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CHILD CONFIDENTIAL ORTHODONTIC ACQUAINTANCE FORM
											Date___________________________                                                                                                                                                                                   
ABOUT YOUR CHILD                                                                                                                                                                                 	Date or Birth________________________
Patient Name_______________________________________________________Nickname______________________________________Age________Sex_________
Home Address________________________________________________________________________________________Phone(          )________________________
City__________________________Zip______________School__________________________________Height_________________Weight_____________________
Special Interests, sports or hobbies:__________________________________________________________________________________________________________
Who may we thank for sending you to our office:_______________________________________________________________________________________________
Family members who have been patients with Dr. Bloore:________________________________________________________________________________________
Is patient adopted?__________________________
ABOUT YOU

Mother_________________________________________________________		Father________________________________________________________	
Address_________________________________Home#_________________		Address_________________________________Home#_________________
City_______________________________________Zip__________________		City_______________________________________Zip__________________
Email Address:__________________________________________________		Email Address:___________________________________________________
Occupation_____________________________________________________		Occupation_____________________________________________________
Employer_______________________________________________________		Employer_______________________________________________________
Bus. Phone_______________________Cell___________________________		Bus. Phone_______________________Cell_______________________	
PLEASE CIRCLE
Y    N  Birth Defects			Y   N  Under treatment by doctor now 	Y   N  Migraines			Y   N   Diabetes  
Y    N  Is patient in good health		Y   N  Emotional problems		Y   N  Asthma			Y   N   Allergies
Y    N  Any major illness?		Y   N  Convulsions/Epilepsy		Y   N  Rheumatic Fever		Y   N   Latex Allergy	
Y    N  Disease?			Y   N  Heart Murmur			Y   N  Hemophilia			Y   N   Any other allergies?
Y    N  Accident?			Y   N  Heart problems of any kind 	Y   N  Bleeding problems		_____________________
DOES YOUR CHILD NEED TO BE PREMEDICATED BEFORE DENTAL TREATMENT?     Y      N
Are there any other medical conditions or problems relating to your child?      Y     N     If yes, please list___________________________________________________
Is your child currently under the care of a physician?   Y     N
Child’s Physician:________________________________The approx. date of last visit_______________________________________
IS YOUR CHILD ALLERGIC TO ANY DRUGS?   Y    N   If yes, please list_____________________________________________________
Is your child taking any prescription drugs?   Y    N   If yes, please list_____________________________________________________
Child’s dentist_____________________Their phone number_____________________The approx. date of last visit_______________
PLEASE CIRCLE:
Has there been any injuries to the face, mouth or teeth?    Y    N
Has your child ever sucked his/her thumb or fingers?   Y   N
Does your child have any speech problems?   Y   N     Is your child a mouth breather?   Y   N
Has your child had tongue-thrust or speech therapy?   Y   N        Have you ever been informed of missing or extra teeth?   Y   N
Has an orthodontist been previously consulted?   Y   N   Who?_____________________________________________________________________
Have you been told your child has TMJ (Temporomandibular Joint) problems?   Y   N        Has your child’s jaw ever locked open?   Y   N
Does your child’s jaw joint ever make noise (cracking or popping sound) when chewing or yawning?   Y   N

WHAT DO YOU WANT ORTHODONTIC TREATMENT TO ACCOMPLISH?______________________________________________________________
_______________________________________________________________________________________________________________________

I understand that the information that I have given is correct and the best of my knowledge, that it will be held in the strictest confidence, and it is my responsibility to inform this office of any changes to my child’s medical status.

Parent or Guardian’s signature___________________________________________Date____________________________________








