
Has your child ever had any of the following medical problems?zyxwvutsrqponmlkjihgfedcbaZYXWVUTSRQPONMLKJIHGFEDCBA

y N Abnormalbleeding Y N Rheumatic/ScarletFever
State: Zip: y N Allergicto latex/metals Y N Cancer

y N Asthma Y N Convulsions/epilepsy
y N Congenitalheartdefects Y N Handicaps/disabilities

D Step Father D Guardian y N Diabetes Y N Heart murmur
y N Hearingimpairment Y N Hepatitis

Last y N Hemophilia Y N Hospitalization
y N HIVpositive/AIDS Y N Operations
y N Kidney/liverproblems Y N TuberculosiszyxwvutsrqponmlkjihgfedcbaZYXWVUTSRQPONMLKJIHGFEDCBA

Patient Information

ALL ABOUT YOUR CHILD

Name: ~~ ~ ___

First Last

Nickname: __

Male:_ Female: Birthdate: ---'- --'-- Age: ___

School: Grade: __

Hobbies/sports: _

Child's Home #:

Child's Home Address: _

City: State: Zip: _

Whom may we thank for referring you?: _

DENTIST

General Dentist

Date of Last Exam: _

D Mother D Step Mother D Guardian

Name: _~----------------~-------------------
First Last

Birthdate: --"- --'-- _

Employer:

Work#: ( ) Ext: _

Home#:( ) _

Cell#: (

Email: _

Home Address: _

City: _

D Father

Name: __=- ___

First

Birthdate: ----'- _!_ _

Employer: __

Work#: (

Home#: (

Cell#: (

Email: _

Home Address: _

City: State: Zip: _

) Ext _zyxwvutsrqponmlkjihgfedcbaZYXWVUTSRQPONMLKJIHGFEDCBA

)---------------------------

Spoonhower

Orthodontics

J 4 J 0 Boettler Road

Uniontown, Ohio 44685

T 330.896.0600

F 330.896.060 J

www.smilebyspoon.com

Child
What are your main concernsthat you would like orthodontics

to accomplish?: _

Hasyour child ever had or been evaluatedfor orthodontic

treatment? DYes D No

Hasthere ever been any injuries to the face,

mouth or chin? DYes DNo

Hasyour child ever been informed of any missingor extra

permanent teeth? DYes D No

Does your child brush his/her teeth daily? DYes D No

Flosshis/her teeth daily?

Has puberty begun?

Has menstruation begun?(Girls)

DYes

DYes

DYes

DNo

DNo

DNo

Does your child now haveor ever experienced pain or

discomfort in their jaw joint (TMJITMD)? DYes D No

Child's physician: _

Phone#: _

Isyour child currently under the care of a physician?: _

Pleaselist all drugs your child is currently taking: _

Pleaselist all drugs/thingsyour child is allergicto: _

Pleaselist any medical problems that your child hashad: _

Hasyour child ever had any of the following habits'

Y N Clinching/Grinding Y N LipSucking/Biting
Y N Nail Biting Y N TongueThrusting
Y N MouthBreathing Y N Thumb/FingerSucking
Y N SodaPopDrinker

I understand the information I haveprovided is correct to the
best of my knowledge.I also understand that this information will
be held in the strictest confidence and it is my responsibilityto
inform this office of anychangesin my medical status.I authorize
the dental staffto perform any necessarydental servicesthat I may
need during diagnosisand treatment with my informed consent.

Signatureof parent or guardian Date

Reviewed Date



Account & Insurance Information

Patient Name:zyxwvutsrqponmlkjihgfedcbaZYXWVUTSRQPONMLKJIHGFEDCBA
-----------------------------------------

Birthdate:
-------------------------------------------------------------------------

Date:
---------------------zyxwvutsrqponmlkjihgfedcbaZYXWVUTSRQPONMLKJIHGFEDCBA

_____________Zip: _

Responsible Party

Name:
---------------------------------------------------------------------------

Relation: SS#:
------------------------------------ --------------------------------

BillingzyxwvutsrqponmlkjihgfedcbaZYXWVUTSRQPONMLKJIHGFEDCBAAddress: _

City: State:

Home #: ( ) Email:

Employer: Work #: (zyxwvutsrqponmlkjihgfedcbaZYXWVUTSRQPONMLKJIHGFEDCBA)-------------------

PHONE#: ___

Primary Dental Insurance

POLICY HOLDER: _

RELATION: _

ADDRESS:
'-------------------------------

Cln: _

STATE: _

ZIP: _

HOME #: (

SS#:'-- _

BIRTHDATE••· __

EMPLOYER:
-------------------------------

EMPLOYERADDRESS:
-------------------------

On: STATE:--------------- ZIP:'-------

WORK #:( _______________ EXT: _

INSURANCE COMPANY:
------------------

INSURANCE COMPANY ADDRESS:
----------

On: STATE:
---------

ZIP: ._---

GROUP #:
-----------------------

PLAN #:
---------------------

ID #: _

Secondary Dental Insurance

POLICY HOLDER: _

RELATION: ___

ADDRESS:, _

Cln: _

STATE: _

ZIP: _

HOME #: (

SS#:, _

BIRTHDATE: ___

EMPLOYER: ___

EMPLOYERADDRESS: _

On: STATE: ZIP:. _

WORK#:( , EXT: _

INSURANCE COMPANY: _

INSURANCE COMPANY ADDRESS:
-------------

On: STATE: ZIP:
'-----

GROUP#: ___

PLAN#: __

ID #: _

PHONE#: _


