KELLY ORTHODONTICS
William Kelly - DDS, MS
Daniel Kelly - DMD
Patient Information and History Form 
Date: ________
Patient’s Last Name: ____________________________________First Name: _________________________________ MI:_________
Prefers to be called: ______________________________Birthdate:_________________Age:______Sex:______Height:________ Weight:________
Address:_____________________________________________City: ___________________Zip:______________Phone:______________________
School:_________________________Grade:______________Musical Instruments played: ______________________________________________
Sports and/or Hobbies:_____________________________________________________________________________________________________
Names of Brothers:_________________________________Ages: __________Names of Sisters:____________________________Ages:__________
Who suggested that your child might need orthodontic treatment?_________________________________________________________________
Who referred you to our office?______________________________Why did you select our office?_______________________________________
Parental/Guardian Information
Patient lives with: Both parents: ______Mother only:______Father only:______ Other (specify):_____________________________
Who is FINANCIALLY responsible for patient?: ______________________________________________________
Preferred method of contact: Home phone:_________Cell phone:__________Work phone:_________
Father’s Name: __________________________________________________________Email:____________________________________________
Home Phone: ___________________________Cell Phone:___________________________Work Phone:__________________________________
Address (if different than patient):_____________________________________________City:______________________Zip:__________________
Employer: ________________________________________________________City: ___________________________________

Mother’s Name:_________________________________________________________Email:____________________________________________
Home Phone:_____________________________Cell Phone:_________________________Work Phone:__________________________________
Address (if different than patient):_____________________________________________City:______________________Zip:__________________ 
Employer:________________________________________________________City:____________________________________
Dental Insurance Information                                                                                                                                                                                                         *If Insurance is with Delta Dental or Blue Cross Blue Shield please note of which state. 
Name of Insurance Company:_________________________________________________________Group Number:__________________________
Name of Policy Holder:____________________________________________________________________________Circle one: Primary  Secondary
Policy Holder’s ID number (SS#):__________________________________________________Policy Holder’s Date of Birth_____________________

Name of Insurance Company:__________________________________________________________Group Number:_________________________
Name of Policy Holder: ____________________________________________________________________________Circle one: Primary  Secondary 
Policy Holder’s ID number (SS#): __________________________________________________Policy Holder’s Date of Birth____________________



Medical and Dental History
The following questions involve the medical and dental history for your child.  The answers are for office records only, and will be considered confidential.  A thorough and complete history is vital to a proper orthodontic evaluation. Thank you. 

Name of patient’s physician:____________________________________City: ____________________Date of last visit: _________

Please circle yes or no for which the patient has been treated or has had a history: 

	Yes   No	Anemia or Blood Disease				Yes   No 	Epilepsy or History of Seizures
	Yes   No	High or Low Blood Pressure			Yes   No	Gastrointestinal Disorders
	Yes   No	Arthritis						Yes   No	Heart Problems
	Yes   No	Asthma or Hayfever				Yes   No	Hepatitis or Liver Problems
	Yes   No 	Birth Defects or Hereditary Problems		Yes   No 	HIV/AIDS
	Yes   No 	Bone Disorders					Yes   No	Kidney Problems
	Yes   No	Cancer						Yes   No	Latex Allergy
	Yes   No	Congenital Heart Defect				Yes   No 	Rheumatic Fever
	Yes   No	Diabetes 					Yes   No	Tonsils and/or Adenoids Removed
	Yes   No 	Emotional and/or Behavioral Concerns		Yes   No	Vision or Hearing Problems
	Yes   No 	Endocrine or Thyroid Problems

Is your child currently taking any medications?  Yes   No (If yes, please list) _______________________________________________
Is your child allergic to any medications?  Yes   No (If yes, please list) ____________________________________________________
Does your child have any current health issues?  Yes   No (if yes, please list)_______________________________________________
Has your child been under the care of a physician (other than routine) during the past 2 years? ______________________________
Does your child have a history of any major illness? (If yes, please explain)________________________________________________

Name of patient’s dentist: ___________________________________City: _______________________Date of last exam:________
Has the patient had any injuries to the face, mouth or teeth?   Yes   No (If yes, please explain) ________________________________
Has the patient been informed of any missing or extra permanent teeth?  Yes   No (If yes, which ones) _________________________
Has the patient ever sucked their thumb or fingers? __________________________________Until Age: _________
Does the patient breathe through their mouth?   Yes   No   At Times(if so, when?)___________
Does the patient clench or grind their teeth?  Yes   No
Does the patient have any pain/tenderness in the jaw joint (TMJ/TMD)?_________________________________________________
Does the patient have any clicking, popping, or locking of the jaw joint (TMJ)?  (If yes, which side?)____________________________
Does the patient have a parent or siblings who have had orthodontic treatment? __________________________________________
What is the patient’s attitude regarding orthodontic treatment?_______________________________________________________
What is the main reason for seeking an orthodontic consultation?______________________________________________________

Use of Photography
Kelly Orthodontics, Ltd. is authorized to take photographs and/or videos of ________ (patient), before, during, and after treatment.   I ________ (patient or guardian) to allow the photographs and/or videos to be used for any purpose including marketing on the practice’s website and social media. The patient’s last name or other identifying information will be kept confidential. 
 
If declining this consent, leave blank.
Consent
With the understanding that if orthodontic treatment is ever indicated and agreed to, I authorize Kelly Orthodontics to perform any and all forms of orthodontic treatment necessary.  I acknowledge that there will not be any charges or fees incurred unless orthodontic treatment is started and appliances are placed.  I understand that if I have orthodontic coverage under my dental insurance plan that the insurance is a contract between myself and the insurance carrier, and not between the insurance carrier and Kelly Orthodontics, and that I am still fully responsible for all orthodontic fees.  These fees are due and payable at the time services are rendered according to the financial arrangements that have been made.   To the extent of the law, I consent to your use and disclosure of my protected health information to carry out payment activities in connection with all insurance claims.   Any payments received by Kelly Orthodontics from my insurance coverage will be credited to my account, or refunded to me if I have paid the total orthodontic fees incurred.  

[bookmark: _GoBack]Parent/Guardian Signature: ______________________________________________________________Date: _________________
