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                 MOSS ORTHODONTICS

                      WELCOMES YOU!

Patient Information:
Patient Name​_________________________________Birthdate_____________Age____Sex__________
Mailing Address______________________________City______________State___________Zip______

Home or Cell Phone_________________________________

Patient’s School________________________________________________________________________

Patient’s General Dentist_________________________________________________________________

Whom May We Thank For Referring You To Our Office?______________________________________
**PLEASE INFORM RECEPTIONIST OR DR. MOSS OF LATEX ALLERGY**
Person Responsible For Account:
Name______________________________________________Relationship To Patient_______________
Birthdate____________________________

Home Address________________________City_________________State______________Zip________

Home Phone_________________________Ok to call? _________ Leave Message?___________

Employer_______________________________Occupation_____________________________________

Work Phone_________________________ Ok to call? _________ Leave Message?___________

Cell Phone__________________________  Ok to call? _________ Leave Message?___________

Best Number to call for Appt. reminders?     H        W         C

Spouse Name________________________________________Relationship To Patient_______________
Does Patient Live With You? ___________________
Additional Person Responsible For Account:

Name______________________________________________Relationship To Patient_______________

Birthdate____________________________

Home Address________________________City_________________State______________Zip________

Home Phone_________________________Ok to call? _________ Leave Message?___________

Employer_______________________________Occupation_____________________________________

Work Phone_________________________ Ok to call? _________ Leave Message?___________

Cell Phone__________________________  Ok to call? _________ Leave Message?___________

Best Number to call for Appt. reminders?     H         W         C

Spouse Name________________________________________Relationship To Patient_______________

Does Patient Live With You? _____________________
Dental History:
Have you ever sucked your fingers or thumb?  Yes   No   Until what age? _______________

Do you have any speech problems?   Yes    No

Have you been informed of any missing or extra permanent teeth?   Yes   No

Have you been consulted by an orthodontist previously?   Yes   No

Did either of your parents have orthodontic treatment?   Yes   No

Do you have popping or cracking of the jaw joints?  Yes   No   if yes, when did this begin? ___________

Last appointment with general dentist  __________________ Purpose ____________________________
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Medical History:

Is patient in good health?  Yes    No   _______________________________________________________
Does patient have any history of major illness?  Yes  No   If yes, please explain: ____________________
Has patient had any past surgeries?   Yes    No   If yes, please explain:_____________________________
Physicians Name: ______________________________________________________________________
Have tonsils and adenoids been removed?   Yes    No    What age?________________________________
List any allergies to food, medications, other:_________________________________________________
Medications currently taking and reason:____________________________________________________
Have there ever been injuries to the face, mouth or teeth?

Circle Any Of The Following For Which The Patient Has Been Treated:
Glaucoma

Kidney Involvement

Typhoid fever

HIV

Diabetes


Endocrine problems

Hepatitis

Malignancies

Pneumonia

Prolonged bleeding

Measles


Mumps

Asthma


Fainting or dizziness

Scarlet fever

Tonsillitis

Rheumatic fever

Nervous disorders

Arthritis


Stroke

Bone disorders

Psychiatric care


Epilepsy


Low blood pressure

Tuberculosis

Ulcer



Radiation treatments
High blood pressure

Sinus problems

Circulatory problems

Anemia


Heart trouble

Transfusion

Women:
Are you pregnant?            Yes             No

Dental Insurance Information:

**PLEASE INCLUDE WY MEDICAID, WY KID CARE CHIP**

Insured’s Name_____________________Insured’s SSN____________________D.O.B.______________

Employer________________________Policy Number/Member ID_______________________________
Insurance Company____________________________Group Number_____________________________

Insurance Company’s Address________________________Phone #______________________________

Do you have Dual Coverage?   Yes   No    If Yes:

Insured’s Name_____________________Insured’s SSN____________________D.O.B.______________

Employer________________________Policy Number_________________________________________

Insurance Company____________________________Group Number_____________________________

Insurance Company’s Address________________________Phone #______________________________

SIGNATURE_______________________PRINT NAME__________________________
