S+U-M-M-1-T Cassy B. Wiggins, DMD, PC
" Thank You For Selecting Our Orthodontic Team!

We will strive to provide you with the best orthodontic care. To
. help us meet your needs, please fill out this form completely If you
ORTHOD have any questions or need assistance, please ask us—we will be
3 X RN happy to help!

> Patient Information ««

(confidential) Date:
Name Birthdate Age Home Phone
Address City Zip Code
Is the Patient {Pic:asa: check) O Minor (S, St’ng]c O Married
Person to Contact in Case of’Emergency Phone
If Patient is a Minor -
Father's Name Employer Work Phone
Mother's Name Employer Work Phone
If Patient is an Adult -
Your Employet Work Phone
Spouse’s Name Employer Work Phone

Did your General Dentist refer you! OYes |If not, how did you find out about us?

» Responsible Party Information ««

Name of Person Responsible for this Account Relationship
Address Home Phone

How long at this address! ———Previous Address (if less than 3 years)

Employer Work Phone

E-Mail Address Cell Phone

» Dental Insurance Information <«

Name of Insured Relationship
Birthdate Social Security # [Pate I_H}p[uyc_'\l
Employer’s Name Work Phone
Insurance Company Group # ————Policy ID #
Insurance Company Address City

State Zip Phone Number

DO YOU HAVE ADPDITIONAL INSURANCE! It yes, ;'[L_‘,aw-: complete the following

Name of Insured Relationship
Birthdate Social Security # Pate Employed
ifrr}p]c')y::r'-i Name Work Phone
Insurance Company Group # Ik.)llgy 1D #
Insurance Company Address City

State Zip Phone Number

Thank You! Please complete the back side of this form —



Patient Dental History

What are the main concerns that you would ike orthadortics to
accamplish?

Has the patient ever been evaluated or had erthodontic trestment beforst

L Yes L1 No
Have there ever been any injuries to the face, mouth, testh or chint

1 Yes No
Has the patient been informed of any missing or extra permanent testh?

Yes | o [=

Has the patient ever had any pain/tendernsss in the jaw joint!

[] ¥es g
Mame of Dentist Phaone #

Poes the patient have any speech problems?

Has the patient ever had 3 serious/difficult problem assaciated with any

[T Yes S o
Fair Foar

previous dental work?
The patient's cutrert dental health 15

Patient Habits

Docs/did the patient have any of the following habits!
¥ oM CJ:.’:C"llng Teeth

Cood |

¥ N Grnding Testh

¥ N Lip Sucking/Biting

Yoo Mouth Brezther

Y Th:mbe!ng:rSnEk:’r?g Ceirelz anel

Past habit aor current habit Coircle one)

Has the patient ever had any of the following
diseases or medical problems’ Plezse Jiscuss any of the marked ittams or
any other medical problems that the patient has had in the space below.

Y N Anemia/Radigtion Tregtment ¥ N Heart Surgery/Pacemaker
¥ M Any Hospital Stays ¥ ™ Hemophilia/Abncemg| Bleading
¥ M Any Operations ¥ M Hepatitis
¥ N Adifierl Valves ¥ N High/low Blood Pressure
¥ NoArtnitis ¥ N HI+fAIDS
Y M Asthma ¥ N Kidney/Liver Prablems
¥ N Blood Transfusion ¥ oM Mitral Valve Prolapse
¥ ™ Cancer/Chemotherapy ¥ N Peychiatric Problems
¥ N Congenital Heart Defect ¥ N Respiratory Froblems
Y N Convulsions/Epllepsy ¥ty R.Hr.'arna’clc.-’ﬁ:ar'.c: Fever
¥ N [Digbotes ¥ M Severe/Frequent Headaches
¥ N Drugfalcchal Abuse ¥ N Shingles
¥ N Emphysema/Clavcoma Y N Sinus Problems
¥ M Fever Blisters/Herpes ¥ N Tuberculosis
Y N Handicaps/Disahiiities ¥ N Ulcer/Colitis
Y o Heart Attack/Strake Y N Venerea) Disease
Y ™ Hearing Impatiment Y N Orthopedic Total Jaint
¥ M Heart Muarmur ¥ N Any Complications w/
Crihopedic Joint
ls the patient allergic to any of the '!’o”-:.awlr'.-g:"
Y N Aspirin ¥ MW Latex
Y M Any Metal/Plastic ¥ M Fenicillin or any related aillin
¥ N Codaine drug
Y N Dental Anestretics ¥ M Tetracycline
¥ M Envthromyein ¥ M loding
¥ N Any Sul Prug ¥ oS Other

Please list 2ny othar drugs that the patisnt is allergic o

Does the patient have any condition(s) requiring pre-medication!

¥ N Tongue Thrust

Patient Medical History

Physiciat Frone #

[Mate of 135t visit

Patient's prysical health is: " | Good | Far || Poot

s the patient under the cars of 3 physician! Yas | Mo

Plaase list 3ll drugs that the patient s taking:

For Women: Are you pregnant! Yes L NG Week#
Are you nutsing’ | Yes MNeo

Corments:

Authorization and Release

| certify that | have answered the above questionnaire accurately and to the best of my knowledge. | understand that providing incorrect information

cary be dangerous to my medical and dental health

| authorize the office to release any information incl uding the diagnasis and records -:.i‘-:Jny

treatment or examination rendered to the patient during the period of such orthadontic care to third party payers and/or health practitioners. |
quthorize and request my insurance company to pay directly to the orthodontist (nsuranze benefits otherwise pavable to me. | understand that my
insurance cattier may pay less than the actual bill for services. [ agree to be responsible for payment of all services rendered on the patient’s behalf. |

understand that where appropriate, credit bureau reports may be obtained.

X

Slgnatura of patient (or parent if minor)

Date



