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Village West, Unit 64, Gilford, NH 03249 . www. nhorthodontist.com
We would like to welcome you and your child to our ffice. Our goal is to make every child's visit pleasant and

educational. We strive to teach pood oral care that will enable your child to have a beautiful smile that lasts a lifetime.

I TELL US ABOUTYOUR CHILD

Today's Date: _ Nickname:

Child's Name:

E-mail Address: 55#:

Birthdate / /-Age:_Ivtale nFemale

5chool: Grade:

Hobbies / Sports:

Childt Home #: (_)

Child's Home Address:
APT/CONDO #

uE
Name: _
Billing Address:

PERSON RESPONSIBLE FOR ACCOUNT

clry

Previous Address:

crry

Hm # (_)
STATE

DL #:

Employer:

.rl lrlrr

PRIMARY ORTHODONTIC INSURANCE

OrthodonticCoveraqe? I Yes E ruo

Insurance Co. Name:

lnsurance Co. Address:

Insurance Co. Phone #: (_)

SS# or lD#:

Policy Owner's Name:

Relationship to Patient:

Policy Owner's Birthdate: _/_ / _ Group#:

Policy Owner's Employer:

Employer's Address:

CONTINUED ON BACK

WHO IS ACCOMPANYING YOUR CHILD TODAY?

Name: Relation:

Do you have legal custody of this child? f V"t INo
Whom may we Thank for referring you?

List brothers / sisters with aoe:

General Dentist:

Last Visit Date:

Parent's Marital Status :
n stngte E pannered E Divorced

E varied n Separated I Wdowed

3
Name: _Birthdate: / /
Wk #: (_) Ext._ Hm #: (_)
Fmnlnrrar'

How Long at Current Job:

SS #: DL #:

Job Title:



What are the main concerns that you would like orthodontics
to accomplish?

Would patient object to wearing
Orthodontic appliances? fyes Ino
Has vour child ever been evaluated or had orthodontic treatment

before? !Yes I trto

Have there been any injuries to the face, mouth, teeth or chin?

nYes I t,to

List any musical instruments played:

Have adenoids or tonsils been removed? n Yes f tto

Has your child been informed of any missing

or extra oermanent teeth? trYes tr No

Has your child ever had any pain / tenderness in his / herjaw joint

(TMJ /TMD)? n Yes I trto

Does your child brush his / her teeth daily? I Yes I lto

Floss his / her teeth daily? tr Yes I ttto

Child's Physician:

Phone #: (_) Date of Last Visit:

ls your child currently under the care of a physician?

lYes tr no

Has puberty begun? I Yes f ruo

Has menstruation begun (Girls) I Yes I trto

Please describe your child's physical health:

L l (]ooo Llharr L,t t'oor

rr child is currentlv takino: .Please list all drucs that vor

Y N Latex Y N MetalslNickel Y Nriir.rpfiaitci,,',''

HASYOUR CHILD EVER HAD ANY OFTHE
FOLLOWING MEDICAL PROBLEMS?

Y N Abnormal Bleeding
Y N ADD/ADHD
Y N Allergies to any Drugs

Y N Allergic to Latex / Metals

Y N Allergic to Plastic

Y N Any Hospital Stays

Y N Any Operations
Y N Artificial Bones / Joints

Valves

Y N Asthma
Y N Cancer

Y N Congenital Heart Defect

Convulsions / Epilepsy

Diabetes

Handicaps / Disabilities
Hearing lmpairment
Heart Murmur
Hemophilia

Hepatitis

HIV+ / AIDS

Kidney / Liver Problems

LU pUs

Rheumatic / Scarlet Fever

Tuberculosis (TB)

YN
Yhl
YN
YN
YN
YN
YN
YN
YN
YN
YN
YN

Please discuss any medical problems that your child has had:

YN
YN
YN
YN

HASYOUR CHILD EVER EXPERIENCED ANY
OF THE FOLLOWING?

Clenching / Grinding Teeth Y N Nursing Bottle Habits

Lip Sucking Y N Speech Problems

Mouth Breather Y N Thumb / Finger Sucking

Nail Biting Y N Tongue Thrust

Neighbor or Relative not living with you.

Name Phone ( )

Address

ct tYi

Ihii.s{tqe':te,lervesthe,:iight'te':Veii8!lie]ii,.edit:.s!atus'{'f,,p6-tcn1i'l',
patlents and / or parents of patients p{ior to extending credit for treat-
ment fees and mav at the discretion of th is office, use the serukes of,.: .,
one or more creorl reporflng servtces.

I understand that the information that I have given is
correct to the best of my knowledge, that it will be held
in the strictest of confidence and it is my responsibility to
inform this office of any <hanges in my child's medical
status.

I authorize the dental staff to perform the necessary dental
services my child may need.

9i$nqlq re of piirenrrlri r Errarditn...,.:.....:.:.:..,....t:.: ::::..:a::::.. :.4..::..:,..

Signature of parent or guardian Date

lf this office accepts insurance, I understand that t am responsible for payment of
services rendered and also responsible for paying any co-paymerlt and deductibles
that my insurance does not cover..,,t,,i

Signature of parent or guardiari

The Parent or Guardian who accompanies the child is responsible for payment.
Our office is HIPAA compliant and is committed to meeting or exceeding the standards of infection control mandated by 05HA, the CDC and the ADA.
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dical/ dental information above with the parent / guardian and patient named herein..l,,ilt i6afy,,,$$b*io.ihe *d

Doctor's CommenR: . lnitials: Date:
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