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                                          Sent DDS Letter_____________

PATIENT INFORMATION                            Date________________________
Patient's Name First___________________MI______Last________________________

Patient’s Chief Complaint__________________________________________________

New Patient Exam Fee $50.00


New Patient TMJ Exam Fee $150.00

Address______________________________City_______________State____Zip_______

Male___ Female___ Date of Birth______________________Age___________________

FATHER INFORMATION
Name________________________________________________SS#____________________

Address (if different from above)__________________________________________

City ______________________________State______________ Zip Code ___________

Home Phone____________________________ Work Phone__________________________

Cell Phone____________________________ E-Mail Address______________________

Employer______________________________ Occupation__________________________

MOTHER INFORMATION

Name________________________________________________SS#____________________

Address (if different from above)__________________________________________

City ______________________________State______________ Zip Code ___________

Home Phone____________________________ Work Phone__________________________

Cell Phone____________________________ E-Mail Address______________________

Employer______________________________ Occupation_________________________

OTHER INFORMATION
School Attending_________________________________ Grade_____________________

Musical Instruments Played__________________________________________________

Sports or Hobbies___________________________________________________________

Other Children____________________________________Birthdate_________________

Other Children____________________________________Birthdate_________________

Family member in treatment (Name):__________________________________________

MEDICAL/DENTAL HISTORY
Patient’s Dentist Name ___________________________Phone #__________________

Date Last Seen by Dentist  _______________Date of Last Cleaning____________

Physician’s Name_______________________Phone #_____________________________

Referred to Dr. Girardot by:_______________________________________________

EMERGENCY INFORMATION
Name of nearest relative not living with you_______________________________

Address____________________________________________Phone #_________________

Is patient presently in good health? …........................Yes____ No____ 

Any history of major illness …................................Yes____ No____

List illness________________________________________________________________

Is the patient presently taking any medications?...............Yes____ No____

What medications?___________________________________________________________

Does patient have tendency to colds?...........................Yes___ No____

Ear infections?  Yes____ No ____.................Sore throats? Yes___ No____

List any allergies or drug sensitivities:__________________________________

Have tonsils and adenoids been removed?…......................Yes___ No____

Has either parents had orthodontic treatment….................Yes___ No____

Any injuries to the face, mouth, or teeth?…...................Yes____No____

List injuries and age______________________________________________________

Has the patient ever sucked a thumb or finger?…...............Yes____No____

Until what age____________

Has patient reached puberty?................................. Yes____No____

Does the patient have any speech problem?…....................Yes____No____

Is the patient a mouth breather? While asleep…................Yes____No____

                                 While awake….................Yes____No____

Does patient snore? ….........................................Yes____No____

Does patient wake up gasping for air?…....................... Yes____No____

Any jaw joint noise or pain?….................................Yes____No____

Has an orthodontist been consulted previously?…...............Yes____No____ 
INSURANCE INFORMATION

Policy Holder Name: _____________________________________DOB:______________  

Employer:___________________________________________________________________

Insurance Name-Address-Phone#:_____________________________________________

___________________________________________________________________________

Group Name & #:_______________________ Policy/ID#: ________________________
I understand that when appropriate a Credit Bureau Report may be obtained.

Signed___________________________________  Date____________________________


For Doctor’s Use

Molar Width:__________
TMJ:___________   ROM:________  Airway:___________

Comments/RX:_______________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________


NV: ________________________________       NNV:_____________________________

DR. GIRARDOT’S

PATIENT INFORMATION RELEASE

My signature below confirms that I have been informed that all of Dr. Girardot’s staff, appointees, 

and assigns are operating in compliance with the Health Insurance Portability and 

Accountability Act (HIPAA Privacy Act.).

I understand that the goal of the HIPAA Privacy Act is to protect my personal information and treatment from being observed by another patient or unauthorized persons and used for 

solicitations or purposes other than those associated with your orthodontic care at our facility.

In keeping with the effect to maintain and protect my privacy, I hereby authorize Dr. Girardot, 

staff, appointees and assigns to contact me via postcard and postal services, or to leave voice message on my work or home telephone.

Patient Name________________________

(Please Print)

Signature___________________________

(Parent Sign for Minor)

