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STRAIGHT FINISH

Date/ H RH:

PATIENT INFORMATION/ £ E &R

Patient’s Last name/&E# K First name/&%: Middle Initial/REEHE__
| prefer to be called/&E LB E&HBA: Social Security/# & & £ 5 iEH: - - -
Birth Date/Hi4 B &: / / Sex/#8l: [IMale/® [JFemale/%

MM DD YYYY
Home address/{£ SR it 3iF
Cell phone/F# ( ) - Work phone/ T#EE5E ( ) -
Home Phone/{XRE:E ( ) - Email/E 724t -

Preferred Appointment Confirmation Method/&E&FE# A [Text /& [JPhone Call/E5 []Email/EFE4

PARENT/GUARDIAN R / EEREA
Patient lives with (check all that apply)/ EB2&RE (@EFREERHA )
Omother/8% [father/R#  [Ostepmother/#& [Jgrandparents(s)/ #R& [lOther/&4t

Father’s full name/R £ & Cell phone/F# ( ) -
Email address/ = F #4411t Work phone/ TEE7E ( ) -
Mother’s full name/B#H £ 4 Cell phone/F# ( ) -
Email address/ & F b4 i Work phone/ T#E5E ( ) -

Custodial parent(s) name/E&ZA R Bt &

DENTIST/ S B&

Patient’s dentist/ & &1 F& Office Phone/##/A = B5E( ) -

Address/itait, City/#im, State/M

Last seen/ LR ER Reason/ERE

Next appointment/ T2

Other dentists/dental specialists now being seen BEES M E M T8 / FRHEMNEE: Name/#t &

Office Phone/# & ( ) - Reason/ER
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GENERAL INFORMATION /— % & 5

How do you know our office/ #&/EBELER PN LA ?

[1Sing Tao Newspaper/E8 B CFriend/B%
[1Website/#8v(Straighfinish.com) [ Existing Patient/BE%5%
[lWebsite/#83(Dental Insurance)  [General Dentist/& @5 5F &

Have any other family members been treated in this office? Please name them/&E X 5 thREK EHEBPARES

AR RS

What concerns you about your teeth/#&¥4 F&aE +BERE 7

Who suggested that you might need orthodontic treatment/#Z2 &S EEAEB B EAE?

Have you had any previous orthodontic treatment or consultations/ & H 2B QS A MM RS EABRNHBH?

UNo/a  [OYes/&, please describe/5a 55t B8

Brother R #/sister ik name #%& age Fi_ had orthodontic treatment/ @iz S BEE
sam ? LNo/& LlYes/& If yes/tnR 2, where/7ZEH#&E?

Brother %3 /sister #h#k name %% age ##__ had orthodontic treatment/ SRS EEE
sam ? LNo/& LlYes/& If yes/tnR 2, where/7ZEH#&E?

Who will be responsible for bringing the patient to orthodontic appointments/s#i¢a&EkE S EHEEEFHEQ?

DENTAL INSURANCE/SF BHR &

Primary policy holder’s full name/ = EREZEE AN LS Birthday/4« 8
Social Security#f/#t &% £ %% - - Relationship to patient/s & &1 B %
Insurance company/ &4 = Employer/Ex

ID#/ 1D fmiE Group#/E &%

Address/hit

Dose this policy have orthodontic benefits/ WA REREREEBEERY? LlYes/f [UNo/ZF [Don’t Know/F &

Secondary policy holder’s full name/ X ERE#HFE AL A Birthday/4 8
Social Security#f/#t &% 255 - - Relationship to patient/&i & & R %

Insurance company/ &4 = Employer/Ex

ID#/ 1D R Group#/E &

Address/#tit

Dose this policy have orthodontic benefits/ it RERFRAEEEERK? [IYes/2 [INo/& [Don’t Know/Fx&
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Your answer are for office records only, and are confidential. A thorough medial history is essential to a

complete orthodontic evaluation. For following questions mark yes, no or don’t know/understand (dk/u)
FNEREANDICE  MARERE. TEBHNHLHRAESHEFEETFEHEEE, HRUTEE, BEEE. SHTHE / B

(dk/u)

MEDICAL HISTORY/J& 52

Now or in the past, have you had/BEHiBEE , BRE

grE:

=1
=

[IYes
[1Yes
Yes
UYes
UYes
LlYes
UYes
OYes

OYes

Clyes
Yes

Yes

Yes

[IYes

Clyes

UYes

B THE/ B#

[Ono [Jdk/u Birth defects or hereditary
Problems/ %X fkpaskiE 1 RIRE?

