o
shaum Fuw@, DDS

STRAIGHT FINISH

Date/ HEHH:
PATIENT INFORMATION/,%%%%R

Patient’s Last name/ & & 4L % First name/4+: Middle Initial/dps44Ess

| prefer to be called/# i = w5

Birth Date/H 4 HHA: / / Age/ b Sex/t:R:  [OMale/®  [Female/%:
MM DD YYYY

Home address/{EZZ i1

Cell phone/F#% ( ) - Work phone/ T{E&E:E ( ) -

Home Phone/ {58 ( ) - Email /25 Tk -

Preferred Appointment Confirmation Method/i# 41754y 520: [(JText /%= [JPhone Call/&:5 []Email/&E 1 &+

PARENT/GUARDIAN %5 A5 IN
Patient lives with (check all that apply)/ #ig & [E A ( AERTA SN A )
Omother/fsti  Ufather/sc  Ostepmother/#rt  Ograndparents(s)/ wiscst  LlOther/#fi

Father’s full name/« g 44 Cell phone/F# ( ) -
Email address/ & 7 & il Work phone/ T {F&:E ( ) -
Mother’s full name/fE 44 Cell phone/F-# ( ) -
Email address/EF &t Work phone/ T{F&:E ( ) -

Custodial parent(s) name/ /i3 | < T4 4

DENTIST/F &
Patient’s dentist/ s & oF & Office Phone/#/ z 35 ) -
Address/stt, City/sim, State/ sy
Last seen/ k% &R Reason/EHA

Next appointment/ F%42

Other dentists/dental specialists now being seen e B2 HM 5 / FRiEREE: Name/#:4

Office Phone/z & ( ) - Reason/EH
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GENERAL INFORMATION /—f% & &M

How do you know our office/ &g s 2T ?

OSocial Media/#t 3 i 44 [JFriend/AAR
[ Website/ Mk ( Straightfinish) [JExisting Patient/ B R A

[Dental Insurance Website /FRHEFIMEL  [1General Dentist/3% 3% 5F =

Have any other family members been treated in this office? Please name them/%&:4 5 A5 fEpk SE S EH2 ez

BT ? TR

What concerns you about your teeth/ s e (s ?

Who suggested that you might need orthodontic treatment /s AR S A\ BiSEss F367% 7

Have you had any previous orthodontic treatment or consultations /L iz 7 8 He2 (a1 ¢ SEss (E AR etk ?
= EaN

ONo/&  []Yes/&, please describe/&55fHH
Brother 7z /sister #h#k name #:& age ##__ had orthodontic treatment/ w455

wiam 0 No/& OYes/z If yes/4nH#2, where/{E#?

Brother 5tz /sister ik name #:4 age F#t___ had orthodontic treatment/ i ¢ g

wiaw (1 No/#w OYes/z If yes/4nH2, where/{e#?

Who will be responsible for bringing the patient to orthodontic appointments/ & &/ Bt M aEE T TEL?

DENTAL INSURANCE/ F R k&

Primary policy holder’s full name/: =g H A 44 Birthday/4: H
Social Security#/ grzz 4956 - - Relationship to patient/gisE H R4
Insurance company/{#5 /A 5 Employer/E*:

ID#/ 1D 4555 Group#/[Exs4asy:

Address/ st

Dose this policy have orthodontic benefits/ 38 & amitptreimiriRi? [Yes/2 [ONo/% [Don’t Know/ x4

Secondary policy holder’s full name/xZ (8 FA Afy44 Birthday/4gH
Social Security#/#t &% £ 558 - - Relationship to patient/Ei & & rEi%

Insurance company/ g2 = Employer/E*:

ID#/ 1D 455 Group#/[gs %k

Address/ skt

Dose this policy have orthodontic benefits/ 38 S aste g iERs? [Yes/2 [INo/x [IDon’t Know/ 4
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Your answer are for office records only, and are confidential. A thorough medial history is essential to a

complete orthodontic evaluation. For following questions mark yes, no or don’t know/understand (dk/u)

CHIEZEEAN2AECHE: |, T H5E2iRE.

(dk/u)

MEDICAL HISTORY/¥iE 5

Now or in the past, have you had/sEsiEs: |, TER

WA

=
=

LlYes
UYes
[lYes
UYes
UYes
UYes
UYes
[lYes

UYes

[Yes
Yes
Yes

[IYes
OYes

[Yes

[Yes

B RHE /

[Ono [Jdk/u Birth defects or hereditary
Problems /4 ki sk (# 14: RIRE ?

[Jno [Jdk/u Bone fractures, or major
Injuries/&#rekEE?

[Ono [Jdk/u Any injuries to face, head,
Neck/mgis. GEED. SHE215?

[Ono [Jdk/u Arthritis or joint problems/E
R ERAERRIE?

[(Ono [Idk/u Endocrine or thyroid problems/
P4 LB FF TR B R R

[Jno [Idk/u Diabetes or low sugar/#Efzimst
{EmE?

[(Ino [dk/u Kidney problems /= g55?

[Jno [Jdk/u Cancer, tumor, radiation
treatment or chemotherapy/#
i R, EESDAREER LEE?

[Ono [Jdk/u Stomach ulcer, hyperacidity,
acid reflux 5:g5. SsiE%.
Bl ?

Uno [Odk/u Immune system problems/ ¢y
EXail

[(Ono [Odk/u History of osteoporosis/&&5i5
SEFR S22

[Ono [dk/u Gonorrhea, syphilis, sexually
transmitted diseases/itki. 15
. MELE?

[(Ono [1dk/u AIDS or HIV positive/&; sk HIV
Pei?

(Ino [dk/u Hepatitis, jaundice or other
liver problems/§f35. sk
g RE?

[(Jno [dk/u Polio, mononucleosis,

tuberculosis, pneumonia/ /N6
%{E - Bz HIMBKE S - & - il

R Y

[Ono [Jdk/u Seizures, fainting spells,
neurologic problem/gsssF -
B~ FHAE S RRE

=]}

[IYes
Yes
(Yes

Yes

(Yes

[IYes

[IYes

Yes
CYes
[lYes

Yes
LYes

Yes

TR LE PTG HAG IEE I e B HFOLLU T, SF B e Al / AF

& RIS /R

(OOno [Jdk/u Mental health disturbance or
Depression/ s FElEpEsE e

[Ono []dk/u Vision, hearing, or speech
Problems/w - Fsd s e

[Ono [ldk/u History of eating disorder
(anorexia, bulimia)/ gr &8+
(BR&dE - aBdE) ?

[Jno [dk/u Asthma, sinus problems,
l;;yfever/ﬂzuﬁ% < BLERIRE ~ TEAE

[Ono []dk/u Heart defects, heart murmur,

rheumatic heart disease/. jii
FEs ~ RS ~ EURME LM

[Ono [Jdk/u Angina, arteriosclerosis, stroke
or heart attack/ (&5 - SfREE
B ~ HrJEl S R R

[Jno [Jdk/u Skin disorder (other than
common acne)/ FEER (

H RAEEE RN ) ?

[Ono [dk/u Do you eat a well-balanced
Diet/f R mafaie?

[Ono [dk/u Frequent headaches or
Migraines /i sk (REERIHE ?

[Jno [Jdk/u Frequent ear infections, colds,
throat infections/$g& B &R -
S - HERRE?

[Jno []dk/u Tonsil or adenoid condition/R
PES SRR R E

[Ono [Idk/u Do you frequently breathe
through your mouth/fr g magE
FrBEIFE ?

Ono [Jdk/u Do you ever taken
intravenous bisphosphonates
such as Zometa (zolendromic
adid), Aredia (pamidronate) or
Didronel (etidronate) for bone
disordersor cancer/ {27 v &g
RIS EEF IR T 5 » B4 Zometa
(zolendromic adid) ~ Aredia
(pamidronate) 5, Didronel (etidronate) »

LUGHE B RSN B E?
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[(JYes [no [dk/u Do you ever taken oral

bisphosphonates such as UYes [Ono [Idk/u High or low blood pressure/ifi
Fosama (alendronate), Actonel ER SR ER? . .
(ridendronate), Boniva (JYes [no [dk/u Excessive bleeding or bruising
(ibandronate), Skelid }cfgniﬁe&gy, Anemia/Hif i % s
gglrdigonnaitei)fg: E:)dnr: nel [Yes [no [Jdk/u ghesthpain, shorltness o|1|‘
disorder?/ #7454 1 T reath, tire easily, swollen
RAEESE - wéu Fosama R ank%gﬁémi SR ~ IO - S

(alendronate) ~ Actonel
(ridendronate) ~ Boniva
(ibandronate) ~ Skelid
(tiludronate) = Didronel
(etidronate) » LIAEEREERK?

Have you had allergies or reactions to any of the following/#:E % & KA D A —E L FRRER FE:
= o RHIE /IR
[JYes [Ono [Jdk/u Local anesthetics (novocaine, lidocaine, xylocaine)/ 5% (novocaine - lidocaine - xylocaine )
UYes [Ono [Idk/u Latex (gloves, balloons)/ s ( & - &&)
UvYes no Odk/u Aspirin/para vtk
UYes Ono [dk/u Ibuprofen (Motrin, Advil)
[lYes [Ono [Jdk/u Penicillin/s= @z
UYes Uno Lldk/u Metals (jewelry, clothing snaps)/ 4@ (£:87 - RAEizi)
UYes Uno Udk/u Acrylics/mifis
UYes Uno Udk/u Plant pollens/t#rick
LYes [lno Udk/u Animals/##
LYes [no Lldk/u Foods/& 5.
UYes [no [dk/u Other substances/& e

PHYSICIAN/E2ET

Patient’s Physician/ s gt City/, State/

Last seen/ F&ES Reason/Hirh

Next appointment/ T4y Most recent physical exam/gir—x & 5amsE
Other physician/ health care providers being seen now/ i {E &2 H (BT / TRt
Name/#:4 City/skr, State/ji|

Reason/HimH

Name/#:4 City/si, State/ |

Reason/HiH
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PATIENT HEALTH INFORMATION/ B &R &R

List any medication, nutritional supplements, herbal medications or non-prescription medicines, including
fluoride supplements that you take. FIHi LA 51 « &R - FrdgsiIrpR 752 - BRI AR 7 -

Medication/zz; Taken for/RFH B
Medication/# Taken for/fRf B

Have you ever taken any medications to strengthen your bones/fis 2 45 w 8 Fi (T fa sy L s 585 ? Please
describe/sz0m0.

Do you take antibiotic pre-medication before any dental procedures/ &z & E(E 6] FREFif 2 FiTESCAR A Hi 257
(OYes/&® [No/#&
Do you or have you ever had a substance abuse problem/&st iy scgayiemmE?  LYes/2 [No/#

Do you chew or smoke tobacco/fz miHmgEsisimE? [Yes/2& [No/%
Have you noticed any changes in your face or jaws/#@ a1 riviast Pt 20 Yes/2 UNo/=
Any other physical problems/{Tfrtr 5 aurgzE? Yes/2 [UNo/#&

How often do you brush/#: 2 gl—% &2 How often do you floss/ 2  {# F—% 45

Women/#4: Are you pregnant/fxg#asiza? UYes/2 [No/=
Women/#14%: Are you trying to become pregnant/is2 mirgstiszr UYes/2 [INo/%&

FAMILY MEDICAL HISTORY/SRfER i

Have your parents or siblings ever had any of the following health problems? If so, please explain. < f£F5 7
FAHARE A G AR DU MEAI R R 2 ARF - S5

Bleeding disorders/ 457 Diabetes/ 7%
Arthritis/pRgr . Severe allergies/gEiffy
Unusual dental problems/ s i Jaw size imbalance/ Tk /N Rt

Other family medical conditions/H:f 57 e &gk ?
RELEASE AND WAIVER/ A\ fif1EERE

| authorize release of any information regarding my orthodontic treatment to my dental and/or medical
insurance company. FFE EFI AR BB R ORI S 5] A MBI R SEAE IE G RCA AT &R -

And | authorize the release of my dental records and related information to other dental or medical offices as necessary
for my care and treatment. ZIFNEFAANFRER RERERRREEMTIRFETNYE  DUETHEN2TNEEETPRE -

| have read the above questions and understand them. | will not hold my orthodontist or any member of
his/her staff responsible for any errors or omissions that | have made in the completions of this form. | will
notify my orthodontist of any changes in my medical or dental health. F; psE e FafkRERE - Fory e SEss FEfhsk
HAEM B THN R AR RGPS s AT SR BB R A T BT - FRAVE R e @R T A (LT - Fokr@ Ry esHRE 1E
T

Patient’s name/ 44 Patient’s signature/# %
Guardian’s name/::# A [Ffs4: 4 Guardian’s signature/&:#& A %%
Date/H £
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