) WERMERSON

\/V ORTHODONTICS

WELCOME, were glad you’re here!

Please Tell Us About Your Child Today's Date: o -
Child’s Namel aast, FisT, & mickname:
Birthdates LI D Male r_. Fernvah Sch

Haoddwies J Sporis:

Child®s Home # Child’s Home Address:

-\'lu.l'l"
Do vou have legal custody of this child? [ Yes [ No

Whom may we thank for referring you?

Ceeneral [henlist ot Visit Dt

& Marital Stan [] Simsle O el [ Partnescd [ Scparated [ Divosced (] Wickewe

Mother’s Information Father’s Information

O step Mother O Guardia O Step Father O Guardia

M T Birthdate: Nanm

Wk Ext & Wik #: xt Him #:
Cell #- Coell o

Employern: Emnploayer:

How long at current jobx sty Lakle How long cuprent pohe ab 1itles:
2a E-Mail: <5 M

Person Responsible for Account

Him #: el o AT
Wi & Ext

E-Mail

O
(|
Z

Primary Orthodontic Insurance

wurance Co, Mame: Insurance Co. Address
¢ Co. Phone #: Cirop #

Policy Owner's Name: Relaticnship to Patient:
Policy Owner's Birthdate:
Policy Owner's Emplover: :
Secondary Orthodontic Insurance Onthodontic Coverage? [J Yes [0 No
Insurance Co. MNames Insuran { vilidress
Irswrance hearse #: Coroups # o .
Policy Owner's Mame: Relationship to Patient:
Policy Owner's Birthlate:

Policy Owner's Emplover: Ermployver's Acdre
ORTHOD CHILD CONTINUED O BACK

6801 South Minnesota Avenue, Sioux Falls, SD 57108 'd l T109 West 26th Street, Sioux Falls, SD 57106

Phone: 605-274-0555 W www.WermersonOrthodontics.com




What are the main concerns that you would like orthodontics 1o ace omplish?

Has your child ever Bsen evaluated or had onhodontic weatmem before? oo O ves O Ne
ST P O Yes O No

Have there boen any injuries to the face, mouth, teeth or chin... o

List any musical instruments F:Lr-_-u,q!: -

Have adbeneicls or tonsils Taen remsoved? T~ SRR e O Yes O ™Mo
Has wostir chilid bewn informed of any missing or extra permsinent L S 0 Yes 0O Mo
Has your child had any pain / tendermess in his £ e jas Joint (T TN oo OvYes DOMNo
Drows your chibd brush his £ her teceth daily®. O Mo
Floss his [ ber teeth dailv? ... R . 0O No
Child's Physiciand ) Phone #: [ate of Last Visitz

ls vour child currently under the care of A FIIII, sician? . O Yes Oko
Has pubserty boepun?.. .., —— Ovee ONo
Has menstruation begun? (Girlsy I so, what date? | [ FER P e O U T S T Oves Ono
Please descrilwe vour child's curremt physical health: 1D Good O Fair [0 Powar

Please list all Iflll::‘- that your child s currently r,_lL_J.'|;,:_:

Hae vour child taken or presently Laking medications for ADDYADHDT .. e ssssesssessssssssssesemssessen O ¥Yes O™

Plazase list all dlruges I|'..:1-_:_a wor Chilel is allesgic s

Is vouar Chiled _|||.-r|;|.; e

¥ M Lateex b ™ Mictals™Mickel b Mo Plastics

YoM Abnormal Bleeding YoM Asthima Y OM Hemophilia

k| M ADIADHD b M Coancer k| I Hepatitis

¥ ™ ies b any Drups ¥ M Congenital Hearn Dietect b N HIV+ [/ AIDS

YN Allergic o Latex / Metals Yo N Comvulsions [ Epilepsy YoM Kidoney [ Liver Prolilems
| M -'|;||i'r!.:|: 1o Plastics ¥ M [dialseqes k| I Luipus

Y N Any Hospital Stays Y N Handicaps [ Disabsilities b Y Rheumatic / Scarlet Fever
) M Any COlperations ¥ ™ Hearing Impairment Y ) Tuberculisis (TH

YoM Artinicial Bones |/ joints / Valves Y M Hesart Murmmer

Please discuss any medical problems that your child has had:

Daes your child reguire antibiotics before any dental care?, ... DOYis O™
Has your child ever experienced any of the following ?

YoM Clenching [ Grinding Teeth k' N MNail Biting Y M Thumb / Finger Sucking = ongoing Y M
YoM Ligy Sucking £ Biting k| ™ Mursing Bottle Habils or Stopped At age?

k] . Maowith Bresather b ™ Spoeech Problems k| | Tongue Thrust

Neighbor or Relative not living with you.
M - o Phone #:
Address: iy, s1ATE, 2P

The Parent or Guardian whe accompanies the

child is responsible for payment.

1 understand that the information that | have given is correct 1o the best of my knowledge, that it will be held in the strictest of confidence and it
is my responsibility to inform this office of any changes in my child’s medical status. | authorize the dental stafi to perform the necessary dental
services my child may need.

Signalure of parent or guardian o [Dale o

OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE OMNLY OFFICE USE ONLY OFFICE USE OMNLY
1 verbally reviewed the medical ~ dental information above with the parent / guardian and patient named herein.

Initials: Date: o Doctor’s Commenis)



()YWERMERSON
\/V ORTHODONTICS

Acknowledgement of Receipt of Notice of Privacy Practices

*You may refuse to sign this acknowledgemem®

L, have received a copy of Wermerson Orthodontics
{ Parent/Guardian print name) MNotice of Privacy Practices.

(Please print Patient Name)

{Patient/Parent Guardian signature)

{[ate)

For Wermerson Orthodontics office use. in the evemt the Notice of Privacy Practices isn’t signed. We anempted 10 obtain written
scknowledgement of receipt of our Notice of Privacy Practice, but acknowledgement could not be obtained because:

Individual refused 1o sign
Communications barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from oblaining the acknowledgement

Other (Please specily)

6301 South Minnesota Avenue., Sioux Falls, SD 57108 ' - ' T109 West 26th Street. Sioux Falls, SD 57106

Phone: 605-274-0555 W www.WermersonOrthodontics.com




