pICKRDN NEW PATIENT QUESTIONNAIRE

ORTHODONTIC CARE

Name Acct # Date

The following questions are designed to obtain your health history and to help us understand what you
want to achieve from orthodontic treatment. We will confirm this information when we present your
treatment options.

HEALTH INFORMATION:
Does the patient have or has the patient ever had any of the following? (Please check all that apply.)

OHigh/Low Blood Pressure ODiabetes OAsthma/Hay Fever
ORheumatic Fever OVenereal Disease/AIDS QEpilepsy
OHepatitis/Jaundice OFainting Spells/Seizures ORadiation Therapy
OMHeart Trouble OArthritis OStomach Ulcer

OYes ONo s patient in good health?

QOYes ONo Has there ever been trauma to patients face/teeth? Explain
OYes ONo s the patient presently under the care of a physician for an illness or disease?
OYes ONo Does the patient have a bleeding tendency or do wounds heal slowly?

OYes ONo Is the patient allergic to nickel or any drugs or medications? List:

Signature:

MY CHIEF CONCERNS ARE:

CHECK ALL STATEMENTS BELOW THAT APPLY TO THE PATIENT:
The Teeth

There are spaces between the teeth that | do not like.

The teeth are crooked and overlapping.

The teeth stick out too far.

The mouth seems too small, not enough room for the teeth.

The teeth are coming in the wrong places.

Not aware of any problems.

00000

The Bite

The bite is comfortable and | can eat what | want with no difficulties.

| feel there is a problem with the bite or | have been told there is a problem.
I have frequent or chronic pain in my jaws, face or head.

My jaws click, pop, or lock when | open my mouth.

I have or have had difficulty in opening and/or closing my jaws.

I clench my teeth during the day or grind my teeth during the night.

00000

The Dentist
Q | visit the dentist regularly, at least every months.
O My last cleaning was in the month of
O I have not seen the dentist for over a year. | am due for a cleanlng
Q It has been years since | had my teeth checked by the dentist.

Dental Problems
O I have no dental problems that I am aware of other than misaligned teeth.
QO | am aware of other dental problems that need attention.

- MORE -



The Orthodontist
O This is my first experience with an orthodontist.

QO The patient has worn braces before. (year)
QO Someone in the family has worn braces. (who)
O I have seen another orthodontist and | would like a second opinion. (Dr. name)

What I Expect from Orthodontic Treatment
O I wantto find out if any treatment is needed.
O 1 only want the upper teeth straightened and aligned.
O I want the upper and lower teeth straightened and aligned.
O I want all the teeth straightened and the bite corrected if possible.

How Much Time are You Willing to Commit to Orthodontic Treatment?
O lam willing to commit as much time and resources as required, even if surgery is needed, to get the best
cosmetic and functional results.
O | want the best results that can be obtained without any facial surgery.
O I'want to spend as little time as possible and am willing to accept compromises.

What Kind of Braces Do You Want?
Q The least expensive (silver metal)
QO The most cosmetic (clear ceramic)
O Removable and cosmetic (Invisalign)
O I need more information to make a decision.

Cost and Payment Plans
O | am interested in saving the most money by paying for the total treatment at the beginning.

O lam interested in making a down payment to reduce the total costs. $ (amount)
O I would rather not make a down payment.
O I am looking for a payment plan with monthly payments of $ per month.
Insurance
O I have insurance that may pay for a portion of the treatment costs. (provider)

QO 1 have no insurance that covers orthodontic treatment.

How Soon Would You Like to Get Started?
O 1 would like to get started as soon as possible if it is determined that treatment is indicated and meet the
doctor at that time.
O | want to meet with the orthodontist to discuss the results of the diagnosis before making a decision.
O | want to discuss the findings with my spouse before making a decision to start treatment.
O | wantto delay treatment as long as possible.

Treatment Consultant Notes:

Patient Age: years months (if under 19)
Communication (preferred language):
Best Time to Call Back: Phone: ( ) - E-mail:

Set Up Next Appointment:

Treatment Consultant Signature: Date:




