SHAMMAA ORTHODONTICS, INC.
PATIENT INFORMATION AND MEDICAL HISTORY

Name:— — — Nickname Date:
Date of Birth: Age: (I Male [1Female
Address: R - — —
Home Phone: Work Phone: Marital Status:
Employer: Occupation: Social Security:
Spouse or Parent's Name: E mail:

Spouse or Parent's Employer:; Work Phone:

Physician: Dentist:

Whom may we thank for referring you:

Previous Orthodontic Experience:

Name and Ages of brothers & sisters:

Please Complete TheFOIIOWING: 0 0 0 000 0000000000000 00000000000000000000000

Has the patient ever had:

] Anemia 1 Diabetes 1 Hepatitis

1 Arthritis "1 Epilepsy/Seizures  [1High Blood Pressure
1 Asthma "1 Fainting Spells OH.LV

I Bleeding Problems  [1 Hearing Problems [ Kidney Disease

1 Cold Sores 1 Heart Condition "1 Liver Disease
Comments:

) Lung Disease
1 Rheumatic Fever
"1 Thyroid Problem
] Tuberculosis

Does the patient have allergies to: [1 Seasonal Grasses [ Drug/Medication [ Foods [1Other

Comments:

Has the patient been under the care of a physician during the past two years, other than for

Condition:

If yes, please list:

Is the patient pregnant?

routine examinations or colds? ‘1Yes [1No
Does the patient require premedication for dental procedures? 1Yes [1No
Is the patient presently on medication? 1Yes [1No
Does the patient have any birth defects? 1Yes [INo

JYes [INo
Has the patient started her menstrual cycle? If yes, at what age? 1Yes [1No
Have the patient's tonsils been removed? 1Yes [1No
Has the patient ever experienced TMJ pain or noise? JYes [INo
Is the patient a mouth breather? 1Yes [1No
Has the patient had speech therapy? 1Yes [1No
Has the patient had a thumb or finger sucking habit? 1Yes [1No

Please turn page over



SHAMMAA ORTHODONTICS, INC.

Responsible Party Information

Name: Relationship to Patient:

Address: Mailing Address City State Zip

Home Phone: Work Phone: Date of Birth:
Marital Status: Social Security:

Employer: Occupation:

Employer Address: Mailing Address City State Zip

Spouse's Name: Spouse's Social Security:

Spouse's Employer: Work Phone:

0000600600000 0000000000000000000000000000000000000
Insurance Information

Primary Orthodontic Insurance: 1Yes [1No

Insured's Name: Insured Social Security:
Insured Date of Birth:

Insurance Company: GroupNo. —— Phone No.

Insured's Employer:

Secondary Orthodontic Insurance: 1Yes [1No

Insured's Name: Insured Social Security:
Insured Date of Birth:

Insurance Company: GroupNo. — Phone No.

Insured's Employer:
Medical:

Company Name: Insured's Name: — Insurance Phone No.

Assignment of Insurance and Release

Please remember that insurance is considered a method of reimbursing the patient for fees paid directly to the
provider and is not a substitute for payment. Some companies will pay fixed allowances for certain procedures
and others pay a percentage of the charge. It is the patient's responsibility to pay any deductible amount, co-
insurance, or any other balance not paid by your insurance company.

To the extent necessary to determine liability for payment and to obtain reimbursement, | authorize disclosure
of portions of the patient's records and Shammaa Orthodontics to file on the patient's behalf. A photocopy of
this assignment is considered to be as valid as the original. I understand that | am financially responsible for all
charges whether or not paid by the insurance carrier. | hereby authorize said assignee to release all information
necessary to secure payment. Should the account be referred to an attorney for collection, the undersigned shall
pay attorney's fees and collection expenses.

Patient or Guardian's Signature: Date:




