
PATIENT INFORMATION 

Today’s Date:________________________       DOB: _______/_______/_______ Age:______ 

Name: _____________________________   ______________________________   _______   Also Known As: __________________________ Male/Female            

                                                                          Last                                                                                                                                                        First              Initial 
 

Address: _______________________________________________________________ City: _______________________ State: _________ Zip: _______________  

Home #: _______________________ Cell:_______________________  Work: _______________________  Email:______________________________________ 

School: ______________________________________ Grade: ____________   Marital Status:  Single  /  Married  /  Divorced 

Who is with child today__________________________________ Who may we thank  for referring you? __________________________________ 

 Mothers Name: _____________________________ Phone #: _______________________ Employer: ___________________________ 

 Fathers Name:  _____________________________ Phone #: _______________________ Employer: ___________________________ 

 Child lives with:    Mom  /  Dad  /  Both Parents  /  Other: ___________________________________ 

Other Family Members seen by us: _____________________________________ Name of Sibling:______________________________ Age:______ 

         Name of Sibling:______________________________ Age:______ 

Previous/Present Dentist:_________________________________________________________________ Last Visit: ________________________________ 
 

 

PRIMARY RESPONSIBLE PARTY 

Responsible Party: ______________________________   _______________________________    DOB: _______/_______/_______                  

                                                                                                                                                                                   Last                                                                                                                                                        First 

 

Relationship to Patient: _____________________________________________________ Social Security #: ______________________________________ 

Address: __________________________________________________________   Phone #: _______________________  

 Employer: _______________________________________________________________    Occupation: ___________________________ 

 Insurance Company: _________________________________________________     Phone #: __________________________  

 Subscriber ID#: ______________________________________________    Group #: __________________________ 
 

 

SECONDARY RESPONSIBLE PARTY 

Responsible Party: ______________________________   _______________________________    DOB: _______/_______/_______                  

                                                                                                                                                                                   Last                                                                                                                                                        First 

 

Relationship to Patient: _____________________________________________________ Social Security #: ______________________________________ 

Address: __________________________________________________________   Phone #: _______________________  

 Employer: _______________________________________________________________    Occupation: ___________________________ 

 Insurance Company: _________________________________________________     Phone #: __________________________  

 Subscriber ID#: ______________________________________________    Group #: __________________________ 

Welcome to Dr. Geof Glovsky’s Office! 

Please take a few minutes to fill out this form as complete as you can. If you have questions we’ll be glad to help you.                    

We look forward to working with you (and/or) your child. 



DENTAL HISTORY 

Dentist: _______________________________________________________    Date of Last Dental Exam: _____________________________ 
 

Circle  (Yes / No)   if you / your child have had problems with any of the following: 

Bad Breath       Yes / No Bleeding Gums      Yes / No Jaw Clicking, popping, Locking     Yes / No 

Sensitivity to cold      Yes / No Sensitivity to hot Yes / No Food collecting between teeth      Yes / No 

Sensitivity to sweets Yes / No Loose/Broken teeth Yes / No Grinding/Clenching teeth         Yes / No 

Sores in mouth Yes / No Mouth Breathing Yes / No Periodontal Treatment         Yes / No 

Snoring  Yes / No Nail Biting  Yes / No Thumb/Finger Sucking         Yes / No 

Any injuries to mouth or chin injury      Yes / No     If yes, please explain: ___________________________________________________ 

Have you / your child ever been evaluated for orthodontic treatment?    Yes / No   Orthodontist: ________________________ 
 

MEDICAL HISTORY 

Physician’s Name: ______________________________________________________________    Phone #: ______________________________________ 

Any recent illness (or) surgeries     Yes / No      If yes, describe: _______________________________________________________________ 

Are you / your child currently under physician care     Yes / No     If yes, describe: _________________________________________ 

Do you / your child still have: Tonsils     Yes / No Adenoids     Yes / No 

Women:     Are you pregnant?     Yes / No  Taking birth control ?      Yes / No 
 

Circle  (Yes / No)  whether you / your child have (or) has any of the following: 

AIDS/HIV+ Yes / No Hepatitis    Yes / No High Blood Pressure   Yes / No Stroke            Yes / No 

Diabetes Yes / No Kidney Disease  Yes / No Heart Murmur    Yes / No Asthma          Yes / No 

Liver Disease Yes / No Hemophilia    Yes / No Heart Attack    Yes / No Cancer            Yes / No 

Jaw Pain Yes / No Epilepsy    Yes / No Congenital Heart Def   Yes / No Fainting         Yes / No 

Sinus Prob. Yes / No Tuberculosis    Yes / No Drug/Alcohol Abuse   Yes / No Headaches    Yes / No 

Cold Sores Yes / No Rheum Fever    Yes / No Mitral Valve Prolapse   Yes / No Anaphylaxis Yes / No 
 

Are you / patient taking any medication for your bones?     Yes / No     If yes, List: _________________________________________ 

Are you / patient currently taking any medications?     Yes / No     If yes, List: ______________________________________________ 

Does Patient have any drug allergies?      If yes, List all: _______________________________________________________________________ 

Allergic to LATEX      Yes / No  
 

I understand the information that I have given is correct to the best of my knowledge, that it will be held in the 

strictest confidence, and it is my responsibility to inform this office of any changes in my / my child’s medical 

status.  I also authorize the orthodontic staff to perform the necessary orthodontic services I / my child may need. 
 

Signature of Parent / Guardian: ________________________________________________________  Date: ______________________________ 
 

The parent, guardian who accompanies the child is responsible for payment at time of service unless prior arrangements have been approved. 