[Jno [Jdk/u Bone fractures, or major
Injuries/ B REE?

[no [Jdk/u Any injuries to face, head,
Neck/m%p. BB TEBZ{E?

[Ono [Jdk/u Arthritis or joint problems/B3#s
#RBARTRIRE?

[(Ono [dk/u Endocrine or thyroid problems/
A5 W FARBR I EE?

[(Ono [Jdk/u Diabetes or low sugar/$&R&=%
R Im¥E?

[(Ono [Udk/u Kidney problems/&E ">

[Jno [Jdk/u Cancer, tumor, radiation
treatment or chemotherapy/#
fE. [ERE. B|EUARSLE?

[(no [Jdk/u Stomach ulcer, hyperacidity,
acid reflux B5&8%. B®BZ.
BEER?

[Uno Odk/u Immune system problems/ %5
RERE?

[Ono [Jdk/u History of osteoporosis/ & &5
FEMRSE?

[Ono [dk/u Gonorrhea, syphilis, sexually
transmitted diseases/#kfE. #
5. MHERR?

(no [Jdk/u AIDS or HIV positive/ & ¥#& s HIV
R iE?

(Ono [ldk/u Hepatitis, jaundice or other
liver problems/fF#. &ESHA
TR ="

Ono [Jdk/u Polio, mononucleosis,
tuberculosis, pneumonia// 2 #
BE, BEMAMRESE, Mgk, i
%2

[(Ono [Jdk/u Seizures, fainting spells,
neurologic problem/SEm 4.
BR. WERKHE?

=]
=

[IYes
OYes

Lves

[IYes

[IYes

(Yes

[IYes

[JYes
(Yes

OYes

Yes

UYes

Yes

B THE/ B#

Ono [Jdk/u Mental health disturbance or
Depression/ D EREEBRES?

[Ono [Odk/u Vision, hearing, or speech
Problems/i#88. BEERZESMHE?

[Jno [ldk/u History of eating disorder
(anorexia, bulimia)/ k& kAL
(BRBE. ER%E)?

[(Ono [Jdk/u Asthma, sinus problems,
Hayfever/whs, SEBRE. BB
e

[Jno [Jdk/u Heart defects, heart murmur,
rheumatic heart disease/ .U Bt
M, OBEME. BB MRERE?

[Ono [Jdk/u Angina, arteriosclerosis, stroke
or heart attack/0 &, BIARE
b, A ROFERRE?

[Jno [Jdk/u Skin disorder (other than
common acne)/ BE&SE (
ERAEER ) ?

Ono [dk/u Do you eat a well-balanced
Diet/# 2R EHAE?

[Ono [dk/u Frequent headaches or
Migraines/BRE R RERMAE ?

Ono [Jdk/u Frequent ear infections, colds,
throat infections/$a & E &%,
BT, BHERR?

[Jno []dk/u Tonsil or adenoid condition//m
BhEE SR AR R B EE?

Ono [dk/u Do you frequently breathe
through your mouth/%&2&51R&%
FAErER?

[Jno [Jdk/u Do you ever taken
intravenous bisphosphonates
such as Zometa (zolendromic
adid), Aredia (pamidronate) or
Didronel (etidronate) for bone
disordersor cancer/#E_2E G R
TERBREEFNCES |, HI0 Zometa
(zolendromic adid), Aredia
(pamidronate) B Didronel (etidronate) ,

BUER B RRSRE?
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[JYes [no [dk/u Do you ever taken oral
bisphosphonates such as
Fosama (alendronate), Actonel OYes [Ino [Idk/u High or low blood pressure/&mm
(ridendronate), Boniva B E >
(|bandronate), Skelid UYes [Ono [dk/u Excessive bleeding or bruising
(tiludronate) or Didronel tendency, Anemia/ i i@ %
(etidronate) for bone & &mo !
i ?/ IRE B @R > !
(;;E;i_ge;éué ’dﬁmaaﬁgﬁm R AR e [(OYes [no [Jdk/u Chest pain, shortness of
B , plal Fosama breath, tire easily, swollen

(alendronate), Actonel ankles/MispEfE,. WRSYE, S
(ridendronate), Boniva 2. WREKX?

