[image: image1.emf] 

Cosmo Haralambidis, DMD   Vicky Cartos, DMD 

[image: image2.png]£ (401) 464-8903



[image: image3.jpg]o7 e e —— RI02920 p (401) 464-4999 f (401) 464-8 anstonorthodontics.com

—-T_———_——i/

Member -
DIPLOMATE A ) Ameripar_] BOSTON Tu.fts
AMERICAN BOARD ASSOClaTIOH Df UNIVERSITY :
Wl . Orthodontists UNIVERSITY





[image: image4.png]Cranston Orthodontics
Cosmo Haralambidis, DIVID

CREATING BEAUTIFUL SMILES Vicky Cartsos, DMD

59 Phenix Avenue 4-8903 info@cranstonorthodontics.com Ww
W.Cranstonorthodontics.com

C
1Anston, R102920  p (401) 464-4999  f (401) 46

Member

DIPLOMATE A () American N
AMERICAN BOARD Association of N -
Wl . Orthodontists — UNTVERSITY





[image: image5.png]£ (401) 464-8903




Medical/Dental History Form

Patients Last Name:



First:



M.I.______ Date:



Date of Birth: 



 Age:


 Sex:

 Home Phone:



Patients Address:





 City:


 
State:

 Zip:


Social Security #:




 E-Mail Address_________________________________
Patient is:  Single:

 Married:

Widowed:

 Separated: 

 Divorced



If Married Spouse’s Name:______________________jDo You Have Any Children:______________
Name of Patients Dentist:
                             Referred By: 








Family Members in Treatment:


                               
                 



    

Patients School/Grade:



 Patients Place of jWork:__________________________
Musical Instrument Played:


Sports, Hobbies & Avocations:





If Patient is A Minor Must Fill Out Blue & Red Sections

Fathers Last Name:




 First:




 Middle:


Address:






City:



 State:

Zip:


Occupation:



    Employer:



   Work Phone:



Father is:   Single: ___ Married:___ Widowed: ___ Separated: ___Divorced___            Date of Birth: ___/__/______ 

Social Security #:




 E-Mail Address ________________________________
Mothers Last Name:




 First:




 Middle:


Address:






City:



 State:

 Zip:



Occupation:



    Employer:



   Work Phone:



Mother is:   Single: ___ Married:___ Widowed: ___ Separated: ___Divorced___          Date of Birth: ____/___/______

Social Security #:




E-Mail Address _________________________________
In case we cannot reach you:  Person to contact




 Phone #



Insurance Coverage
Primary





                                           Secondary
Orthodontic Coverage:
□  No        □ Yes
Orthodontic Coverage:j 
□  No        □ Yes________________
Insurance Co. Name: 




Insurance Co. Name:j____________________________________
Group # (plan or policy #):



Group # (plan or Policy #):________________________________
Insured’s Name:




Insured’s Name:







Insured’s Relation to Patient:



Insured’s Relation to Patient:j______________________________
Insured’s Date of Birth:



Insured’s Date of Birth:






Insured’s Employer:




Insured’s Employer: _____________________________________
Health Coverage:____ 
□  No        □ Yes
Health Coverage:                    □  No        □ Yes________________                                
Insurance Co. Name: 




Insurance Co. Name:_____________________________________

Subscriber ID #:


____________Subscriber ID #:j________________________________________
Dental History

Last Dental Visit:

 
Dental Work Being Done Now?

If Yes What?





Has Patient Ever Received a Blow to the Teeth or Jaw?

If Yes, Explain:






Has the Patient had Orthodontic Treatment or Evaluation?

If Yes, By Whom?






What do you feel are the Orthodontic Problems?       □ Alignment of Teeth     □ Dental Protrusion       □ Facial Features          □ Other

________________________________________________________________________________________________

Who First Noticed the Need for Orthodontic Treatment?









Additional Comments:














Medical History
Health Quality:       □ Good    □ Fair            □ Poor     
 Allergies:    □ Food     □ Drug    □ Hayfever    □ Asthma        □ Other Please specify___________________________ _______________________________________________________________________________________________
Has the patient had any of the following: (Please Circle)
Hepatitis                    Diabetes      

Kidney Problems                    Sinus Problems                  f Immune Disorder                 g Lip or Tongue Biting f Bleeding Gums                       Cold Sores/Fever Blisters  f Speech                     
Frequent HeadachesfHeart Disease          
Impairment                             Nail Biting                       f   Hemophilia
Cerebral Palsy        f Epilepsy                   
Liver Disease                    f    Convulsions/Seizures           AIDS/HIV Tonsils/Adenoids    fTuberculosis              f  Rheumatic Fever               f    Excessive Bleeding              Artificial Joints             

Frequent Colds      f  Throat Infections          Mouth Breathing                    Thyroid Problems                 Arthritis
Dizziness/Fainting    Grinding of Teeth     f  Thumb/Finger Sucking           Difficult Breathing               Chemotherapy
Latex Sensitivity       Radiation Therapy       Other

Please Explain:














Physician:





 Under Physician’s Care at Present? (Y or N)



For What:















List Drugs Regularly Taken & Reason:











Growth Information for Patients Under 16 Years of Age
Because growth can be an important factor in orthodontic treatment planning, your answers to the following questions are needed to aid in our selection of treatment alternatives:

Has your son or daughter reached puberty?  ..………………………........…□  No        □ Yes
                Girls – Has she started menstruation     ……...………...................□  No        □ Yes   When? ____________
                Boys – Has his voice changed?  ……………………………….....□  No        □ Yes   When? ____________
Height _________________     Do you feel growth is complete?f ..….......  □  No        □ Yes

Father’s Height __________     Mother’s Height __________     Adopted?  □  No        □ Yes

Names and Birthdates of patient’s brothers and sisters:___________________________________________________

Have either siblings or parents had orthodontic treatment? □  No        □ Yes    With whom: ______________________
I understand that where appropriate, credit bureau reports may be obtained.










             





                      Signature of Patient (Parent or Guardian if Patient is a Minor)

           Date

I certify that I have answered the above questions to the best of my ability.  I will not hold Cranston Orthodontics. or any member of its staff responsible for any errors or omissions that I may have made in the completion of this form.  I will take full financial responsibility for any and all records taken, and will pay the cost of x-rays and other records taken at the time of consultation and/or diagnosis.










             





                      Signature of Patient (Parent or Guardian if Patient is a Minor)

           Date
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Cosmo Haralambidis, DMD


  Vicky Cartsos, DMD
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