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Sam H. Arazie, D.M.D., M.S.D., P.A.
Welcome to Our Office
DATE OF BIRTH____________________                                               DATE_____________________  20_____
Patient’s name_________________________________________________  Age______  Sex:  Male □   Female □

First                                  Middle                                  Last
Name Patient Prefers to be called___________________________________     Home Phone_________________

Home Address_______________________________________________________Zip Code_________________
Email______________________School_____________________Grade_____ Last Visit to Dentist_____________
Patient’s Hobbies or Interest_____________________________________________________________________
Patient’s Dentist______________________________________________________________________________

Is there someone other than your dentist that we may thank for referring you to our office? (Friends, neighbors, patients, etc.)_________________________________________________________________________________
Father’s Name ________________________________________Occupation______________________________
Employed by___________________________________________Business Telephone______________________

Business Address ____________________________________________SSN:____________________________ 
Mother’s Name ________________________________________Occupation______________________________

Employed by___________________________________________Business Telephone______________________

Business Address ____________________________________________SSN:____________________________ Name of person responsible for account____________________________________________________________
        Relationship to Patient_____________________________________________________________________

        Marital Status:        Married  □     Divorced   □     Separated   □     Single   □     Widowed  □

Name and Ages of Other Children in Family_________________________________________________________

Do you have dental insurance that covers orthodontic treatment?       Yes □   No □

Is the patient under the care of a physician for a specific problem at the present time?  Yes □  No  □  Illness______


List any medications your child is currently taking____________________________________________________

List any drug sensitivities_______________________________________________________________________

Is there a history of any serious illness, accident, or operation?__________________________________________

If so, please list/explain_________________________________________________________________________

PLEASE CHECK THE FOLLOWING AS THEY APPLY

□ Contact Lenses                            □  High Blood Pressure                     □  Allergies or Asthma                 □   Speech Problems
□  Glaucoma                                   □  Head or Facial Injury                      □  Rheumatic Fever                    □   Emotional Problems
□  Heart Trouble                             □  Tonsillitis                                        □  Diabetes                                  □  Endocrine Problems
□  Kidney Disease                          □  Hearing Disorder                            □  Bleeding Problems                  □  Nervous Problems
□  Hepatitis/Liver Disease              □  Ear Infections                                 □   Epilepsy                                  □  Adopted
Has the patient reached puberty?

               Girls:    Has she started menstruation?     Yes □   No □   If yes,  Month/Year________________

               Boys:    Has his voice changed?               Yes □   No □

DENTAL HISTORY

Have there been any injuries to the face, mouth, teeth?____________________________________  Yes  □   No  □

Has the patient ever sucked a thumb or fingers?_________________________________________   Yes □   No □

    Until what age? ______________________

Has an orthodontist been consulted previously?_________________________________________   Yes  □   No  □

Have you had any previous orthodontic treatment?_______________________________________   Yes  □   No  □

If so, by whom?___________________________________________________________________

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

Please list any family members previously treated here.  ______________________________________________

What part of your child’s orthodontic problem concerns you most? _______________________________________
___________________________________________________________________________________________
Additional information which you feel would help make your child’s association with us more enjoyable.__________

___________________________________________________________________________________________

THANK YOU
                 Signature of Parent or Guardian: ____________________________________________
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