
DATE: ______________________ PLEASE PRINT IN INK
PATIENT INFORMATION      
LAST NAME 
 

FIRST NAME 
 

NICKNAME 
 

SS NO. 
 

SEX 
 

BIRTHDATE 
   

AGE 
 

MAILING ADDRESS 
 

CITY 
 

STATE ZIP PHONE 

SCHOOL (if student) GRADE [ ]SINGLE   [ ] MARRIED 
[ ] SEP         [ ]DIVORCED  
[ ] WIDOW(ER)  

EMPLOYED BY/OCCUPATION BUSINESS PHONE 

WHO REFERRED YOU TO US OR WHY DID YOU CHOOSE US? NAME OF GENERAL DENTIST DATE OF LAST VISIT 

RELATED PATIENTS THAT ARE OR HAVE BEEN UNDER OUR CARE 
 

NAMES & AGES OF OTHER CHILDREN 

PARENT INFORMATION (please complete if patient is a minor) 
 
FATHER’S NAME _________________________________________________________ 

 
MOTHER’S NAME _________________________________________________________ 

ADDRESS (if different from patient’s) ADDRESS (if different from patient’s) 

_________________________________________________________________ ________________________________________________________________ 
CITY _______________________________ ST _______ ZIP _________________ CITY __________________________________ ST ________ ZIP _____________ 

HOME PHONE NO. __________________ WORK PHONE NO. __________________ HOME PHONE NO. __________________ WORK PHONE NO.__________________ 

SS NO._________________________  SS NO. _________________________  

EMPLOYER ______________________________________________________________ EMPLOYER ______________________________________________________________ 

ADDRESS ________________________________________________________________ ADDRESS ________________________________________________________________ 

CITY _______________________________ ST ________ ZIP _________________ CITY __________________________________ ST _____ ZIP _____________ 

INFORMATION ABOUT PERSON RESPONSIBLE FOR THIS ACCOUNT 
NAME RELATIONSHIP TO PATIENT EMPLOYED BY/OCCUPATION 

MAILING ADDRESS CITY STATE ZIP PHONE  _____________________ 
 
BUS PHONE__________________ 

IF DIVORCE IS INVOLVED, WHO IS THE CUSTODIAL PARENT 
 

 
MAY  PATIENT INFORMATION BE RELEASED TO THE NONCUSTODIAL PARENT?           [  ]     YES          [  ]   NO  
 

MEDICAL HISTORY DENTAL HISTORY 
Please check if patient has or has had 
 

Please check Yes or No 

[Y] [N] 
[ ]   [ ] Joint swelling 
[ ]   [ ] Bone disorders 
[ ]   [ ] Heart trouble 
[ ]   [ ] Mitral Valve Prolapse 
[ ]   [ ] Rheumatic trouble 
[ ]   [ ] Thyroid problems 
[ ]   [ ] Diabetes 
[ ]   [ ] Emotional problems 
[ ]   [ ] Brain injury 
[ ]   [ ] Kidney or liver involvement 
[ ]   [ ] Joint Prosthesis 

[Y] [N] 
[ ]   [ ] Tuberculosis 
[ ]   [ ] Anemia 
[ ]   [ ] Epilepsy (convulsions) 
[ ]   [ ] Prolonged bleeding 
[ ]   [ ] Faintness/Dizziness 
[ ]   [ ] Tonsils removed 
[ ]   [ ] Adenoids removed 
[ ]   [ ] Sore throats 
[ ]   [ ] Tonsillitis 
[ ]   [ ] Earaches 

[Y] [N] 
[ ]   [ ] Any injuries to face, mouth, teeth? (circle) 
[ ]   [ ] Thumb, finger, lip sucking? (circle) 
[ ]   [ ] More than average amount of decay? 
[ ]   [ ] Any missing permanent teeth? 
[ ]   [ ] Any extra permanent teeth? 
[ ]   [ ] Any teeth removed by extraction? 
[ ]   [ ] Any difficulty in swallowing or chewing? 
[ ]   [ ] Any pain or clicking on opening mouth? 
[ ]   [ ] Is patient adopted?  At what age? ________  
[ ]   [ ] Does patient visit dentist regularly?  Date of last visit ____________ 
[ ]   [ ] Has an orthodontist been consulted previously? 

Has any member of the family or close relative had: 
[ ]   [ ] Rheumatoid arthritis 
[ ]   [ ] Lupus 

Reason 

List any other serious illnesses: 
 

 

List any allergies: Approximately how much has patient grown in the last year? 

List drugs or medications now being taken: What would you like to have orthodontic treatment accomplish? 

Is patient presently under physician’s care ?   Yes  [ ]   No  [ ] 
Reason: 

Adolescent Females:  Has menstruation begun?  [  ] Yes     [  ] No 
                                   Date (month/year)________________ 

Name of physician Patient’s attitude toward orthodontic treatment: 
(circle one)  Very motivated             Will cooperate if needed               Not motivated 

To the best of my knowledge, the above information is complete and correct.  I give my permission for any photographs, x-rays, or study models to be used
for presentations to further the art and science of orthodontics. I understand that where appropriate, credit bureau reports may be obtained. I hereby authorize 
OrthoBanc, LLC, on behalf of William J. Trepp DDS PA to obtain a copy of my credit report from a credit reporting agency for the purpose of considering payment options. 

_____________________________________________________ 
Signature of Patient or of Parent or Guardian if Patient is a Minor   

William J. Trepp DDS

 


