
New Patient Intake Form 
 

PATIENT INFORMATION 

Patient’s Name________________________________________________________________________________________________ 

Nickname_____________________________ DOB___________________________ 

Address____________________________________ City___________________________ State_________ Zip__________________ 

Whom may we thank for referring you to our office? ________________________________________________________________ 

 

CONTACT INFORMATION 

Email______________________________________ Cell_____________________________  

Other Phone Number(s) (Please indicate work, home etc)_____________________________________________________________ 

 

RESPONSIBLE PARTY INFORMATION  
(Please write “same as above” where needed) 

Name_____________________________________ DOB________________ Relationship to Patient___________________________ 

Mailing Address_______________________________City___________________________State_________Zip__________________ 

Residence (if different from mailing address)_______________________________________________________________________ 

 

ADDITIONAL CONTACT (optional) 

Name_____________________________________ DOB_____________________  

Relationship to Patient___________________________ Relationship to Responsible Party__________________________________  

Email_____________________________________ Cell_____________________________  

Other Phone Number(s) (Please indicate work, home etc)_____________________________________________________________  

 

EMERGENCY CONTACT 

Name___________________________________ Relationship to Patient______________________ Phone_____________________ 

Address______________________________________City____________________________State______________Zip____________ 

 

GENERAL DENTIST 

General Dentist_____________________________________________ Month of Last Visit__________________________________ 

Practice Name______________________________________________ City/Town_________________________________________ 

PHYSICIAN 

Physician__________________________________________________  Month of Last Visit__________________________________ 

Practice Name______________________________________________ City/Town_________________________________________ 



MEDICAL HISTORY 
 

Please circle YES or NO (If YES, please fill in details) 
YES NO Is the patient taking any medication?__________________________________________________________ 
YES NO  Is the patient allergic to any medications?______________________________________________________ 
YES NO History of a major illness?___________________________________________________________________ 
YES NO Has the patient had any surgeries?____________________________________________________________ 
YES NO Ever been involved in a serious accident?_______________________________________________________ 
YES NO Has the patient shown any sensitivity to metal (such as jewelry)?____________________________________ 
Female Patients Only 
YES NO Has menstruation started?__________________________________________________________________ 
YES  NO Is the patient pregnant?____________________________________________________________________ 

Circle any of the following medical conditions below that the patient has had or currently has. 

Abnormal Bleeding/Hemophilia 
Anemia 
Arthritis 
Asthma or Hay fever 
Bone Disorders 
Congenital Heart Defect 

 

Diabetes 
Dizziness 
Epilepsy 
Gastrointestinal Problems 
Heart Problems 
Heart Murmur 

 

Hepatitis/Liver Problems 
Herpes 
High Blood Pressure 
HIV/Aids 
Kidney Problems 
Nervous Disorders 
 

Pneumonia 
Prolonged Bleeding 
Radiation/Chemotherapy 
Rheumatic Fever 
Tuberculosis 
Tumor or Cancer

Are there any medical conditions we have not discussed that you feel we should be aware of? 
________________________________________________________________________________________________________ 

