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WELCOME, were glad you're here! Today's Date: o

M ARE, LA peier ey e Calloed:

Rirthdates Mg siarital Status: [ Sangle L Aarrie O ivorced [0 Widowed O separated
Haime Address

E-Mail Address: - i S5 #

Homwe Phone: {ell Phone: wWiork Phore: Exiz

Emplover: Emiplovers Address

Occupation; fow 14
Where & when are best times 1o reach y
W maay e fank for o |'I"'._'...|.?
Other family members seen by s,
ral Dentist: Last Wisil Diabe:
Spouse Information
HigHer Mame: Frrnbover:
Work Phone Ext: 95 B
Person Responsible for Account!
Work Phone: Ext Haoanie Phane: Cell Phone:
RBilling Addness: Halaticin:

G5 #: Ermyprlover:

Orthodontic Insurance

Primary

]

1

Crthconing Coverape L ves -

Dental Coverape: [ Yes O Mo

i

Croup ® [(Plan, Local or Policy #
Insured's Mane: Kl aticm:
risurieed's Birthsclatos wsuredd's 10 & supredd s Lmgdlowesr

Fﬂ.'i'“rlddrj'

Orhodontic Coverape: T Yes Omo Dental Coverape: O Yes O Mo
Insurance Co. MName: 5. ‘hawes
Insurance Co. Adidress:

Giroup # (Plan, Local or Policy #:

Inseire's M arme: Kelabiomn
Insurt's. Barihedates Insunsd's 1) #: Insuned’s ployver:

In the event of an emergency, is there someone who lives near you il w ld contact?
His/Her MName: Relation

Work Phon Home Phone

Medical History

Do you have a personal physician? O Yes O ™o *hysician's Namie:

|'|!-|"||: Date of Last Visil:
ORTHO ADULT CONTINUED O BACK

6801 South Minnesota Avenue, Sioux Falls, 5D 57108 .' : ' T109 West 26th Street, Sioux Falls, SD 57106

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




Medical Histo ry continued

Your current health is: [ Good [ Fair [ Pouw
Are vou currently under the care of a |}I:\--.i1'|.t|'|? Yis 1 Mo
Please explam __ = o o = B —_— —
Are you taking any prese reption  over-the-counter 1,Ir|,|]:;? 0 Yes ] ™o
Please list each one: o S o o
For Women: Are vou using a prescribed method of binth contaol# O] Yes 0O Mo
Are you peegnantt Yios O Mo Week #: _ Are vou nursing? 1 Yes 1 Mo
Have you ever had any of the fallowing diseases or medical problems?
YoM Abmcrmal Bleeding ¥ N Fever Blisters / Herpes YV oOON Paychiatric Problems
Y OMN Ay Y M Glavcoma ¥ N Radiation Treatment
YoM Artificial Bones |/ boints [ Valvies YoM Hean Anack £ Stroke YoM Rheumatic / Scarled Fover
Y N Asthma Y N Hoart Surmur YoM Severe [ Frogueend iHeadaches
Y M Blesowt] Transiision ¥ oON Hueart Surgery [/ Pacemaker YoM Shingles
L Cancer [ Chemotheraps Y N Haemieayshilia Y¥OOM Sickle Cell Dispase [ Traits
Y M Congenital Hean Detect YoM Haxpratitis Y OM Sinus Probilems
Y OM [Fiabwtes YoM High / Lowy Blood Pressuse ¥ N Tuberculosis (TR
Yoo Drimicully Breathing Y M HIV+ [ AIS Y OM Uleess [ Calitis
L Crrug £ Adecohol Abuse Y M Hespitalized for Any Reason Y N Vienoral Disease
Y M Emphysema ¥ N Kidney Problems
Y M Epitepsy / Seirunes [/ Fainting ¥ N Mitral Valve Prolapse
Flease list any setious nwsdical conditionis) that vou have over hads o . ) S B
Are you allergic to any of the following?
L Aspirin YN Diertal Anesthetics ¥ N Penicillin
Y M Any Metals S Plastics ¥ oM Ervihronmyein Y ON Tetracyc line
Y M Coxleine Y M Latex YoM {nber
Please st any ather dugs / materials that vou are allergic 1o S — .
Dental History
What are the main conoems vou would like othodontics 1o ac omplish? — —
Have you ever had or Been evaluated for orthdontic treatment?® O Yes O ™o
Have you ever had a sevious / difficult problem associated with any previous dental work? O Yes Mo
Do you now or have you ever experienced pain / discomfort in your jaw joint (T™M) # TMD)? 00 ¥ee [ Mo
Your current dental health s 0 Goosed [ Fair 3 Poor
Dy liker wour smile? O Yes 1 ™Na
Have you ever had an injury 1o vour dplease circhen: Mouth Teath Chin
Dex you have speech prodidems? [ Yes O MNo
Do you generally breathe through your mouth? T Yes iy If yos, please circles While Awake? While Asleep?
Do vou have any dental implants? OYes [0 No
s oo i ¥ A & E and i
Have you ever taken Fosamas, or any other biphosphonate? 7 Yes 0O No Ohur office i HIT A Compliant and is
o committed to meeling or exceeding the
Do you smoke o use tobacoo in any ierm? O Yes 0O Mo standards of infection contral mandated
My youu regquine antibiotics befose deatal cane? 0 Yes i by OSHA, the CIXC and the ADA,

I uncherstand that the infomion that | have given oday s
correct b the best of my kneswledpe, 1 also underaand that this
information will be held in the strictest confidence and @ is my
responsibality to inform this office of any chamzes in oy medical
stabus. | awthorize the dental seaff 1o P ANy PGSRy
chental services that | may need during diagnosis and treatment
wilh my informed consent,

Signature

" Date

I this office agcepls insurance, | understand that | am responsible
o purymnend o senvaoes rendened and also responsible ior payving
any co-payment and deductibles that my insurance does not
cover. | herelyy authosize pavinent of the Broup insurance benedits
(therwise payvable to mel directly o this office.

Signature " Date

OQFFICE USE ONLY (OFFICE L

ISE OINLY OFFICE USE ONLY OFFICH

LSE OONLY QFFICE USE ONLY OFFICE LISE ONLY

I verbally reviewed the medical # dental information above with the patient named herein.

Date:

Initials; _

— Doctor’s Commenis:




(X)YWERMERSON
\/V/ ORTHODONTICS

Acknowledgement of Receipt of Notice of Privacy Practices

*ou may refuse t sign this acknowledgenent™

have received a copy of Wermerson Orthodontics

(Parent/Guardian print name) Motice of Privacy Practices.

(Please print Patient Manse)

(Paticnt/Parent'Guardian signature)

{Date)

For Wermerson Orthodontics office use, in the evemt the Notice of Privacy Practices isn't signed. 'We antempted to obtain writlen
acknowledgement of receipt of our Notice of Privacy Practice, but acknowledgement could not be obtained because

Individual refused (o :iij!l'l
Communications basriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining the acknowledgemem

Oither (Please specify)

6801 South Minnesota Avenue, Sioux Falls, SD 57108 ‘ = I 7109 West 26th Street, Sioux Falls, SD 57106

Phone: 605-274-0555 W www,Wermerson({rthodont




