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New Patient Form (Child) 

 PATIENT INFORMATION 

Patient’s Name     Sex   M  F 
Last First  MI 

Address 
Street City State Zip 

Home Phone  Birthdate   School 

If patient is a minor, give parent’s or guardian’s name 

Whom may we thank for referring you to our office? 

Which method(s) would you prefer to receive notifications of your future appointments? Check all that apply 

  Email  Text Messaging  None 

RESPONSIBLE PARTY INFORMATION (Person financially responsible for making payment) 

Name  Marital Status 
Last First MI 

Residence  Own    Rent 
Street City State Zip 

Mailing Address 
    Street City State Zip 

How long at this address?  Home Phone  Work Phone  Cell 

Previous Address (if less than 3 yrs.) 
Street City State Zip 

Social Security# (optional) #  Birthdate  Relationship to patient 

Employer  Occupation/Military Rank  No. Years Employed 

Responsible Party’s Email Address 

How would you prefer to receive your statements?    Email   Mail 

Spouse’s Name  Relationship to patient 
     Last First    MI 

Social Security #  Birthdate  Email 

Employer  Occupation/Military Rank  No. Years Employed 

Spouse’s Email Address  Home Phone__________________ Cell _________________ 

 DENTAL  INSURANCE (Please provide Dental Insurance Card upon visit.) 

Policy Holder’s Name  Insured’s Soc. Sec. # 

Insurance Company  Group No.  Local No. 

Do you have dual Coverage?     Yes      No          If YES: 

Policy Holder’s  Insured’s Soc. Sec. # 

Insurance Company  Group No.  Local No. 

IN CASE OF AN EMERGENCY, please provide the name of nearest relative not living with you: 

Name  Relationship to Patient 

Home  Work  Cell 

I understand that where appropriate, credit rating may be obtained. 

Signature (Parent or Guardian’s signature if minor)    Date 
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MEDICAL/DENTAL HISTORY 

Physician’s Name:   Phone 

Dentist’s Name:   Phone 

Date of Last Dental Cleaning: 

 Yes  No Is patient adopted? 

 Yes  No Are you currently under any medical treatment?_______________________________________________________ 

 Yes  No Are you currently taking any medication? List:_________________________________________________________ 

 Yes  No Do you have allergies? (Sulphur, penicillin, novocaine, etc.)______________________________________________ 

 Yes  No Do you have difficulty breathing through the nose?_____________________________________________________ 

 Yes  No Have you had your tonsils and/or adenoids removed?__________________________________________________ 

 Yes  No Do you have pain, clicking, and/or popping noises in the jaw?____________________________________________ 

 Yes  No Are you aware of either clenching or grinding of teeth?__________________________________________________ 

 Yes  No Do you have frequent headaches? How often?________________________________________________________ 

 Yes  No Do you have ear problems? (Aches, ringing, dizziness, fullness)__________________________________________ 

 Yes  No Do you have habits such as nail biting, finger or thumbsucking, lip or cheek biting?____________________________ 

 Yes  No Do you have speech problems, or are you in speech therapy?____________________________________________ 

 Yes  No Have you had your tonsils and/or adenoids removed?__________________________________________________ 

 Yes  No Has there been any history of: Joint Swelling  Asthma  TB  Aids  Kidney  Liver Condition  Epilepsy 

Rheumatic Fever  Other major illnesses?________________________________________________________ 

 Yes  No Do you bleed easily?____________________________________________________________________________ 

 Yes  No Is there a tendency to faint or become dizzy?_________________________________________________________ 

 Yes  No Do you have a heart condition?  Yes  No 

Do you pre-medicate?  Yes  No Name of Cardiologist:___________________________________ __________ 

 Yes  No Have there been any injuries to the teeth?____________________________________________________________ 

 Yes  No Have you had any permanent teeth extracted?________________________________________________________ 

 Yes  No Have we treated any other family members?  Yes   No  Who?________________________________________ 

_____________________________________________________________________________________________ 



Pediatric Sleep Questionnaire 
(Screening) 

Today’s Date: 

Name of Child:  Date of Birth: 

Person completing this form:   Relationship to Child: 

Instruction: Please answer the questions about how your child IN THE PAST MONTH. Check the correct response or 
input your answers in the space provided. “Y” means “Yes,” “N” means “No,” and “DK” means “Don’t Know.” For this 
questionnaire, the word “usually” means “more than half the time” or “on more than half the nights.” 

Please answer the following questions as they pertain to your child in the past month. 

YES NO 
Don’t 
Know 

1. While sleeping, does your child:

Snore more than half the time?

  Always snore? 

  Snore loudly? 

  Have “heavy” or loud breathing? 

  Have trouble breathing, or struggles to breathe? 

2. Have you ever seen your child stop breathing during the night?

3. Does your child:

Tend to breathe through the mouth during the day?

