Patient Information

sﬁ Name
§E§ avis ? First M/I Last Nickname
Orthodontics Age Birth Date Viomh / Bay / - Sex Email
Address
www.davisSMILES com City Zip Code Phone
RESPONSIBLE PARTY INFORMATION
FATHER/GUATRDIAN or SELF (if Adult Patient) INFO MOTHER/SPOUSET INFORMATION
Name Name
First M/ Last First M/ Last
Mailing Address Mailing Address
City State Zip City State Zip
Physical Address Physical Address
Previous Address Previous Address
How long at current address? ___ How long at previous address? How long at current address? ___ How long at previous address?
Phone Work Cell Phone Work Cell
Email Age Email Age
Birthday Relationship to Patient Birthday Relationship to Patient
Driver's License # S.S.# Driver’s License # SS.#
Marital Status: ~ Single  Married Separated  Divorced  Widowed Marital Status: ~ Single ~ Married  Separated  Divorced  Widowed
EMPLOYER INFORMATION ZMPLOYER INFORMATION
Employer Name Employer Name
Employer Address Employer Address
City State Zip City State Zip
Occupation No. of Years Employed Occupation No. of Years Employed
Orthodontic Coverage? Yes No Orthodontic Coverage? Yes No
Insurance Company Name Insurance Company Name
Insurance Address Insurance Address
Insurance Phone Ext. Insurance Phone Ext.
Group No. Plan No. Group No. Plan No.
Insurance I.D. Secondary/Dual Ins.? Y N Insurance I.D. Secondary/Dual Ins.? Y N
0THER INFORMATION
Person Responsible for Account Dentist Name
Other Children/Siblings Age School Name Grade
Age Do you play a musical instrument? YES NO
Age Sports or Hobbies
Age Who may we thank for referring you to our office?
Emergency Contact Name Relationship to Patient
Complete Address Phone

Mesa/Gilbert
Chandler
Queen Creek/Johnson Ranch

2500 S.Power Rd., Ste. 128, Mesa, AZ 85209
595 N.Dobson Rd., Ste. A-12, Chandler, AZ 85224
270 E.Hunt Hwy., Bldg 3, Ste. 14, San Tan Valley, AZ 85143

Ph:480.969.8500 Fax:480.969.8503
Ph:480.897.8588 Fax:480.855.3636
Ph:480.888.7600  wwwdavisSMILES com




Patient Name

Dentist Name

iﬁmis

Orthodontics

o
Approximate Date of Last Visit

Referred By (circle) «Dentist  «Friend < NewspaperArticle ~ «TV  «Internet  +Other

Physician Phone
Approximate Date of Last Visit ww w.d avi SS MILﬁSc om
Yes NO Yes NO YZS NO history of Allergies “Please List all Medications
AIDS/HIV positive Heart Disease Local Anesthetics (Lidocaine) Medication
Anemia Heart Murmur Advil (Ibuprofen)
Arthritis Hepatitis Allergic to Anything Taken for
Artificial heart valves/joints Kidney Problems Hay Fever
Asthma Liver Disease Pollen/Seasonal Allergies Medication
Back/Neck problems Migraines Latex Allergy
Bleeding or Bruising problems Nervous/Emotional Problems Nickel Allergy Taken for
Blood Disease Psychological/Psychiatric Care Food Allergies
Blood Pressure High/Low Respiratory Disease Allergies to Medication Please List any Problems Not Mentioned
Bone Disease Rheumatic Fever that we Should Know About

Cancer or Tumors Skin Problems/Rashes
Chemical Dependence Stroke
Chemotherapy/Radiation Therapy Tobacco Use (current or past)

Is Patient Under Medical Care
Are you taking medication, nutrient

_ __ Diabetes _ __ Tonsils or Adenoids removed supplements, herbal medications
__ ____ DrugAddiction ___ ____ Thyroid Disease or non prescription medicine*
_ _ Endocrine Disease _ __ Tuberculosis Women Only

_ ____ Epilepsy _ __ Venereal Disease __ ____ AreyouPregnant

Fainting or Dizziness

DENTAL HISTORY

Vision/Hearing Deficiency Are you anticipating becoming pregnant

yes NO Yes NO

__ Has the Patient seen a General Dentist in the Last Year ____ Clenching or Grinding of Teeth

____Isthere any Current Dental Work Needed __ Headaches or Earaches

____ Has the Mouth, Face or Teeth Been Injured by Fall or Accident ____ Any Pain, Clicking or Locking in Jaw or Ringing in the Ears
_____ Mouth Breathing Habit, Snoring, or Difficulty in Breathing ____ Difficulty in Chewing or Jaw Opening

____ Frequent Canker Sores or Cold Sores _____ Haveyou ever been treated for “TMD" or “TMJ"

____ Abnormal Swallowing Habit (Tongue Thrust) ___ Periodontal “Gum Problems”

____ Thumb or Finger Sucking ____ Hasthe Patient Been Examined by an Orthodontist Before
____ Speech Problem or Speech Therapy If Yes, When
____ Areyou Aware of Missing or Extra Permanent Teeth ____ Have Other Members of the Family had Orthodontic Treatment

AREZA OF CONGZ RN (circle all that apply)

Crowding Protrusion Cross-bite Missing Teeth Speech Problems Jaw Soreness Bite-Off Slow Eruption of Adult Teeth Other

Any other concerns you would like us to know about your teeth or smile?
What would you like to improve about your teeth and smile?
How do you feel about wearing braces?
Any Questions for Dr. Davis?

| understand that the information | have given on this form is accurate and that | am obligated to inform Dr. Davis immediately if any information
changes in the future. | understand that where appropriate, credit reports (“soft inquiry”) may be obtained. | hereby consent to the taking of X-rays,
photographs and other necessary records.

Signature of Patient or Parent/Guardian if patient is a minor Date

FOR OFFICE USE
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N






