
INFORMATION FORM FOR CHILDREN Date _______________________

HISTORY QUESTIONNAIRE
Patient's Name ________________________________  Birthdate ______________  Age ______
Patient's Address ____________________________ City _________________  Zip ___________
Home Telephone _____________________________ Nickname  (if any) ____________________
Ages of sisters _________________________    Ages of brothers _________________________
Name(s) of any family member in treatment now or previously in this office: 
________________________________________________________________________________
Father's name __________________________  Work telephone ___________________ext. 
Address if different than patient ______________________________________________________
Place of employment _____________________   Cell/Pager # ____________________________
Mother's name _________________________  Work telephone ___________________ext. ____
Address if different than patient _____________________________________________________
Place of employment ____________________   Cell/Pager # _____________________________
Person to contact for appointments _____________________  Telephone ___________________
Parent marital status:  Married r   Divorced r  _________________
Financial Responsibility: Both Parents r  Father r   Mother r  
Patient's Dentist _________________________  Family Dentist _________________________
Patient's Physician _____________________  Previous Orthodontist ________________________
Who referred you? ________________________________________________________________
Insurance Company __________________________  Policy Number _______________________

Insured Full Name _____________________________________DOB______________Sex______

MEDICAL QUESTIONNAIRE
Height ________  Weight ________  Sex ________  General Health _______________________
Tonsils:  In ___  Out ___  Adenoids:  In ____  Out ____  Frequency of colds _________________
Habits:  (example, tongue thrust, nail biting, thumb sucking, clenching or grinding of teeth, etc.) 
________________________________________________________________________________
Food or drug allergies _____________________________________________________________
Does patient require premedication for medical or dental procedures? _______________________
Has patient reached puberty? __________  Approximate age occurred _____________________
Date of last dental cleaning ____________________  Frequency of visits ____________________
Have x-rays been taken in the last 6 months? _________________________________________
Any relative with an orthodontic problem similar to yours? ________________________________
_______________________________________________________________________________
Any clicking or pain in "jaw joint" area? _________  (If the answer is "yes", please answer the ques-
tionnaire at the end of this form and fill out facial diagram questionnaire).
If you have any questions, please ask for assistance.
Are you positive, negative, or indifferent to orthodontic treatment? _________________________
Additional information that may be beneficial in evaluating your need for orthodontic treatment:
_______________________________________________________________________________
_______________________________________________________________________________
Please list your hobbies or interests: _________________________________________________

Please do not write in spaces below
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