  Have a dry mouth on waking up in the morning? 

  Occasionally wet the bed? 

  Wake up feeling unrefreshed in the morning? 

  Have a problem with sleepiness during the day? 

4. Has a teacher or supervisor commented that your child appears sleepy during the
day?

5. Is it hard to wake your child up in the morning?

6. Does your child wake up with headaches in the morning?

7. Did your child stop growing at a normal rate at any time since birth?

8. Is your child overweight?

9. This child often:

Does not seem to listen when spoken to directly.

  Has difficulty organizing tasks and activities. 

  Is easily distracted by extraneous stimuli. 

  Fidgets with hands or feet, or squirms in seat. 

  Is “on the go” or often acts if “driven by a motor.” 

  Interrupts or intrudes on others (eg. butts in conversations or games). 
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Notice of Privacy Practices Acknowledgement (HIPPA) 

I understand that, under the Health Insurance Portability and Accountability Act of 1996 
“HIPPA”, I have certain Rights to privacy regarding my protected health information, I 
understand that this information can and will be used to: 

• Conduct, plan and direct my treatment and follow up among the multiple healthcare
providers who may be involved in that treatment directly or indirectly

• Obtain payment from third-party payers (Insurance carriers, etc.)
• Conduct normal healthcare operations

I have received, read and understand your Notice of Privacy Practices containing a more 
complete description of the uses and disclosure of my health information. I understand that this 
practice has the right to change its Notice of Privacy Practices from time to time and that I may 
contact this practice at any time to obtain a current copy of the Notice of Privacy Practices. 

I understand that I am a request in writing that you restrict how my private information is used or 
disclosed to carry out treatment, payment or healthcare operations. I also understand you are 
not required to agree to my requested restrictions, but if you do agree then you were bound to 
abide by such restrictions. 

Patient Name Name of Guardian (if Minor) Relation to Patient 

Patient Signature (Requires Guardian’s signature if patient is a minor) Date 

____________________________________________________________________________ 
Official Use Only 

I’ve attempted to obtain the parents signature and acknowledgment of notice of privacy 
practices, but was an able to do so as documented below. 

_________________________________________________________________________ 
Print Name of Employee Date 

à Individual refused to sign 
à Communication barriers prohibited obtaining the acknowledgement 
à An emergency situation prevented us from obtaining acknowledgment 
à Other (please specify) ______________________________________________ 
__________________________________________________________________ 

(2/2021) 
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Your Orthodontic Appointments 

Patient’s Name: 
Last First MI 

In order to ensure quality orthodontic care, it is important that both parents and patients understand the manner in which we schedule 
your appointments.  Our goal is to be the best part of your day and we make it a priority to value both you and your time.  Therefore, we 
make every effort to stay on or ahead of schedule.  Inconveniencing your work schedule and/or interrupting your child’s studies as 
infrequently as possible is very important to our entire office.  Since the vast majority of our patients are of school age, it is unavoidable 
that some school-time appointments will be necessary. 

We are glad to work around your work schedule and/or child’s important classes and provide your child with school excuses for 

scheduled orthodontic appointments.  

Our staff works hard to provide the finest orthodontic care using the most convenient scheduling system possible for our parents and/or 

patients.  Because we have families of our own, we understand your scheduling concerns and will do everything we can to ensure your 

treatment or child’s treatment goes as smoothly as possible. 

 LONG APPOINTMENTS, BANDING, AND BONDING: These are more detailed and technique-sensitive appointments.

Therefore, these appointments will be scheduled during our quieter morning hours.

 EMERGENCIES:  (Pain, swelling, or bleeding) This usually results from trauma to the face or mouth.  These patients will be

seen as soon as possible and either appropriate care given or referral to another specialist provided for treatment.

 REPAIRS: (Loose bands or brackets, broken arch wires or ties, broken appliances or retainers) These appointments are

always scheduled specifically during school hours since they are long visits.  The vast majority of your appointments over the

course of treatment will be short appointments.  By seeing our long-visit patients during school hours, it leaves more room in

our schedule to see patients during after-school hours.

 APPOINTMENTS BROKEN OR NOT CANCELLED WITHIN 48 HOURS:  Another appointment will be scheduled but may

require waiting four to six weeks.  An appointment made during morning hours may be arranged sooner.

 GENERAL DENTIST APPOINTMENTS: As treatment progresses, it is important to continue seeing your regular dentist every

six months for a checkup and cleaning.  Please let us know when you schedule your next dental appointment as we will

schedule coordinating appointments to temporarily remove your wires before the visit.  Immediately after your dental visit, we

will replace your wires to ensure progressive tooth movement.

Thank you so very much for understanding. 

I have read and agree to the scheduling information above: 

Patient/Parent signature:  Date: 
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