WAINWRIGHT ORTHODONTICS, L.L.C.
1111 Canal Shore Dr.
Le Claire, IA  52753
563-355-1034
PATIENT INFORMATION

PATIENT NAME__________________________________________________NICKNAME_______________________
M____F____      AGE________      BIRTHDATE___________________     SCHOOL_____________________________

IF THE PATIENT IS A MINOR: NAME OF PERSON RESPONSIBLE__________________RELATIONSHIP__________
ADDRESS_______________________________________________ PHONE__________________________________

CITY/STATE/ZIP__________________________________________ CELL PHONE________
____________________
INTERESTS/ SPORTS/ HOBBIES_____________________________________________________________________

DENTIST______________________________ DATE OF LAST DENTAL CLEANING____________________________
SIBLINGS AND THEIR AGES________________________________________________________________________

E-MAIL ADDRESS_________________________________________________________________________________
ACCOUNT INFORMATION FOR RESPONSIBLE PERSON:

NAME OF PRIMARY INSURED_________________​​​​___________________MARITAL STATUS (S, M, D, W) EMPLOYER______________________________
OCCUPATION____________________________________
ADDRESS_____________________________
S.S./EMPLOYEE #____________________________DOB_________
CITY/STATE___________________________
WORK PHONE___________________________________
DENTAL INSURANCE (Y/N) ______________
GROUP #____________________________________
SPOUSE OR SECOND RESPONSIBLE PERSON
SECOND RESPONSIBLE PARTY_____________________________________________RELATIONSHIP___________
ADDRESS_______________________________________________PHONE__________________________________

CITY/STATE/ZIP__________________________________________WORK PHONE____________________________
EMPLOYER___________________________​​​​__________
OCCUPATION____________________________________

ADDRESS_______________________________S.S./EMPLOYEE#____________________________DOB__________
CITY/STATE___________________________
WORK PHONE____________________________________________

DENTAL INSURANCE (Y/N) ______________
GROUP#_________________________________________________
WHOM MAY WE THANK FOR REFERRING YOU? _______________________________________________________
IN CASE OF EMERGENCY CALL:

       NAME AND RELATIONSHIP____________________________________PHONE_______________________________
FOR OFFICE USE ONLY
PRIMARY INSURANCE COVERAGE                    SECONDARY INSURANCE COVERAGE
TOTAL__________________________

    TOTAL ______________________________
%PAID AT_____________________
__                  %PAID AT____________________________
DEDUCTIBLE____________________

    DEDUCTIBLE _________________________

AGE LIMIT_______________________   
    AGE LIMIT____________________________
    NON DUPLICATING CLAUSE:  YES    NO
PATIENT HEALTH HISTORY

NAME_____________________________ DATE_____________ BIRTHDATE______________

Are you under a physician’s care now? ________________________________________________
Physician name ____________________________________________________________________
Has your physician ever advised you to premedicate prior to dental care? __________________

Are you taking any medications? _____________________________________________________
PLEASE CHECK THE FOLLOWING THAT YOU HAVE OR HAVE EVER HAD:

Abnormal bleeding………………………………..
Yes ___no ___

Abnormal blood pressure………………………..
Yes ___no___

Abnormal heart condition………………………..
Yes ___no___

Anemia………………………………………………
Yes ___no___

Angina…………………………………...................
Yes ___no___

Arthritis……………………………………………...
Yes ___no___

Asthma………………………………………………
Yes ___no___
Autism……………………………………………….
Yes___ no___
Behavioral problems………………………………
Yes ___no___

Cancer………………………………………………..
Yes ___no___

Cardiovascular disease…………………………..
Yes ___no___

Chemotherapy………………………………………
Yes ___no___

Chest pains………………………………………….
Yes ___no___

Diabetes………………………………………………
Yes ___no___

Dizziness……………………………………………..
Yes ___no___

Earaches……………………………………………..
Yes ___no___

Epilepsy………………………………………………
Yes ___no___

Frequent Headaches……………………………….
Yes ___no___

Hayfever………………………………………………
Yes ___no___

Heart murmur……………………………………….
Yes ___no___

Hemophilia…………………………………………..
Yes ___no___

Hepatitis…………………………………………..…
Yes ___no___

Hives………………………………………………….
Yes ___no___

HIV infection…………………………………………
Yes ___no___

Immune related problems…………………………
Yes ___no___

Inflammatory rheumatism…………………………
Yes ___no___

Jaundice……………………………………………..
Yes ___no___

Learning disabilities……………………………….
Yes ___no___

Lupus…………………………………………………
Yes ___no___

Radiation therapy…………………………………..
Yes ___no___

Rheumatic fever…………………………………….
Yes ___no___

Seizures/Convulsions……………………………..
Yes ___no___

Sinus problems……………………………………..
Yes ___no___

Stroke………………………………………………...
Yes ___no___

Tuberculosis…………………………………………
Yes ___no___

Ulcers…………………………………………………
Yes ___no___

Have you had any surgery: please circle


Coronary by-pass 

Joint replacement

Kidney transplant or removal


Cardiac pacemaker
Valve replacement 
other: _________________________________

Are you allergic to any medications? ________________________________________________________________

Women: Are you now pregnant………………….
Yes ___No___


Are you taking birth control pills……..  Yes ___No___
Do you smoke?___________________________________________________________________________________

Are you aware that some appointments will be during school/work hours?.......Yes___ No____
Safeguarding the privacy of our patients and their families is a top priority of Dr. Wainwright and his staff. However, there are times when we need to reach our patients or parents. Please sign below if you will give permission for us to leave messages on your answering machine, voice mail, or with a family member. This allows us to confirm appointments, move appointments, discuss matters concerning you or your child’s treatment, and display pictures on our office wall of new patients at the start of treatment and when retained
Signature________________________________________________________Date___________________________

Patient Name: __________________________________

Relationship to Patient: ______________________
