WELCOME TO ASHTON ORTHODONTICS
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Patient Name: Preferred Name: Age: Grade:

Who is with the patient today? Relationship:

If the patient is a child: Patient lives with:

Custodial Parent is:

General Dentist Name is: Date of last check up?

How did you hear about us?
[] Dentist/Hygienist [ Friend

[] Relative [] other

Have other family members been treated in our office? D Yes D No

If yes, who?
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What treatment options are you most interested in?

[]Metal Braces [] Clear Braces [] Invisalign
-Additional $250

[] Retainers [C] Mouthguard/Nightguard
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What type of payment options would you prefer?

D Payment in Full (with discount) D Affordable Monthly Payments (no interest)
**based on credit history**

D Care Credit (outside financing) D Not sure

Do you have insurance benefits you would like for us to confirm?

[ Yes [INo

Is there anyone else who is going to be involved in the decision to start treatment?

[1Yes [INo

If yes, who?

*AUTHORIZATION AND RELEASE: | agree to be responsible for payment of all charges which are incidental to the care and
treatment of the above named patient with my prior consent. | authorize Dr. Ashton to release any information acquired in the course of
my examination or treatment to third party payers and/or health practitioners. | understand that if | finance orthodontic treatment, | give
my consent to have my credit report checked. | also certify the above information is correct.
Signature: Date:
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What is your chief concern?

Have you had another orthodontic consultation?

No Yes D If yes, who?

On a scale of 1 to 5, with 5 being ready to start — how ready are you to start
orthodontic treatment? (circle)
1 2 3 4 5

Health History

3 Yes 0 No Do you have any allergies? (If yes, please list)

OYes K0 No Do you have any sensitivities or allergies to any metals, such as nickel, copper or titanium?
Which one:

OYes CINo Do you breathe through your mouth?

Oves ONo Do you snore when you sleep?

CYes CINo Have your tonsils or adenoids been removed?
ClYes CdNo History of cleft lip or palate?

Cdyes OONo Have you ever had a thumb, finger or tongue sucking habit?
If so, how long? Speech Therapy?

Oyves LI No  Have you ever tested positive for HIV?
OYes O No Have you ever been diagnosed with hepatitis? Type:

Oyes C1 No Do you have, or have you had, any symptoms associated with your temporomandibular joints (TMJ)
such as clicking in jaws, headaches, locking of jaws, clenching or grinding? Please explain:

Describe any accidents to the mouth or chin area you have experienced:

Are you currently under medical care for any reason?

Are there any medical conditions we should know about? (This includes any behavior challenges such as Autism, ADD, or ADHD)

What medications are you currently taking?

Name and phone number of emergency contact:

Relationship:

]
Permission to take x-rays, photos for chart D Permission to post first name/photos on social media outlets D

Your Name: Relationship:




RESPONSIBLE PARTY AND INSURANCE FORM

Patient's Name

Address City State Zip

Telephone Cell Phone Birth date Age Gender

Fill out if Patient is an Adulf (otherwise skip to responsible party section):

Previous Address (if less than 3 yrs.)

Rent or own your home(circle one) No. Years___ Employer No. Years Employed_
Work Phone Social Security # E-mail Address

Insurance Company Name ID# (Copy of card is needed)
Signature: - - Date: e

REQUIRED TO BILL INSURNACE
RESPONSIBLE PARTY INFORMATION (MOTHER)

Name Relationship to patient if not mother

Address City, State Zip Telephone
Rent or own your home(circle one) No. Years_____ Previous Address (if less than 3yrs.)

E-mail address Employer No. Years Employed
Work Phone Social Security # Date of Birth

Insurance Company Name ID# (Copy of card is needed)
Signature: - - Date:

REQUIRED TO BILL INSURNACE
RESPONSIBLE PARTY INFORMATION (FATHER)

Name Relationship to patient if not father

Address City, State Zip Telephone
Rent or own your home(circle one) No. Years_____ Previous Address (if less than 3yrs.)

E-mail address Employer No. Years Employed
Work Phone Social Security # Date of Birth

Insurance Company Name ID# (Copy of card is needed)
Signature: - o Date:

REQUIRED TO BILL INSURNACE
ANY OTHER RESPONSIBLE PARTYS

Name Relationship to patient

Address City, State Zip Telephone
Rent or own your home(circle one) No. Years___ Previous Address (if less than 3 yrs.)

E-mail address Employer No. Years Employed
Work Phone Social Security # Date of Birth

Insurance Company Name ID# (Copy of card is needed)
Signature: o - Date:

REQUIRED TO BILL INSURNACE



