT PERSON RESPONSIBLE FOR THIS ACCOUNT
NAME

CITY STATE zlP

HOME PHONE IBUSINESS PHONE ICELL PHONE EMAIL

IF DI VORCE IS I N VOLV LD, W HO IS THE CUSTODI A L PARENT?

POLICY HOLDER'S NAME INSURED SS*

I NSURED DATE OF AIRTH



Plelse check if patlenl h.s or har b.d

lYl tNl
[ ] [ ] Joint sw€lling

l I I I Bone disorders

[ ] [ ] Hea( lrouble

[ ] [ ] Mitral Valvc Prolapse

[ ] [ ] Rheumalic trouble

L ll lThyroid pmblems

[ ] [ ] Diabetes

[ ] [ ] Ernotional problcms

t I t I Brain injury

t ll l Kidney or liv€r i nvolvement

t I t I Joint Prosrh€sis

[ 1 t lHayfever, allergies

I I I lAsrhma

[ ] [ ] Tested Positive for HIV

tYl tNl

t I t lTuberculosis

t I t I Anemia

[ ] [ ] Epilepsy (convulsions)

t I t l Prolonged ble€ding

[ ] [ ]Faintness/Dizziness

t I t I Tonsils r€mov€d

t I t lAd€noids r€moved

t I { I Sor€ throats

t I l lTonsillitis

t I t lEaraches

t lI I Anhriris

t I [ ] karning disabilities

I 1t ] ADDiADHD

On items ch€ckcd iYes'i please provide u! with a ttror€ d€tail€d d€scription:

Pl€ase check if patient has or has h|d

tYl tNl
[ ] [ I Any injunes to face.nouth, t€eth? (circle)

[ ] [ ] Thumb, Rrs€r lip suckins? (circle)

I lI I More than average amount of decay?

[ ] [ I Any missing permanent t€eth?

I I I lAny €xtra permanenl teelh?

[ ] [ ] Any t€€th removed by €xtraction?

[ ][ ] Any difficulty in swallowing orchewing?

[ ][ ] Any pain orclickingon op€nins mouth?

I I I I Is patient adopted? At wbat age? _
I l[ ] Does patienl visitdentist rcgularly? Dat€ of last visit

{ I [ ]Any periodonral (sum) problems

t j t I Has an orthodonlist b€en consulted prEviously?

I I [ | How often do you brush _ floss __
Rea6oD:

Approrimately how much has palient grown in the last 

'€ar?
Ha\c tou or any nenbero{ }our ilmily or dc. rclalirc bad:
Rhcrmaloid oflhrilis? [ ]Yca I lNo Lupusll lY.s I lNo

whlrl.ul'l )r)u hle rohd\€oihodonuc rEhenr occomplrshl

Lis! any odei*riou illncss6l

AE ) ou all€rgic ro lltet? Sensitire b n€rals (Jetr€lry, sEF)

Lisr druForredi€tionsrd bcil8 ilt .?

Is Flictrr prenllt uder pntsicilnt 6rc?

P{iencs ltinld€ lotr.rd dthodontic rMtmcnr
(cirleon€) v€rynodulcd Willcoopcdteitn€€ded Notmotivared

Adolc&cniRh.lcs: Has ne.srruation beSun? [ lYes | ]No

Benefits
The bercfits of Orthodontics include aesthetics, health and function. Ofthodontics is a servtce thot provides an improvement in the

appearance oJ the teeth, in the general function of the teeth, and in general health.Teeth, gums and jaws are an intricate body part and
canfail to respond to treatment. IJ good oral hygiene is not practiced, tooth decay end enlarged gums can result. Joint discorufort and
root shortening are observed in a small percentage oJcases. Our teeth change throughout our lifetime and there can be some movetnent
of teeth and some changes aJter teatmcnt .

We do not cccept divorce decrees as assignment oJ responsibility Jor q child's orthodontic bill. The porent qccompanying the child
to the olfce should pay Jor the services ond seek any reimbursement Jrom the other parent.

To the best of my kntwledge, the above information is complete and correct. I give my permission for any photographs, x-rays, or
study models to be used for displays at scientilc ftEetings, prcsentations and publications of a scientifc nature to further the qrt ol
science of orthodontics. I agree to inform this offce of any changes in my medical or dental history. I authofize Dr. Faber permission
to perform a complete orthodontic evaluotion .

I understand a credit bureau report may be obtained.

Signature Dale


