14634 Lee Highway Gainesville VA 20155

Tel: 703-753-4777, Fax: 703-753-4677

WWW.teem-ortho.com

PATIENT INFORMATION
Date....ccvenivivineiirinee
Patient’s Name......cccceceeenreeniece s Date of Birth.....ccovereeniverercrererc e
SocialSecurity#........ccecveerennnee. Age......... Ethnicity......ccccovveenee. Occupation.................. Gender.............
AGAISS...vuteeeie ettt ettt sttt st st st et et sttt e et b bt e et e b et ha et h et e R etk bt b et b et eb bt eb bt
Home Telephone ( Yottt e Cell/Work ( Yottt
RETFEITEA BY....oeeeet ettt ettt ettt e ete et et eaa e e e e tseeeeeabeeeeassaeaeeeasaaaeanbesaeantasaesnseeseanrenannn
Name of SChOOI Pati@nt AtEENAS........oueuevireeeeeet ettt et et st s e e

RESPONSIBLE PARTY

NAME...eeiieee e enenes Marital StatUS...c.occeveereecrieeree e
AGAISS...oneeiieeen ettt ettt bttt bttt bbb bbb bbb b b kbbbt eh b ea b eh bR b ehe s R s s s e
Home Telephone ( Yo e Cell/Work ( ) OO OU
Social Security #.....cccoeeveveieeeeee. Birthdate........ccceunene. Relationship to Patient..........ccccccuveueuene.
EMPIOYET ..ottt s OCCUPATION.c.ceit ittt
EMNPIOYEI AQAIESS ..ottt et ettt e et st b e et b s e b e st eb e et eb st ene st
Spouse’s Name.......cccceveecrecnesnssensennnens Employer........cceiereceenens OccUpPation......ccceeveccnecnssnssensessennenns
EMPIOYEE AQAIESS.....ueeeeececcerieeneseesesereesesseessnssessessessassasssessssssessssssssasssesssssessassassasssesssessassassssssessessssssssassns
Social Security #......cccccevverververerecennnnns Date of Birth.......cccceccevrvervennes Relationship to Patient......................
Home Telephone ( ) R Cell/Work ( Yottt e s saesne e e anenan e eene

E-INUQUlcoeeeeeeeerecreeeereseeseresaressessessssesssessassssessssssssasssssssssssesssssnsssssessssesasssssessassssessssssassssesssssssssnessssenasssnsessnnes



DENTAL INSURANCE

INSUrANCe COMPANY ..ot iciiiiirriectertienee e esriessee e eseeeeesseanees GrOUP Heeeeeee ettt
INSUFANCE CO. AQAIESS. ...ttt sttt ettt seb e sttt s et b e s et et b b st e s eae st sen s b s e
3007 0] (o3 V7= O INS. CO. PhONE H..ocoeeveieeee ettt
Do you have secondary coverage? Y/N If yes:ioieenae

UL T el Y=Y o\ F=T 0 LTS

INSUrANCE COMPANY.cciiiciiiiiirieceertienee e ensiesee e eseeeessreanees GrOUP Hueeeeee ettt
INSUFANCE CO. AQAIESS....ouueieeieireciieteie ettt eb e sttt seb e s et s e s et e b b st e seseae st sen s ene s ene
53007 0] (o3 V7= O INS. CO. PhONE Hu.ocvveveiieeeeeee et
Emergency Contact......ccccovvevevecceniecniinen e PRONE....co e
| understand that where appropriate, credit report may be obtained.

Signature (Parent’s SigNature if MINOK)........cveiccvererce s esas e s saeseesnassasseesnssanans

DENTAL/MEDICAL HISTORY.

