
Date:

No:

PLEASE PRINT IN INK

PATIENT INFORMATION

last name first name nickname ssn sex birth date age

mailing address city state zip home #

school (if student) grade single

married

divorced

widow

[ ]

[ ]

[ ]

[ ]

work #

email cell #fax #

who may we thank for recommending us?

1.

2.

3.

4.

1.

2.

3.

4.

name of dentist date of last visit

related patients that are or have been under our care names and ages of other children

employer / occupation

PARENT INFORMATION (please complete if patient is a minor)

address

email

father’s name ssn

city state zip

home #

work #

cell #

employer / occupation

address

email

mothers’s name ssn

city state zip

home #

work #

cell #

employer / occupation

INFORMATION ABOUT PERSON RESPONSIBLE FOR THIS ACCOUNT

insurance company contract number group number group member birth date

if divorce is involved, who is the custodial parent? may patient information be released to the non-custodial parent?

name relation to patient employer / occupation

zip home #mailing address

work # cell # fax # email

city state

David M. Sarver DMD ,MS

1705 Vestavia Pkwy
Birmingham, AL 35216

205-979-7072
Fax 205-979-7140

www.SarverOrtho.com

yes[ ] no[ ]



Date:

No:

PLEASE PRINT IN INK

MEDICAL HISTORY DENTAL HISTORY

David M. Sarver DMD ,MS

1705 Vestavia Pkwy
Birmingham, AL 35216

205-979-7072
Fax 205-979-7140

www.SarverOrtho.com

name of primary physician

other

patient’s attitude toward orthodontic treatment:

very motivated will cooperate if needed not motivated

what do you want to accomplish with orthodontic treatment?

have you or any members 
of your family had:

please check if patient has or has had the following: please check if patient has or has had the following:

on items checked, please provide a more detailed description:

on items checked, please provide a more detailed description:
[ ]  thyroid problems

[ ]  latex allergy

[ ]  arthritis

[ ]  joint swelling

[ ]  bone disorders

[ ]  heart trouble

[ ]  mitral valve prolapse

[ ]  rheumatic trouble

[ ]  diabetes

[ ]  emotional problems

[ ]  brain injury

[ ]  kidney or liver involvement

[ ]  joint prosthesis

[ ]  tuberculosis

[ ]  anemia

[ ]  epilepsy (convulsions)

[ ]  prolonged bleeding

[ ]  faintness/dizziness

[ ]  tonsils removed

[ ]  adenoids removed

[ ]  sore throat

[ ]  tonsillitis

[ ]  earaches

[ ]  any injuries to face, mouth, or teeth

[ ]  thumb, finger, or lip sucking

[ ]  more than average amount of tooth decay

[ ]  extra permanent teeth

[ ]  teeth removed by extraction

[ ]  difficulty in swallowing or chewing

[ ]  any pain or clicking when opening mouth

[ ]  is the patient adopted? at what age? 

[ ]  previously consulted by another orthodontist

[ Y]  [N]  does the patient visit the dentist regularly? 

    date of last visit

[ Y]  [N]  rheumatoid arthritis?

[ Y]  [N]  lupus?

we are sorry that we cannot accept divorce decrees as assignments of responsibility for a child’s orthodontic bills. the parent accompanying the 
child should pay for the services and seed any reimbursement from the other parent. to the best of my knowledge, the above information is complete 
and correct. I give my permission for any photographs, x-rays, or study models to be used for displays at scientific meetings, presentations, and 
publications of a scientific nature or for study group purposes to further the art and science of orthodontics. I, the undersigned, agree to pay for 
attorney fees and other costs of collections in the event it becomes necessary to use attorney services to secure payment of this account.

Signature Date 

adolescent females: has menstruation begun? 

date month/year

approx. how much has the patient grown in the last year?

if yes, please list:

is patient presently under physician care for any reason?

list any other serious illnesses

list any allergies

list drugs or medications now being taken

do you take any medications for osteoporosis? [ Y]  [N]


