
WELCOME TO

MarTin OrThOdOnTiCs
patient information form for minors

Patient’s Name  ______________________________________  Nickname  _______________________________  Sex  ________

Address  ___________________________________________  City   ______________________  State  ______  Zip  __________

Home Phone ______________ Birthdate  _________________  Age _______ School  _____________________ Grade  ________

Email Address  ______________________________________

Patient’s Dentist  _____________________________________      Did they refer you to this office?   Yes    No

Do you know a patient in our practice?   Yes   No  If so, whom? __________________________________________________

Is there someone other than your dentist we may thank for referring you to us?   Yes    No  (very important to us)

If so, whom?  ________________________________________________________________________________________________

Who noticed an orthodontic problem     Patient    Dentist    Other ____________________________________________

Please describe your child’s orthodontic problem in your own words   ____________________________________________________

Patient’s interests or hobbies   __________________________________________________________________________________

Siblings names and ages   _____________________________________________________________________________________

PARENT / GUARDIAN INfORmATION 

 Relationship to Patient     mother  father   Step Parent   Other (specify)  ___________________________________

Name  _______________________________________________________  SS #  ________________________________________ 

Street Address _________________________________________________ DOB ________________________________________ 

City  _________________________________________________________  State _____________________ Zip _______________ 

Employed By  _________________________________________________  Occupation or Job Title __________________________

Work Phone ( __________ )  _____________________________________  Home Phone ( _______ ) ________________________

Cell Phone   ( __________ )  ______________________________________   Email Address  ________________________________

 Relationship to Patient    mother   father   Step Parent   Other (specify)  ___________________________________

Name  _______________________________________________________  SS #  ________________________________________ 

Street Address _________________________________________________ DOB  ________________________________________ 

City  _________________________________________________________  State _____________________ Zip _______________ 

Employed By  _________________________________________________  Occupation or Job Title __________________________

Work Phone ( __________ )  _____________________________________  Home Phone ( _______ ) ________________________

Cell Phone   ( __________ )  ______________________________________   Email Address  ________________________________

INSURANCE INfORmATION

Is patient covered by orthodontic insurance?    Yes    No

Name of Insured   __________________________________________________  SS #   ____________________ DOB  ___________

Name of Insurance Company   ___________________________________________________________________________________

Insurance Claims Address   _____________________________________________________________________________________

Insurance Telephone Number   __________________________________________________________________________________

I understand that where appropriate, credit bureau reports may be obtained.

Signature  ___________________________________________________________________  Date  ________________________
Please fill Out Back



Your answers to the following questions will be helpful in selecting the safest and most effective means 
of providing your child’s dental care. All information will be kept completely confidential.

medicAl historY

physician’s name:  _____________________________________  address  ___________________________  phone__________________

Has your child experienced any health problems?   no    Yes explain:  ______________________________________________
any major change in your child’s health recently?   no    Yes explain:  ______________________________________________
is your child currently under physician’s care?   no    Yes explain:  ______________________________________________
is your child currently taking medications?   no    Yes List:  _________________________________________________
does your child require pre-medication for any 
dental procedure?   no    Yes  List:  _________________________________________________
is your child allergic to any medications?   no    Yes List:  _________________________________________________
Has your child received a blood transfusion?   no    Yes reason:  _____________________________________________
Have your child’s tonsils or adenoids been removed?   no    Yes When:  _______________________________________________
Has your child been in a risk group for aiDs?   no    Yes explain:  ______________________________________________

please check appropriate box:

Heart murmur ................. no  Yes
Heart surgery .................. no  Yes
rheumatic fever ............ no  Yes
endocrine Disorders ....... no  Yes
prolonged Bleeding ........ no  Yes
anemia ............................ no  Yes
Blood Disease ................ no  Yes 
Developmental Disorder  no  Yes 
Hives/rash ...................... no  Yes

Hepatitis .......................... no  Yes
Diabetes .......................... no  Yes
Kidney Disease ............... no  Yes
Liver Disease .................. no  Yes
tuberculosis .................... no  Yes
Bronchitis ........................ no  Yes
asthma ............................ no  Yes
epilepsy .......................... no  Yes
fainting ........................... no  Yes

emotional problems ....... no  Yes
frequent Headaches ...... no  Yes
nervous/anxious ............ no  Yes
Cancer ............................. no  Yes
Bone Disorders ............... no  Yes
Growth Disorders ........... no  Yes
mouth Breather ............... no  Yes
Herpes (fever Blisters) ...... no  Yes
tonsillitis ......................... no  Yes

is there any other condition or problem that you think we should know about?  _______________________________________________
________________________________________________________________________________________________________________________
Comments:  ____________________________________________________________________________________________________________

Growth information for patients Under 16 Years of age
Because growth can be an important factor in orthodontic treatment planning, your answers to the following questions are needed to aid  in our selec-
tion of treatment alternatives:
Has your son or daughter reached puberty? ....................................................................    no    Yes
 Girls - Has she started menstruation ................................................................    no    Yes When?________________________
 Boys - Has his voice changed? ........................................................................    no    Yes When? _______________________
Height ________________ Do you feel growth is completed?.........................................    no    Yes
father’s Height ________________ mother’s Height ________________  adopted? ........    no    Yes
names and Birthdates of patient’s brothers and sisters: __________________________________________________________________________
Have either siblings or parents had orthodontic treatment?    no    Yes   With whom: _____________________________________________

deNtAl historY

Dentist’s name:  _______________________________________  address  ___________________________  phone__________________

frequency of dental checkups:  twice a year    once a year    only if a problem exists    never    Date of last visit 
__________
is there any unfinished care to be completed with your child’s dentist?   no    Yes explain:  _____________________________
is your child frightened about dental treatment?   no    Yes explain:  _____________________________
Has your child had an unpleasant experience in a dental office?   no    Yes explain:   _____________________________
Has your child had any face or dental injuries?   no    Yes explain:   _____________________________
is there any history of thumb or finger sucking?   no    Yes stopped?  ___________________________
Does your child play any musical instruments?   no    Yes What instrument:  _____________________
Has your child consulted an orthodontist previously?   no    Yes With whom?  _________________________
Have teeth (either primary or permanent) been removed?   no    Yes   ____________________________________
Has your child had any previous orthodontic treatment?   no    Yes With whom?  _________________________
are you satisfied with prior treatment?   no    Yes explain:  _____________________________

please check if there is a history of:
  Clenching teeth  muscular soreness around head & neck  Jaw joint soreness  Jaw joint popping
  Grinding teeth  Headaches (more than normal)  Jaw joint clicking  ringing in the ears
  speech problems (if so, which sounds_______________________)  mouthbreathing:  awake___  asleep____

is there any other information that may be helpful? __________________________________________________________________

________________________________________ ________________ reviewed by: _____________________________________
parent’s signature                  Date