(ibandronate) . Skelid
(tiludronate) = Didronel
(etidronate) , LiABRBERER?

Have you had allergies or reactions to any of the following /&2 B SEEH R TEM—EHRBHN K IE:
= B THE / BE#
UYes [Ono Odk/u Local anesthetics (novocaine, lidocaine, xylocaine)/ B&B# &% ( novocaine. lidocaine, xylocaine )
UYes [Ono [Idk/u Latex (gloves, balloons)/ 2@ ( F&. &)
UYes COno [dk/u Aspirin/F & ETak
UYes Ono [dk/u lbuprofen (Motrin, Advil)
[LlYes [Ono [Jdk/u Penicillin/&#%
UYes Uno Udk/u Metals (jewelry, clothing snaps)/ £ ( 38, FREE#IN)
UYes Uno Udk/u Acrylics/m&®
UYes Uno Udk/u Plant pollens/ig#it
LYes [no Lldk/u Animals/gh#
[Yes [no Uldk/u Foods/& &%
UYes [no [Idk/u Other substances/& &

PHYSICIAN/ B Ef

Patient’s Physician/ & &ty &0 City/, State/

Last seen/ L REDR Reason/®g

Next appointment/ Fx#2 Most recent physical exam/&if —x g #@ins
Other physician/ health care providers being seen now/BR# &2 H BT / FREIRUEE:
Name/##& City/s, State/M

Reason/®gH

Name/#t#& City/#, State/M

Reason/EmH
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PATIENT HEALTH INFORMATION/ S E @ BE &

List any medication, nutritional supplements, herbal medications or non-prescription medicines, including
fluoride supplements that you take. 5 H{FAI&Y), L€ E@Mm7xH,. BEERFRALHE , SR ERANE LY HETHE,

Medication/Z&4) Taken for/FlRAEEH
Medication/Z&4) Taken for/FlRAEEK

Have you ever taken any medications to strengthen your bones/# 2% & & kA E MY R LIENEE? Please
describe/s55R .

Do you take antibiotic pre-medication before any dental procedures/& 2B EEMFRFMiz i EBRARER?
LYes/2 [INo/&

Do you or have you ever had a substance abuse problem/#s#gaaEyemArgE? UYes/2 UNo/&

Do you chew or smoke tobacco/#2EHEEERRE? IYes/2 [No/&

Have you noticed any changes in your face or jaws/#2 &3 EIEHNRBR FTEHREME1?[] Yes/2 [UNo/&
Any other physical problems/#F gt grE?Yes/2 UNo/&

How often do you brush/#% A gl —x5F?

How often do you floss/#% X R — R F4&?
Women/%: Are you pregnant/#&2&18%2? [lYes/2 [INo/&
Women/Z: Are you trying to become pregnant/#&2 &€ E#®Z? [Yes/2 [INo/&

FAMILY MEDICAL HISTORY/SR EEfs 52

Have your parents or siblings ever had any of the following health problems? If so, please explain. #HRXZ=H %
RIEKREEREUTEAREREE ? RE , FRH

Bleeding disorders/H m ¥ Diabetes/#E R
Arthritis/Bagi% Severe allergies/B&EiB &
Unusual dental problems/2 % 55358 Jaw size imbalance/ FTEX /N T ¥4

Other family medical conditions/ &SR EE &k 7 ?
RELEASE AND WAIVER/ /> f FISEE

| authorize release of any information regarding my orthodontic treatment to my dental and/or medical
insurance company. EFEABNTRA / RERRB AR LAMERNEEEEAREENEMTER.

| have read the above questions and understand them. | will not hold my orthodontist or any member of
his/her staff responsible for any errors or omissions that | have made in the completions of this form. | will
notify my orthodontist of any changes in my medical or dental health. X EEEX B R FAME, RNEHEEFEMR
HEMEIHRREERLRERMERNTMELRREREAMNEL. RNBRITERESFOSETTELE  REBENRNWERESE

B,

Patient’s name/&&#%: Patient’s signature/#%&
Guardian’s name/E# A E# & Guardian’s signature/E# A %4
Date/B &8

5|Page



