
Schmitt Orthodontics
Terry J. Schmitt, DDS, MS, PA

Welcome!  Thank you for selecting our office for orthodontic care.  We will strive to provide you with the best possible dental care.  To help us meet all your dental needs, please fill out this form completely in ink.  If you have any questions or need assistance, please ask.  We will be happy to help.

Patient Information (Confidential)		 		        DATE______________________
								        SSN_______________________

Name______________________________________________Birthdate_________________________
Address_____________________________________________________________________________
Home Phone________________________________________Cell Phone_________________________
E-Mail Address________________________________________________________________________
Whom may we thank for referring you?____________________________________________________
Dentist’s Name_______________________________________________________________________
Person/Number to contact in case of emergency____________________________________________

For Patients under the age of 18 please complete the Following:
Father’s Name_______________________________________Birthdate_________________________
Address_____________________________________________________________________________
Home Phone_________________________________________Cell Phone________________________
Employer____________________________________________Work Phone______________________

Mother’s Name______________________________________Birthdate_________________________
Address_____________________________________________________________________________
Home Phone_________________________________________Cell Phone________________________
Employer____________________________________________Work Phone______________________

Responsible Party
Name of Person Responsible for this Account_______________________________________________
Relationship to Patient_________________________________________________________________
Birthdate_______________________________________________SSN__________________________
Address_____________________________________________________________________________
Home Phone_________________________________________Cell Phone________________________
Employer____________________________________________Work Phone______________________

Insurance Information
Name of Insured__________________________Relationship to Patient__________________________
Birthdate_______________________________________________SSN__________________________
Employer____________________________________________Work Phone______________________
Insurance Company____________________________________________________________________

Have you travelled to Liberia, Sierra Leone or Guinea in the last 21 days?		YES	NO
If yes, please let us know when you arrived in the U.S.?_______________________________________
Are you feeling feverish?								YES	NO				
[bookmark: _GoBack]				
Patient Medical History - Please Circle Yes or No
1.  Are you in good health?							YES	NO
2. Have you been hospitalized in the past five years?				YES	NO	
3. Are you under medical treatment now?					YES	NO
4. Are you taking any medications?  						YES	NO
If yes, please list medications._______________________________________
	_______________________________________________________________
	_______________________________________________________________
5.  Are you allergic to or have you had a reaction to the following?	
Penicillin	YES	NO
Sulfa		YES	NO
Codeine		YES	NO
Latex Gloves	YES	NO
	Other Allergies_______________________________________
6.  Have you been advised by a physician to take antibiotics for dental procedures due to a heart murmur?											YES	NO
7. Do you have any reason to believe that you are HIV positive or at risk of being HIV positive?												YES	NO
8. Have you taken oral or IV bisphosphonates?	 				YES	NO
9. Women:  Are you pregnant or nursing?					YES	NO
10. Do you have or have you had any of the following?	

Heart Problems		YES	NO		Cancer			YES	NO		
Heart Murmur		YES	NO		Asthma			YES	NO
Fainting/Seizures		YES	NO		Lower Blood Pressure	YES	NO
Epilepsy/Convulsions	YES	NO		High Blood Pressure	YES	NO	
Hepatitis		YES	NO		Tuberculosis		YES	NO
Respiratory Problems	YES	NO		STD			YES	NO
Hay Fever		YES	NO		Rheumatic Fever		YES	NO
Diabetes			YES	NO		Kidney Disease		YES	NO
Liver Disease		YES	NO		Sickle Cell Anemia	YES	NO

Patient Dental History
1.  Have you had any orthodontic work done?					YES 	NO
If Yes, when?________________________
2.  Do your gums bleed while brushing or flossing?				YES	NO
3. Have you had any head, neck, or jaw injuries?				YES	NO
4. Do you clench or grind your teeth?						YES	NO
5. Have you ever experienced any of the following problems
with your jaws?			a) Clicking				YES 	NO
				b)Pain (joint, ear, side of face)		YES	NO
					c)Difficulty in opening or closing		YES	NO
					d)Difficulty in chewing			YES	NO

I certify that I have read and understand the above questions and have answered them accurately to the best of my knowledge.  I authorize the orthodontist to release any information and records pertaining to my/ my child’s diagnosis and treatment to third party payers and/or other health practitioners.  I authorize and request my insurance company to pay insurance benefits directly to the orthodontist (unless otherwise indicated).  I understand that my dental insurance carrier may pay less than the actual bill for services.  I agree to be responsible for payment of all services rendered on my behalf.

X_____________________________________________________Date___________________________________________
Signature of Patient or Parent if Patient is a Minor			

Doctor’s Comments_____________________________________________________________________________________
_____________________________________________________________________________________________________
X_____________________________________________________Date___________________________________________
Signature of Doctor	
