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PATIENT PERSONAL INFORMATION FORM - CHILD 

ACCT# ___________                       DATE ____________ 
 

Last Name _____________________________  First ___________________________  MI ______ School _________________ 
 

Preferred Name __________________________  Sex ______ Age ______ DOB ___________ Patient Cell # ________________ 
 

Mailing Address___________________________________________________________________________________________ 
 

Street Address_____________________________________________________________________________________________ 
 

City________________________________________ State ________  Zip__________ Email_____________________________ 
 

Siblings Name _______________________DOB ____________  Siblings Name _______________________DOB ____________ 
 

Siblings Name _______________________DOB ____________  Siblings Name _______________________DOB ____________ 
 

Mother’s Name _________________________________________________ SS# ______________________________________ 
 

Mother’s Address ____________________________________________ City/State ______________________ Zip ___________  
 

#’s Cell ________________ Hm ________________ Wk ________________ Employer _________________________________  
 

Father’s Name _________________________________________________ SS# ______________________________________ 
 

Father’s Address ____________________________________________ City/State ______________________ Zip ___________  
 

#’s Cell ________________ Hm ________________ Wk ________________ Employer _________________________________ 
 

Who does patient live with _____________________________________ Is patient’s last name different from yours    Yes   No 
 

DENTAL INSURANCE 
 

Insurance Co ___________________________ Policy _____________________ Grp ___________ Ortho Coverage   Yes   No 
 

Subscriber Name __________________________SS# ______-_____-______ Birthdate __________ 
 

_________________________________________________________________________________________________________ 
 

DENTAL HISTORY 
 

Who recommended your child see an orthodontist?   Dentist     Friend ____________________  Other ___________________ 
 

Who referred you to our practice?     Dentist     Friend ________________________________   Other ___________________ 
 

Has your child had or presently have any of the following habits:    
 

           Thumb/finger sucking      Lip biting     Snoring      Mouth breathing     Grinding of teeth at night 
 

Have there been any injuries to the face, mouth or teeth?        Yes   No  ____________________________________ 
 

Have you been informed of any missing or extra permanent teeth?    Yes   No  ____________________________________ 
 

Are you aware of sores, lumps or irritated areas in your child’s mouth?   Yes   No 
 

Has an orthodontist been consulted previously?      Yes   No 
 

 

If so, by whom _______________________________________________ Date _____________________________ 
 

Has your child been treated for: 
 

   Bad bite     TMJ     Periodontal Disease 
 

If so, by whom _______________________________________________  
 
Do your child have any speech problems?      Yes   No 
 

Is your child frightened or anxious about orthodontic treatment?    Yes   No 
 

Is your child concerned about the appearance of his/her teeth?    Yes   No 
 

Is there anything your child would like to change about his/her smile?   Yes   No 
 

If so, what ________________________________________________________________________________________________ 
 

Reason for consultation (Chief concern) ________________________________________________________________________ 
 

Has there ever been any orthodontic treatment for any other member of the family?    Yes   No 
 

If so, who ______________________________________________ Are you satisfied with the results?    Yes   No   
 

Family dentist __________________________________________ Last cleaning _______________________________________ 



 

MEDICAL HISTORY 

Family physician _______________________________________________ Date of last physical __________________________ 
 

Is your child in good health?     Yes   No, explain ____________________________________________ 
 

Is your child under care of a physician at this time?  Yes   No 
 

Currently taking any medication?     Yes   No   List ______________________________________________ 
 

Allergic to any medicine? (Penicillin, Sulfa, etc)  Yes   No   List ______________________________________________ 
 

Ever taken any diet medication? (Fen-Phen)   Yes   No   List ______________________________________________ 
 

Has your child had tonsils and/or adenoids removed?  Yes   No    
 

Had serious illness or been hospitalized?   Yes   No, explain ____________________________________________ 
 

Any special problems not listed?    Yes   No   List ______________________________________________ 
 

Ever been advised by their physician to take  
antibiotic prior to dental treatments?   Yes   No   List / Dosage _______________________________________ 
 

Patient reached puberty (Boys-Voice changed / Girls-Started menstruating)   Yes  No     Any chance of pregnancy   Yes   No  
 

Patient’s approximate height _____________ Weight ____________      
 

Father’s present height _____________  Mother’s _____________ Older brother’s _____________ Older Sister’s ____________   
 
 

DOES YOUR CHILD NOW HAVE OR EVER HAD ANY OF THE FOLLOWING?  
 

YES   NO    YES   NO    YES   NO 
          Tuberculosis             Respiratory lung disease            Kidney trouble 
          Endocarditis             High blood pressure            Liver disease 
          Heart condition             Low Blood Pressure            Emotional problems 
          Heart pacemaker               Hepatitis (type ______)            Psychiatric Treatment 
          Heart angina                 Herpes (oral-cold sores)            Drug addiction 
          Heart attack (coronary)            Blood disorders/bleeding problems           Headaches 
          Mitral valve prolapse            Inflammatory Rheumatism           Earache 
          Congenital heart disease            Arthritis              Jaw clicking 
          Artificial heart valve            Ulcers              Jaw pain 
          Heart surgery (date ______)           Anemia              Tonsillitis 
          Rheumatic fever               Asthma              Latex allergies  
          Prosthetic (artificial joint)              Epilepsy             Allergies to metal 
          Xray/radiation (cancer) therapy           Glaucoma             Seasonal allergies  
          AIDS or HIV positive            Fainting spells             Allergies (other) ___________ 
          Diabetes             ADHD              Other ____________________ 
 

 I, the undersigned, have completed the health questionnaire and certify that the preceding information is true and correct.  THIS 
OFFICE WILL NOT BE HELD RESPONSIBLE FOR ANY PROBLEMS ARISING OUT OF INADEQUATE INFORMATION 
NOT DISCLOSED.  I grant authority to the Doctor and Staff to perform all procedures and treatments in the patient’s best 
interest.  I understand that, where appropriate, Credit Bureau reports may be obtained. 
 

NOTES _________________________________________________________________________________________________ 
 

________________________________________________________________________________________________________ 
 

________________________________________________________________________________________________________ 
 

________________________________________________________________________________________________________ 
 

________________________________________________________________________________________________________ 
 

________________________________________________________________________________________________________ 
        

Signature of parent _____________________________________________________ Today’s date ________________________     
 

Signature of Orthodontist ________________________________________________ 
 
Update date      changes (see above)   Asst   Update date      changes (see above)   Asst 
_______________          Yes    No         _____   _______________          Yes   No         _____ 
_______________          Yes    No         _____  _______________          Yes   No         _____ 
_______________          Yes    No         _____  _______________          Yes   No         _____  
_______________          Yes    No         _____  _______________          Yes   No         _____ 
_______________          Yes    No         _____  _______________          Yes   No         _____ 


