MELANIE M. FOWLER, DDS
ORTHODONTIC STUDIO



DATE___________________________________ 

Whom may we thank for telling you about our office? ______________________________________________________


PATIENT INFORMATION 

NAME (FIRST)___________________________(LAST)__________________________ NICKNAME_______________

AGE __________  DATE OF BIRTH  ___/___/___      SEX ______    

ADDRESS _________________________________CITY _____________________________

STATE____________ ZIP________________

HOME PH_____________________CELL PH________________________ SOCIAL SECURITY# _________________

EMAIL ADDRESS__________________________________________________________________________________

IF PATIENT A CHILD: SCHOOL_________________________ GRADE _____ 

IF PATIENT AN ADULT:  Occupation: _____________________________Work Ph: _____________________________

	                         Employer: ______________________________ How Long?____________________________


EMERGENCY CONTACT INFORMATION

NAME______________________________________________________PHONE_______________________________

RELATIONSHIP TO PATIENT________________________________________________________________________



FINANCIALLY RESPONSIBLE PERSON, IF DIFFERENT THAN PATIENT

NAME___________________________________________________________________________________________

RELATIONSHIP TO PATIENT________________________________________________________________________


FAMILY INFORMATION

FATHER (OR HUSBAND) ___________________________________________OCCUPATION____________________

ADDRESS (if different from patient) ____________________________________PHONE (if different)________________

EMPLOYER____________________________________How Long__________	BUSINESS PH: ___________________	

SOCIAL SECURITY# ______________________________________ D.O. B. _________________________

MOTHER (OR WIFE) _______________________________________________OCCUPATION ___________________

ADDRESS (if different from patient) ____________________________________PHONE (if different)________________

EMPLOYER ____________________________________How Long__________	BUSINESS PH: ___________________

SOCIAL SECURITY# ______________________________________	D. O. B. _________________________ 

ANY SIBLINGS (Names & Ages)______________________________________________________________________

ANY SIBLINGS BEING TREATED HERE ALREADY (Names) _______________________________________________


Chief Concern (the reason you are here today): check all that may apply
□ Crowding			□ Spacing			□ Space between front teeth		
□ Overbite			□ Open bite		□ Underbite
□ Crossbite			□ Missing teeth		□ Impacted teeth
□ Irregular positions			□ Excess gums		□ Flared teeth
□ Tooth motion			□ Jaw pain		□ Headache, facial, or neck pain
□ Excess wear			□ Grinding		□ Thumb sucking habit
□ Facial asymmetry			□ Prominent jaw		□ Cleft lip or palate
□ Second opinion			□ Continuation of care
□ Dentist referral			□ Preventive care	
□ Other_______________________________________________________________________	


Check any that apply to you:
□ Abnormal bleeding		□ Anemia			□ Arthritis
□ Asthma				□ Bone disorder		□ Congenital Heart Defect
□ Diabetes			□ Epilepsy		□ Gastrointestinal Disorders
□ Heart murmur			□ Heart problems		□ Hepatitis/ Liver problems
□ Herpes				□ High blood pressure	□ HIV/AIDS
□ Mitral valve prolapse		□ Joint replacement		□ Radiation/Chemotherapy
□ Rheumatic fever			□ Tuberculosis		□ Tumor or cancer
□ Severe headaches		□ Sleep apnea or snoring	
□ Psychiatric care			□ Currently pregnant		
□ Other_______________________________________________________________________

Physician______________________________________Date of last visit__________________

Current medications____________________________________________________________

Allergies
□ Latex		□ Nickel or other metal	□ Other_______________________________

Current dental pain (Please describe)______________________________________________
_____________________________________________________________________________

Menstrual cycle (Females only): Date of last period___________________________________

Dentist_______________________________________Date of last visit___________________

Please rate your smile from 1-10, with 10 being the best______________________________

Any history of dental or facial injuries? If yes, please describe__________________________ _____________________________________________________________________________

Do your jaw joints exhibit any of the following?
□ Popping or clicking	□ Pain		□ Grinding or clenching

Do you have a current thumb sucking or tongue thrust habit?
□ Thumb		□ Tongue

Have you had any previous orthodontic examinations? 	□ Yes	□ No
If yes, by Dr. ___________________________________________________________________

Please check any that apply:
□ I am interested in Invisalign/clear trays		□ I am interested in Incognito/Lingual braces
□ I am interested in colors on my braces

The above is true to the best of my knowledge. I have had the opportunity to review the Notice of Privacy Practices.  I authorize the release of any information including the diagnosis and the records of any examination and/or treatments rendered, to any other health care providers, who may be involved in the case.  I also authorize the faxing or mailing of school or work excuses per my request.

_________________________________________			_____________________
Patient, or Patient Guardian						Date

_________________________________________			_____________________
Witness								Date