IO CONCEIMN .. ettt et et e b e et bbb e et bbbt s bbbt sen st et mebenesea

NAME OF DENTIST... vttt sttt sttt st eb e sttt et b e s et et et ebe ses e et beteae bt sen et enes

AQAIESS ...ttt sttt ettt st e st s s s re e s e e e e eane Phone.......cccocuneenee
T I 1 - T o] o o 1 1 g 1 1= o | 0O TORSPRUSRRTN:
D, FOr WAt . e s s e e e et s e e e b s e r s
C. DO yoU have tOOtNAChE.......c.o o e st st e sreeneraeees Y/N
d. Does food pack between your teeth..........uiicie i Y/N
€. Do you have bleediNg UMS......ccviieieeeeiee et e e e st st saestesaeeneerneesans Y/N

f. DO YOU ZriNd YOUI tEETN ..ottt te e e e e ett e e e e ebaeaeeeeaas Y/N



g. Do you suck your thumb/finger OF liPS.....cc.cucieeceieieriee ettt et v e ber e v e Y/N

h. Do you have sores or lumps in YOUr MOULN.........cccecuiiriineicece ettt st s Y/N
i. Have you ever had any injury or blow to your face or jaws.......cccceeeceeeieinineecececcecesnne Y/N
j. Do you pain on the face, neck or ShoUIdEers..........cccvriricicve e Y/N
k. Do you have frequent headaches...........coeiiirineicecece et st eraes Y/N
I. Do you have ringing or Pain iN YOUI @arS........cccuiireereeeeeeeesteseseerieraeresseseeestesteseessssessessens Y/N
m. Do you have difficulty opening your mouth..........cccccoce e e Y/N
n. Do you have pain on chewing/talking or YaWning..........ccccoeeveviveeeneeierine e e Y/N
0. Do your joints make noises upon opPening/ClOSUre.........occoeveeuererecenecerinecreeeereeeveveee s Y/N
p. Have you had any treatment for your jaw joint(TMJ).....cceeveveeeceiciniece e Y/N
If yes, When and DY WHOM ...ttt st st e e s bt n e eaas
g. Any other information about your dental treatment..........cccoceeeieieinececcecce e

1. Has patient been under the care of a physician during the past 2 years

other than for routing @XamiNatioN........c.ovieii ittt e e aenes Y/N

2. Are you taking any MediCation ...ttt st e r e Y/N
LTI Dt o] - |1 PO ORI

a. Do you have any allergies to medication or foods.........cccceeueieinineece e Y/N
[F WS, EXPIAIN vttt ettt b et et e e e ete et ste st e e e s tet st eseaseteete et saeanannatarens

b. Do you bleed easily for long period of tiMe.........cccceve e Y/N

c. Have you noticed any lumps under your jaw, neck, armpits, chest/breast

........................................................................................................................................................ Y/N
d. DO YOU haVe CheSt PAiNS....c.eciciiciceee ettt ee e st stesresaesnesn et e s aesaes e nnnanan Y/N
e. Have you had significant weight loss/gain in the past year.........ccccoveeeeececerieececeeereeenens Y/N
Do you experience shortness of breath when awakening from sleep.......cccccoeeveeeviennens Y/N

g. Do you feel overly warm or have frequent fEVErS........ccueeieeceeecee e e Y/N



h. Have you been informed that you have CanCer..........occiiieieiceceicee e Y/N
i, DO YOU ArINK AlCONOL.......oeiiciceece ettt e r e et v et ber et sre et as st b sene s Y/N

If yes, how often

Jo DO YOU SIMOKE ...ttt et ettt et ev ettt et eeebesea b eresbensabesaas et sesbessas et sesbesatesassesars et serantes Y/N

k. If yes, how often

L. ATE YOU PrEENANT......coiiietee et ettt st ettt s et e et sea et eesetesea b aasebenabeseasetensesesenserenees Y/N
If yes, How many months

M. Are you practicing birth CONTrol.........ccciriiiccee e et Y/N
If yes, explain

n. Have you ever had or have any of the following
Heart Disease Y/N High Blood Pressure Y/N
Hepatitis Y/N Anemia Y/N
Diabetes Y/N Arthritis Y/N
HIV Y/N Asthma Y/N
Epilepsy/Seizures Y/N Emotional problems Y/N
Cold Sores Y/N Bone disease Y/N

SIBNATUIE .. e e et s e e e DAt
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