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Orthodontic Patient Information
PATIENT NAME _______________________________________________________________  AGE _​​​_____________  SEX __________

HOME ADDRESS _______________________________________________   POST. CODE_________ BIRTHDATE __________________

HOME PHONE ________________________ WORK PHONE _______________________ CELL PHONE __________________________

PERSON RESPONSIBLE FOR ACCOUNT                                           E-MAIL ______________________________

NAME ____________________________________________________________ RELATION ____________________________________

HOME ADDRESS ________________________________________________________E-MAIL __________________________________

_

HOME  PHONE _________________WORK PHONE______________________CELL  PHONE______________________

PERSON TO BE CONTACTED IF PATIENT CANNOT BE REACHED

NAME ____________________________________________________________ RELATION  ____________________________________

ADDRESS _________________________________________________________________________________________________________

HOME PHONE ________________________ WORK PHONE   ______________________ CELL PHONE ___________________________

FAMILY STATUS

PATIENT’S OCCUPATION OR SCHOOL LEVEL  ______________________________________________________________

SIBLINGS:  NONE    __________ NUMBER BROTHERS  _____________  NUMBER OF SISTERS   ______________

PATIENT’S MARITAL STATUS_____________________________________________________

PATIENT LIVING WITH:     MOTHER     FATHER     SELF     OTHER: ______________________________   

IS PATIENT COVERED BY INSURANCE FOR ORTHODONTIC TREATMENT:          YES               NO 

IF YES, BY WHICH RESPONSIBLE PARTY ___________________________________________________________________

IF YES, BY WHICH COMPANY _____________________________________________________________________________

NAME OF EMPLOYER OF RESPONSIBLE PARTY _____________________________________________________________

FATHERS NAME _________________________________________                            LIVING?     YES           NO

MOTHERS NAME ________________________________________                            LIVING?     YES            NO

OTHER FAMILY MEMBERS WITH SIMILAR ORTHODONTIC CONDITION?

    FATHER         MOTHER         BROTHER         SISTER        OTHER_________________________________

FAMILY DENTIST _______________________________   FAMILY PHYSICIAN     ________________________________

REFERRED BY ___________________________________________________________________________________________
I hereby give Dr. S. Laski and/or members of his staff permission to release information concerning my or my child’s dental and/or orthodontic health to the family physician, family dentist or any other dentist or dental specialist as is deemed necessary from time to time.  Such information includes x-rays and proposed treatment and treatment in progress.

DATE  _____________________________________      PATIENTS NAME___________________________________________

SIGNATURE OF PARENT (OR PATIENT IF ADULT) _________________________________________________________________________

