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 Priscila Denny, DMD, MS

Patient Information
	Patient's Last Name
	Patient's First Name
	Goes by
	Gender
	Date of Birth
	Age

	Address
	City
	State
	Zip Code

	Name of School or Employer
	Grade or Years at Job
	Social Security Number


	Regular Dentist
	Date of Last Visit
	Names and ages of siblings


Responsible Party Information 

	Name
	Address
	City
	State
	Zip Code

	Relationship to Patient
	Cell Phone #
	Date of Birth
	Employer
	Work Phone #

	Email Address
	Marital Status
	Social Security Number


Alternate Contact Information

	Name
	Address
	City
	State
	Zip Code

	Relationship to Patient
	Cell Phone #
	Date of Birth
	Employer
	Work Phone #

	Email address
	Marital Status
	Social Security Number


Dental Insurance Information

	Insurance Company
	Policy/Contract/ID #
	Policy Holder
	Policy Holder Date of Birth
	Policy Holder SSN

	Insurance Company Claims Address (back of card)                    
	Insurance Phone #


Health History – Please check if patient has/had the following:

	· Asthma
	· Glaucoma/Eye Problems
	· Liver Problems

	· ADHD
	· Hearing Impairment
	· Sinus Problems

	· Arthritis
	· Hemophilia/Abnormal Bleeding
	· Speech Disorder

	· Cancer
	· Heart Conditions
	· Stomach Ulcers

	· Diabetes
	· Hepatitis
	· Tobacco User

	· Epilepsy/Seizures
	· HIV/AIDS
	· Artificial Bones/Joints

	· Fainting/Dizziness
	· Kidney Problems
	· Thumb/Finger/Lip Sucking

	· Fever Blisters
	· Latex Allergy
	· Clenching/Grinding Teeth


Please
list any other past or present medical conditions: ________________________________________
____________________________________________________________________________________
Allergies: _________________________
Current medications:  _________________________________
Has another orthodontist been consulted previously? ________  Reason:  _________________________
How did you hear about our office?  _______________________________________________________
Who may we thank for referring you?   _____________________________________________________
To the best of my knowledge, the above information is complete and correct, and it is my responsibility to inform this office of any changes in the patient's medical status.  I give my permission for any photographs, x-rays, or study models to be used for displays at scientific meetings, presentations and publications of a scientific nature or for study group purposes to further the art of orthodontics and photos to be used for advertising.  I, the undersigned agree to pay for attorney fees and other costs of collection in the event it becomes necessary to use attorney services to secure payment of this account.  I hereby authorize necessary credit information to be obtained by this office.  I also authorize the dental staff to perform to necessary dental services that patient may need.



          __________________________________  ________________





     Signature - (Parent/Guardian if patient is a minor)

Date

