
Northern Dental Specialists 

Child 

DATE ______________ 

 

PATIENTS NAME:___________________________________  LIKES TO BE CALLED: _______________________ 

Age: __________  Birthdate: ___________________________ Is Patient Adopted: _____________________________ 

Address: ________________________________________________ City & Zip: _______________________________  

Home Phone: _________________________  Email: _____________________________________________________ 

Patient’s School: ___________________________________________________Grade: _________________________ 

Hobbies/Interests: __________________________________________________________________________________ 

Siblings and ages: __________________________________________________________________________________ 

Other family members treated here: ____________________________________________________________________ 

Father’s Name: _________________________________________________ SSN: ______________________________ 

 Employer:_________________________________________ Occupation: ______________________________ 

 Cell Phone: _________________  Work Phone: __________________________  

Mother’s Name: ________________________________________________ SSN: ______________________________ 

 Employer: _________________________________________ Occupation: _____________________________ 

 Cell Phone: _________________  Work Phone: __________________________  

Person Financially Responsible for Account: ____________________________________________________________ 

Father/Mother address if different from patient: __________________________________________________________ 

 

  Do you anticipate a move or transfer in the next 6-12 months? . . . . . . . . . . . . . . . . . Yes   No 

  Does the patient have orthodontic insurance? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Yes   No 

 

Whom may we thank for referring you to us? ____________________________________________________________ 

How have you heard about our office (check all that apply)? 

 ___ Friend/Family (Name(s) __________________________________________________________________) 

 ___ Your Dentist    ___ Charity Event (Event name: ________________________) 

 ___  Advertisement    ___ Other __________________________________________ 

Getting to Know You: 

DENTAL HISTORY 
 

Patient’s Dentist: _____________________________________________ Date of Last Visit: _______________________________ 

 Address: _____________________________________________________ Phone: ________________________________ 

 

Have you had any of the following?    Are you aware of any of the following problems? 

 Previous orthodontic exam or treatment  . . Yes  No  Clicking, popping or grating noise in your jaw joints? . . . Yes  No 

 Extractions (teeth removed)?. . . . . . . . . . .  Yes  No     If yes, is there discomfort with it? . . . . . . . . . . . . . . . . .  Yes  No 

 Periodontal (gum) therapy? . . . . . . . . . . . .  Yes  No  Clenching or grinding of your teeth? . . . . . . . . . . . . . . . . . Yes  No 

 Endodonitc (root canal) therapy?  . . . . . . .  Yes  No  Sores, lumps or irritated areas in your mouth? . . . . . . . . .  Yes  No 

 TMJ (jaw joint) problems or therapy? . . . . Yes  No  Food catching or collecting between your teeth? . . . . . . .  Yes  No 

 Frequent toothaches or sensitive teeth? . . . Yes  No  Numbness or pain in your mouth, jaw joints, or face? . . .  Yes  No 

 

  History of mouth breathing, finger or thumb sucking, nail biting? . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . Yes  No 

  History of injury to face, head or teeth? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . Yes  No 

  Have tonsils and adenoids been removed? ___________ Date: _____________ 

  Has patient reached puberty (girls-menstruation; boys-voice change)?. . . . . . . . . . . . . . . . . . . . . . . . . . . Yes  No 

  Would patient mind wearing “braces” if necessary? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . Yes  No 

Describe the orthodontic problem in your own words (what are YOUR main concerns?) ___________________________________ 

__________________________________________________________________________________________________________ 

Who noticed the problem?    Patient ________  Parent _________  Dentist _________ 

Any additional comments, questions, or suggestions: _______________________________________________________________ 

__________________________________________________________________________________________________________ 






