Hickory Flat Dental Group
7840 Hickory Flat Hwy
Woodstock, GA 30188
770-479-8654
770-479-9082 fax

Patient’s Name Home Phone Cell #
Birthdate Ape Sex Email
Home Address City State Zip Code
Employed By Business Phone :
Address Occupation
Spouse’s Name
Social Sccurity # Driver's License # Stane Marital Status
Spouse’s Occupation Spouse's Social Sccurity #
Patient’s Dentist Patient’s Physician
Address Address
Referred By
Friend or Relative Who is a Patient In This Office?
Person Responsible For Account : Phone
Billing Address City State Zip Code

Emergency Contact Person and Phone:

Are You Covered By Dental Insurance That Provides for Orthodontic Treatment?
If So, List Name Of Insurance Company, Address, Phone # and Policy Number Below,

Patieni Has Been Treated by Physician For
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Rheomane Poey ... i s a Qo Date of last medical checkup
i?ﬁ:rmu _____________ g g Are there any impending operations? ........... a a Q
T8 e e R e e e Q2 Q If 50, describe
LT T T — E E Paiicnt is taking ot i atcan o o
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sl - e “a a 150 and within last 2 years. when?
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DENTAL HISTORY

Putient hos had & recen dental check-up

Patient his had a previous orthodontic examination . - Whom:
Are you a transfer orthedontic pAGERTT ... . O Date treatment started

Pravious orthodontist name
ADDRESS CITY STATE iy PHOMNE

Tn wiour oown words please explain reason for visit loday

Blow or injury 10 e 0F BRI ... s S s R P

Finger or thumb sucking hbil....ceimeieen
Wight time teeth clenching or grinding habil ...

Swallowing problems ..........coimsmemmns
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Clicking or pain when opening jaws . : a
Ever treated for problems of the jaw joint or facial muscle SPASME .. .
]
o
a
a
a
a
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Difficulty in breathing through nos e resmemse——-
Demtist has removed primary teath ...
Dentist has removed permanemt teeth .. .
Surgery to repair cleft lip and or clefi palate ..o s

Gum diseuse
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High intake of sweets ...
Parents have had orthodontic treatment ..
Patient resemibles father o
Patient resembles mother ... a
Paticnt is adopted L]
[ feel orthodontics 15 needed for ome 0F Al OF ThESE TERRDNS .o vovv s ersersressmseses s s ol
To improve chewing efficiency ... a
T impeove facial appearance ... a
Tor improve long senm denial REEM .....commmsmsrismsmsremsseesamtss 0
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Patient s reaction w orthodontic trealment 158
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Accepts whatever is recommended ... | m]
Antagonistic vl ]
Other

Plegse deseribe the patient’s individual character or nature (for example, quiet, outgoing, self-conscious, responsible leader. one of the group, ete.)

IT wou have any additional eoncemns or questions you wish the doctors 1 be aware of or you wish the doctors 1o answer, please describe:

To the best of my knowtedge, the above information is cormect. [ give consent for the initial exem and for records, iF needed, to determine the necessity of orthodontic treatment and
aceepl responsibility for payment of records, which includes x-rays, models and photographs. In addition, I onderstand those reconds may be used for professional reference. disploy.
orthodontic journals, books, meetings and patient education, T give my permission to D Wendy Katz's office to obtain o oredit report on me, if credit is extended 1o me for orthodongic
IrCAlMIBnL.

DATE Signature of Person Completing Form

DATE Signature of Person Completing Form



