° ORTHODONTICS %M

Clayton L. Owen, DDS, MS '
1106 B South Pine Street = Cabot, Arkansas 72023 *
Phone (501) 9411700 * Fax (501) 9411703
About the Patient Orthodontic Insurance

Primary

Today's Date:
Y Orthodontic Coverage? U ves Lh No Dental Coverage? D ves I No
Name: .
Last First M Mr Mrs Ms Df Insurance Co. Name:
E-mail Address: Insurance Co. Address:
| prefer o be called: O Male O Female < e "
Insurance Phone: ( )
Birthcdlaie: / / Age: S5#: _
Group # (Plan, Local, or Palicy #):
Home Address: Insurec’sName: Relation:
AptfCondo #
Insured’s Address:
Cilty stale 2R

Osingle QMaried O Divorced/Separated O Minor | | NSuedsBithdate: /[ Insurec's $54:

" insured’s Empiloyer:

Hr#:( ) Cell/Other#
Employer's Address:
Wk#:( ) Ext: DL#:
Clty State: ap
Employer or School & Grade: Secondary

Orthodontic Coverage? [ Yes LD No Dental Coverage? ([ Yes dNo
Employer's Address:

Insurance Co. Name:

Ty ] Sictte 7y Insurance Co. Address: /
How long there? QOccupdiion:
City State B Iip
Where & when are best fimes o reach you? Insurance Phone: ( ¥

Group # (Plan, Local, or Policy #):

Whom may we Thank for referring you?

Insured'sName: ‘ Relation:

Names & ages of children or sibiings:

Insured’'s Address:
insured’s Birthdate: ) Insured’s $5#:

Previous / Present Dentist: Insured's Employer:
[Mlease Circle)

Employer's Address:

Stale Ip

Person Responsible for Account =

Responsible party Is patfent or parenifguardian bringing child to appoiniment

Release

N . 1 autherize the doclor to perform diagnostic procedures and freatment as may be
ame: recessary for proper dentofacial care.

| authorize release of any information concerning my (or my child's} health care for
Emplovyer: the purpose of evaluation and administering claims for Inswance benefils.

I authorize release of any information conceming my { or my child's) health care for
Wh:( ) Ext: DL#: advice and treaiment tq interdisciplinqu Teum.members._ '

| consent lo release of credit reports and information regarding ry credit history §o

. the doctor(s). -
Bithdate: __ / /SN # t authorize The toking of pholographs, radiographs and other diagnosiic records
) before, during and affer freatment, and to the use of the same by the doctor or
Person to contact in case of an emergency inferdisciplinary team members in scienfific presentations or scienfific literature.

Name: RelgtiontoPatient: Patient/Guardian: Date:
Hm#___ ) Wk () PatientiGuardian: Updated:”




Medical History Dental History

Do you have a personal physician? Ovyes UNo What are your main concems that you - would like corthodoentics fo

Physician’s Name: ] accomplish?

Phone #: ( ) Date of last visif:

Your current physical heatthis: 0 Good QO Fair - O Poor Have you ever had or been evaluated for Qves [INo
- orthodontic treatment?

F : 7 ONo W :
or Females: Are you Pregnani? Q¥es ° ook # Have you ever been treated for or {old you have Oyes UNo

i ?
Are you currently under the care of a physician for any medical condilion? gum disease?
Have you ever had a sarious / difficult problem Oves No

Please expiain: associated with any previous dental work?

Do you smoke or use tobacco in any other form? UJyes INo Do you now of have you ever experienced pain / Oves No

discomfort in your jaw joint (TMJ / TMD)?
Are you taking any prescription / over-the-counter drugs? OvYes ONo

Please list each one: Your current dental hedith is: 0 Good (3 Fair O poor

When was your last dental cleaning?

Have you ever had an injury to your: Mouth Teeth Chin (riease Circle)

Do you have any speech problems?

Have you ever had any of the following diseases or medical problems?

Do you generally breathe through your mouth? Cves CNo

Plsase circle Y-Yes or N-No
Y N Abnommal Bleeding / Hemophilia Y N Herpes/Fever Blisters If yes, please circle:  While Awake  While Asleep
Y N ADS Y N High Blood Pressure .
Y N Alcohol / Drug Abuse Y N HIV-Positive test or exposure Are you happy with the way your smile looks? QOves ONo
Y N Anemia Y N Hospitalized for ciny reason
Y N Ardhifis Y N Kidney Problems If ho, what would you change?
Y N Adificicd Bones [ Joints / Valves Y N liver Disease
Y N Asthma Y N Low Blood Pressure
Y N Blood Transfusion YN Lupus
Y N Cancer/ Chemotherapy Y N Mital Valve Prolapse
Y N Coliis Y N Pacemaker
¥ N Congenital Heart Defect Y N Psychiatric / Nervous Disorders I understand that the information that | have given today is correct fo
Y N Diabstes ¥ N Radiation Treaiment the best of my knowledge. | alse understand that this information will
Y N Difficulty Breathing Y N Rheumatic/ Scarlet Fever be held i_n ihg strictest confldencg and that !t is my responsibility fo
Y N Emphysema YN Seizures inform this office of any changes in my medical status.
Y N Epilepsy Y N Shingles
Y N Fainting Spelis Y N Sickle Cell Disecse / Treits Signalure Dale
Y N Frequent Headaches Y N Sinus Problems
Y N Glaucoma Y N Stoke
Y N Hay Fever ¥ N Thyroid Problems OFFICE USE ONLY OFFICE USE ONLY
Y N Heart Attack and or Surgery ¥ N Tuberculosis {TB)
Y N Hear Murmur Y N Ulcers _
¥ N Hepdtitis Y N Sexually Transmitted Disecse | verbally reviewed the medical / dental information with the patient named herein.
Please list any serious medical condition(s) that you have ever had, or elaborate Initicils: Date;

on any of the above, R
Doctor's Commenis:

Have you ever been told that you need antibiotfics prior to dental treatment?
Oyves UnNo

Please list any drugs/materials that you are allergic to: (ex. Jatex, penicillin

Our office is HIPAA compliant & is commifted to meeting or exceeding the standards of infection conirol mandated by CHSA, the CDC & the ACA.

Has there been any changs in your haalih stofus snce your lost visit? Y N PatlenyGuardian Dol
If Yes, plecise explain:

Deniist Signature Date
Has there been any change in your healih status since your last visit? ¥ N PatlentiGuardian Date

If Yes, please explain: : Dentist Signature Date
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