 
DENTAL HISTORY 

What concerns you most about your teeth?__________________________________________________________ 
Please circle YES or NO (If YES, please fill in details) 
YES NO Is the patient presently in any dental pain?____________________________________________ 
YES NO Ever experienced any unfavorable reaction to dentistry?_________________________________ 
YES NO Has the patient ever lost or chipped any teeth?_________________________________________ 
YES NO Have there been any injuries to the face, mouth, or teeth?_______________________________ 
YES NO Is any part of the mouth sensitive to temperature? Where?_______________________________ 
YES NO Is any part of the mouth sensitive to pressure? Where?__________________________________ 
YES NO Do gums bleed while brushing?_____________________________________________________ 
YES NO Any type of thumb or tongue habit?__________________________________________________ 
YES NO Is the patient a mouth breather?____________________________________________________ 
YES NO Has the patient ever seen an orthodontist? If yes, who and when?_________________________ 
YES NO Does the patient have a negative attitude or concerns about receiving treatment?____________ 
YES NO Has anyone in the family received orthodontic treatment?________________________________ 
  How do they feel about the result?___________________________________________________ 
YES NO Do teeth or jaw ever feel uncomfortable in the morning?_________________________________ 
YES NO Experience jaw clicking or popping?__________________________________________________ 
YES NO Aware of clenching or grinding teeth during the day?____________________________________ 
YES NO Experience “tension” headaches?_____________________________________________________ 
YES NO Has the patient ever experienced chronic ringing in the ears?_____________________________ 
YES NO Does the patient need extra help with instructions?_____________________________________ 
YES NO Is the patient sensitive/self-conscious about his/her teeth?_______________________________ 
YES NO Are you aware that some appointments will be during school/work hours?__________________  
 
 
I have truthfully answered all the above questions and agree to inform this office of any changes in my medical or dental history.  In addition, I 
authorize Dr. Camanocha to perform a complete orthodontic evaluation. 
 
Responsible Party Signature__________________________________________________________Date__________________________________ 
 
Doctor Signature____________________________________________________________________Date__________________________________ 
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,�FRQVHQW�WR�WKH�XVH�RU�GLVFORVXUH�RI�P\�SURWHFWHG�KHDOWK�LQIRUPDWLRQ��3+,��E\�6RXWKLQJWRQ�2UWKRGRQWLFV�IRU�WKH�

SXUSRVH�RI� WUHDWPHQW��SD\PHQW��DQG�KHDOWK�FDUH�RSHUDWLRQV�� ,�KDYH� UHFHLYHG�D�FRS\�RI� WKH�1RWLFH�RI�3ULYDF\�

3UDFWLFHV�DQG�XQGHUVWDQG�,�KDYH�D�ULJKW�WR�UHYLHZ�SULRU�WR�VLJQLQJ�WKLV�GRFXPHQW��

,�81'(567$1'�

体 6HUYLFH� WR� PH� PD\� EH� FRQGLWLRQHG� XSRQ� P\� FRQVHQW� DV� HYLGHQFHG� E\� P\� VLJQDWXUH� RQ� WKLV�
GRFXPHQW��

体 ,� KDYH� WKH� ULJKW� WR� UHTXHVW� D� UHVWULFWLRQ� DV� WR� KRZ� P\� 3+,� LV� XVHG� RU� GLVFORVHG� WR� FDUU\� RXW�

WUHDWPHQW�� SD\PHQW�� RU� KHDOWK� FDUH�RSHUDWLRQV�RI� WKH�SUDFWLFH��6RXWKLQJWRQ�2UWKRGRQWLFV� LV�QRW�

UHTXLUHG� WR� DJUHH� WR� WKH� UHVWULFWLRQV� WKDW� ,�PD\� UHTXHVW��+RZHYHU�� LI� 6RXWKLQJWRQ�2UWKRGRQWLFV�

DJUHHV�WR�D�UHVWULFWLRQ�WKDW�,�UHTXHVW��WKH�UHVWULFWLRQ�LV�ELQGLQJ�RQ�6RXWKLQJWRQ�2UWKRGRQWLFV�

体 ,� KDYH� WKH� ULJKW� WR� UHYRNH� WKLV� FRQVHQW�� LQ� ZULWLQJ�� DW� DQ\� WLPH�� H[FHSW� WR� WKH� H[WHQW� WKDW�

6RXWKLQJWRQ�2UWKRGRQWLFV�KDV�WDNHQ�DFWLRQ�LQ�UHOLDQFH�RQ�WKLV�FRQVHQW��

体 0\�3+,�PHDQV�KHDOWK�LQIRUPDWLRQ��LQFOXGLQJ�P\�GHPRJUDSKLF�LQIRUPDWLRQ��FROOHFWHG�IURP�PH�DQG�

FUHDWHG�RU�UHFHLYHG�E\�P\�GRFWRU��DQRWKHU�KHDOWK�FDUH�SURYLGHU��D�KHDOWK�SODQ��RU�D�KHDOWK�FDUH�

FOHDULQJKRXVH�� 7KLV� 3+,� UHODWHV� WR� P\� SDVW�� SUHVHQW� RU� IXWXUH� SK\VLFDO� RU� PHQWDO� KHDOWK� RU�

FRQGLWLRQ� DQG� LGHQWL¿HV� PH�� RU�� WKHUH� LV� D� UHDVRQDEOH� EDVLV� WR� EHOLHYH� WKH� LQIRUPDWLRQ� PD\�

LGHQWLI\�PH�

7+(�127,&(�2)�35,9$&<�35$&7,&(6�'(6&5,%(6�

体 7KH�W\SHV�RI�XVHV�DQG�GLVFORVXUHV�RI�P\�3+,�WKDW�ZLOO�RFFXU�LQ�P\�WUHDWPHQW��SD\PHQW�RI�P\�ELOOV�

RU�LQ�WKH�SHUIRUPDQFH�RI�KHDOWK�FDUH�RSHUDWLRQV�SHUIRUPHG�E\�6RXWKLQJWRQ�2UWKRGRQWLFV��

体 0\�ULJKWV�DQG�WKH�GXWLHV�RI�6RXWKLQJWRQ�2UWKRGRQWLFV�ZLWK�UHVSHFW�WR�P\�3+,��

6RXWKLQJWRQ�2UWKRGRQWLFV�UHVHUYHV�WKH�ULJKW�WR�FKDQJH�LWV�SULYDF\�SUDFWLFHV��)RU�DQ\�LQIRUPDWLRQ�RQ�FXUUHQW�RU�UHYLVHG�QRWLFHV��
SOHDVH�FDOO�RXU�RႈFH��

3DWLHQW�1DPH��3OHDVH�3ULQW�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

6LJQDWXUH�RI�3DWLHQW�3DUHQWBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB'DWH�BBBBBBBBBBBBBBBBBBBBBBBB

7UHDWPHQW�LQFOXGHV�DFWLYLWLHV�SHUIRUPHG�E\�D�GHQWLVW��GHQWDO�DVVLVWDQW��RႈFH�VWDႇ��DQG�RWKHU�W\SHV�RI�KHDOWK�FDUH�

SURIHVVLRQDOV�SURYLGLQJ�FDUH�WR�\RX��FRRUGLQDWLQJ�RU�PDQDJLQJ�\RXU�FDUH�ZLWK�WKLUG�SDUWLHV��DQG�FRQVXOWDWLRQV�ZLWK�

DQG�EHWZHHQ�RWKHU�KHDOWK�FDUH�SURYLGHUV��3D\PHQW�LQFOXGHV�DFWLYLWLHV�LQYROYHG�LQ�SD\LQJ�IRU�\RXU�WUHDWPHQW��

ELOOLQJ��LQVXUDQFH��HWF��+HDOWK�FDUH�RSWLRQV�LQFOXGHV�WKH�QHFHVVDU\�DGPLQLVWUDWLYH�DQG�EXVLQHVV�IXQFWLRQV�RI�RXU�

RႈFH�
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<RXU�SURWHFWHG�KHDOWK�LQIRUPDWLRQ��L�H��LQGLYLGXDOO\�LGHQWL¿DEOH�LQIRUPDWLRQ��VXFK�DV�QDPHV��GDWHV��SKRQH�ID[�QXPEHUV��HPDLO�DGGUHVVHV��
KRPH�DGGUHVVHV�� VRFLDO� VHFXULW\� QXPEHUV�� DQG�GHPRJUDSKLF� GDWD��PD\�EH�XVHG�RU� GLVFORVHG� E\� XV� LQ� RQH� RU�PRUH� RI� WKH� IROORZLQJ�
UHVSHFWV�

体 7R�RWKHU�KHDOWK�FDUH�SURYLGHUV��L�H��\RXU�JHQHUDO�GHQWLVW��RUDO�VXUJHRQ��HWF���LQ�FRQQHFWLRQ�ZLWK�RXU�UHQGHULQJ�

RUWKRGRQWLF�WUHDWPHQW�WR�\RX��L�H��WR�GHWHUPLQH�WKH�UHVXOWV�RI�FOHDQLQJV��VXUJHU\��HWF���

体 7R� WKLUG� SDUW\� SD\RUV� RU� VSRXVHV� �L�H�� LQVXUDQFH� FRPSDQLHV�� HPSOR\HUV� ZLWK� GLUHFW� UHLPEXUVHPHQW��

DGPLQLVWUDWRUV� RI� ÀH[LEOH� VSHQGLQJ� DFFRXQWV�� HWF��� LQ� RUGHU� WR� REWDLQ� SD\PHQW� RI� \RXU� DFFRXQW� �L�H��� WR�

GHWHUPLQH�EHQH¿WV��GDWHV�RI�SD\PHQW��HWF���

体 7R� FHUWLI\LQJ�� OLFHQVLQJ� DQG� DFFUHGLWLQJ� ERGLHV� �L�H�� WKH� $PHULFDQ� %RDUG� RI� 2UWKRGRQWLFV�� VWDWH� GHQWDO�

ERDUGV��HWF���LQ�FRQQHFWLRQ�ZLWK�REWDLQLQJ�FHUWL¿FDWLRQ��OLFHQVXUH�RU�DFFUHGLWDWLRQ�

体 ,QWHUQDOO\��WR�DOO�VWDႇ�PHPEHUV�ZKR�KDYH�DQ\�UROH�LQ�\RXU�WUHDWPHQW�

体 7R�RWKHU�SDWLHQWV�DQG�WKLUG�SDUWLHV�ZKR�PD\�VHH�RU�RYHUKHDU� LQFLGHQWDO�GLVFORVXUHV�DERXW�\RXU�WUHDWPHQW��

VFKHGXOLQJ��HWF��

体 7R�\RXU�IDPLO\�DQG�FORVH�IULHQGV�LQYROYHG�LQ�\RXU�WUHDWPHQW��DQG�RU�

体 :H�PD\�FRQWDFW�\RX�WR�SURYLGH�DSSRLQWPHQW�UHPLQGHUV�RU�LQIRUPDWLRQ�DERXW�WUHDWPHQW�DOWHUQDWLYHV�RU�RWKHU�

KHDOWK�UHODWHG�EHQH¿WV�DQG�VHUYLFHV�WKDW�PD\�EH�RI�LQWHUHVW�WR�\RX�

$Q\�RWKHU�XVHV�RU�GLVFORVXUHV�RI�\RXU�SURWHFWHG�KHDOWK� LQIRUPDWLRQ�ZLOO�EH�PDGH�RQO\�DIWHU�REWDLQLQJ�\RXU�ZULWWHQ�DXWKRUL]DWLRQ��
ZKLFK�\RX�KDYH�WKH�ULJKW�WR�UHYRNH��

8QGHU�WKH�QHZ�SULYDF\�UXOHV��\RX�KDYH�WKH�ULJKW�WR�

体 5HTXHVW�UHVWULFWLRQV�RQ�WKH�XVH�DQG�GLVFORVXUH�RI�\RXU�SURWHFWHG�KHDOWK�LQIRUPDWLRQ�

体 5HTXHVW�FRQ¿GHQWLDO�FRPPXQLFDWLRQ�RI�\RXU�SURWHFWHG�KHDOWK�LQIRUPDWLRQ�

体 ,QVSHFW�DQG�REWDLQ�FRSLHV�RI�\RXU�SURWHFWHG�KHDOWK�LQIRUPDWLRQ�WKURXJK�DVNLQJ�XV�

体 $PHQG�RU�PRGLI\�\RXU�SURWHFWHG�KHDOWK�LQIRUPDWLRQ�LQ�FHUWDLQ�FLUFXPVWDQFHV�

体 5HFHLYH�DQ�DFFRXQWLQJ�RI�FHUWDLQ�GLVFORVXUHV�PDGH�E\�XV�RI�\RXU�SURWHFWHG�KHDOWK�LQIRUPDWLRQ��DQG�

体 <RX�PD\�� ZLWKRXW� ULVN� RI� UHWDOLDWLRQ�� ¿OH� D� FRPSODLQW� DV� WR� DQ\� YLRODWLRQ� E\� XV� RI� \RXU� SULYDF\� ULJKWV� E\�

VXEPLWWLQJ�LQTXLULHV�WR�RXU�3ULYDF\�&RQWDFW�3HUVRQ��DW�RXU�RႈFH�DGGUHVV��RU�WKH�8QLWHG�6WDWHV�6HFUHWDU\�RI�

+HDOWK�DQG�+XPDQ�6HUYLFHV��PXVW�EH�¿OHG�ZLWKLQ�����GD\V�RI�WKH�YLRODWLRQ��

:H�KDYH�WKH�IROORZLQJ�GXWLHV�XQGHU�WKH�SULYDF\�UXOHV�

体 %\� ODZ��WR�PDLQWDLQ� WKH�SULYDF\�RI�SURWHFWHG�KHDOWK� LQIRUPDWLRQ�DQG�WR�SURYLGH�\RX�ZLWK� WKLV�QRWLFH�VHWWLQJ�

IRUWK�RXU�OHJDO�GXWLHV�DQG�SULYDF\�SUDFWLFHV�ZLWK�UHVSHFW�WR�VXFK�LQIRUPDWLRQ�

体 7R�DELGH�E\�WKH�WHUPV�RI�RXU�3ULYDF\�1RWLFH�WKDW�LV�FXUUHQWO\�LQ�HႇHFW�

体 7R�DGYLVH�\RX�RI�WKH�ULJKW�WR�FKDQJH�WKH�WHUPV�RI�WKLV�3ULYDF\�1RWLFH�DQG�WR�PDNH�WKH�QHZ�QRWLFH�SURYLVLRQV�

HႇHFWLYH�IRU�DOO�SURWHFWHG�KHDOWK�LQIRUPDWLRQ�PDLQWDLQHG�E\�XV��DQG�WKDW�LI�ZH�GR�VR��ZH�ZLOO�SURYLGH�\RX�ZLWK�

D�FRS\�RI�WKH�UHYLVHG�3ULYDF\�1RWLFH�

3OHDVH�QRWH�WKDW�ZH�DUH�QRW�REOLJDWHG�WR�

体 +RQRU�DQ\�UHTXHVW�E\�\RX�WR�UHVWULFW�WKH�XVH�RU�GLVFORVXUH�RI�\RXU�SURWHFWHG�KHDOWK�LQIRUPDWLRQ�

体 $PHQG�\RXU�SURWHFWHG�KHDOWK�LQIRUPDWLRQ�LI��IRU�H[DPSOH��LW�LV�DFFXUDWH�DQG�FRPSOHWH��RU�
体 3URYLGH�DQ� DWPRVSKHUH� WKDW� LV� WRWDOO\� IUHH�RI� WKH� SRVVLELOLW\� WKDW� \RXU�SURWHFWHG�KHDOWK� LQIRUPDWLRQ�PD\�EH�

LQFLGHQWDOO\�RYHUKHDUG�E\�RWKHU�SDWLHQWV�DQG�WKLUG�SDUWLHV�


