
BRIAN W PAYNE DDS 
orthodontic specialist for adults & children 

THE BENEFITS OF A HAPPY, HEALTHY SMILE ARE IMMEASURABLE! OUR GOAL IS TO HELP YOU 

REACH AND MAINTAIN A HEALTHY AND PLEASING BITE. PLEASE FILL OUT THESE FORMS 

COMPLETELY, THE BETTER WE COMMUNICATE, THE BETTER WE CAN CARE FOR YOU. 

1. ABOUT You 

TODAY'S DATE: _________ _ 

MONTI! DAY YEAR 

NAME: 

LAST FIRST MIDDLE INITIAL 

I LIKE TO BE CALLED: ______________ _ 

HOME ADDRESS: ________________ _ 

APT/CONDON 

CITY STATE ZIP CODE 

MAILING ADDRESS, IF DIFFERENT: 

ADDRESS: _________________ _ 

CITY STATE ZIP CODE 

YOUR EMPLOYER: _______________ _ 

OCC~ATION: ________________ _ 

SOCIAL SECURITY #: _______________ _ 

BIRTHDAY: _~......!...._ 0 MALE 0 FEMALE 

o SINGLE 0 MARRIED 0 DIVORCED 0 WIDOWED 

SPECIAL INTEREST, HOBBIES OR SPORTS: ________ _ 

REFERRED BY: __________ _ 

GENERAL DENTIST: _______ LAST VISIT: _-'--_-'--_ 

2. DENTAL INSURANCE 

Do YOU HAVE DENTAL INSURANCE THROUGH 

YOUR EMPLOYER? 0 YES 0 No 

DOES YOUR DENTAL INSURANCE HAVE 

ORTHODONTIC BENEFITS? 0 YES 0 No 

IF YES, PLEASE PROVIDE THE FOLLOWING 

INFORMATION: 

DENTAL INSURANCE CO. #1: ___________ _ 

GRO~#: _________________ _ 

INSURANCE CO. PHONE#: ____________ _ 

YOUR EMPLOYER'S NAME: ____________ _ 

Do YOU HAVE ANY OTHER DENTAL INSURANCE 
COVERAGE? 0 YES 0 No 

Tms COVERAGE IS THROUGH: 0 SPOUSE 0 PARENT 0 OTHER: __ _ 

THEIRNAME: ________________ ___ 

THEIR EMPLOYER'S NAME: _____________ _ 

THEIR SOCIAL SECURITY #: ____________ _ 

THEIR BIRTHDATE: _-'--:---'-__ _ 
MONTH DAY YEAR 

DENTAL INSURANCE CO. #2: ____________ _ 

GRO~#: __________________ _ 

INSURANCE CO. PHONE#: _____________ _ 

HOME PHONE: _____ WORK PHONE: ____ _ 

WHEN IS THE BEST TIME TO REACH YOu? _________ _ 

WHERE? _______ SPECIFIC DAYS? ______ _ 



3. MEDICAL HISTORY 

Do YOU HAVE A PERSONAL PHYSICIAN? ' 0 YES 0 No 

THEIR NAME: _________ THEm PHONE No.: ______ 1 

THE APPROXIMATE DATE OF YOUR LAST VISIT: ___________ 1 

YOUR CURRENT PHYSICAL HEALTH IS: 0 GOOD 0 FAm o POOR 

ARE YOU CURRENTLY UNDER THE CARE OF ANY PHYSICIAN? 0 YES 0 No 

4. DENTAL HISTORY 

Do YOU BREATHE PREDOMINANTLY THROUGH THE MOUTH? 

o YES ONo 

Do YOU CLENCH OR GRIND TEETH (AT NIGHT) (DAY)? 

o YES ONo 

HAVE YOU EXPERIENCED TMJ PROBLEMS? 

OYEsONo 

(TMJ IS PAIN OR DISCOMFORT IN YOUR JAW JOINT) 

IF YES, PLEASE EXPLAIN: HAVE YOU HAD ANY SEVERE HEAD OR FACE INJURIES? 

Do YOU SMOKE OR USE TOBACCO IN ANY OTHER FORM? 0 YES 0 No 

ARE YOU PRESENTLY TAKING ANY DRUGS PRESCRIBED BY A PHYSICIAN OR 

DENTIST? 

o YES ONo 
IF YES, PLEASE LIST: ___________________ 1 

FOR WOMEN: ARE YOU PREGNANT? 0 No 0 YES, WEEK. # __ _ 

Do YOU NEED TO BE PREMEDICATED BEFORE DENTAL TREATMENT? 
OYES ONo 

HAVE YOU HAD ANY SERIOUS MEDICAL PROBLEMS IN THE LAST 5 YEARS? 

o YES 0 No IF YES, PLEASE EXPLAIN: _____________ 1 

HA VE YOU EVER BEEN DIAGNOSED OR TREATED FOR ANY OF THE 
FOLLOWING? 
Yes No Yes No 

0 0 Heart Attack/Stroke 0 0 Cancer/Chemotherapy 

0 0 Heart Murmur/Rhewnatic Fever 0 0 HIV+/AIDS 

0 0 Heart Surgery/Pacemaker 0 0 Shingles 

0 0 Chronic Hepatitis 0 0 Kidney Problems 

0 0 Anemia 0 0 Sinus Problems 

0 0 High/Low Blood Pressure 0 0 Fever Blisters 

0 0 Severe Headaches 0 0 Psychiatric problems 

0 0 Epilepsy/Seizures/Fainting 0 0 Diabetes 

0 0 Drug/Alcohol Abuse 0 0 Tuberculosis (TB) 

0 0 Hemophilia/Abnormal Bleeding 0 0 Sickle Cell Disease 

0 0 Asthma 0 0 Arthritis 

0 0 Tonsils Removed 0 0 Adenoids Removed 

ANy OTHER SERIOUS MEDICAL CONDITIONS: 
HAVE YOU EXPERIENCED ANY THAT ARE NOT LISTED ABOVE? o YES 0 No 

IF YES, PLEASE EXPLAIN? 

ARE YOU ALLERGIC TO ANY OF THE FOLLOWING? 
Y N Y N 

0 0 PENICILLIN 0 0 ASPmIN 

0 0 ERYTHROMYCIN 0 0 TETRACYCLINE 

0 0 DENTAL ANESTHETICS 0 0 CODEINE 

ARE YOU ALLERGIC TO ANY OTHER DRUGS? 0 YES 0 No 

IFYE~ PLEASELIS~ _________________ _ 

OUR OFFICE IS COMMl1TED TO MEETING OR EXCEEDING THE STANDARDS 

OFINFECTION CONTROL MANDATED BY OSHA, CDC AND THE ADA. 

A CREDIT REPORT MAY BE USED IN ORDER TO OFFER FLEXIBLE 
PAYMENT SCHEDULES. 

o YES 0 No WHEN? ______________ _ 

HAVE ANY TEETH BEEN CIDPPED OR INJURED? 
o YES 0 No WHEN? ______________ _ 

ANY NOTICEABLE DIFFICULTY IN CHEWING OR SWALLOWING FOOD? 

OYEsO NO 

HAVE YOU BEEN INFOR!'lED OF EXTRA OR MISSING TEETH? 

OYESONo 

HAVE ANY TEETH BEEN REMOVED BY EXTRACTION? 
o YES 0 No WHY? _______________ _ 

HAS ANY MEMBER OF THE FAMILY HAD ORTHODONTIC TREATMENT? 
o YES 0 NO IF YES, WHO? ____________ _ 

HAVE YOU HAD ANY PREVIOUS ORTHODONTIC CONSULTATION OR 
TREATMENT? 

o YES 0 No 

ARE YOU CONCERNED ABOUT THE APPEARANCE OF YOUR TEETH? 

OYEsONo 

Do YOU WANT YOUR TEETH STRAIGHTENED? 

o YES 0 NO 

WHAT ARE THE MAIN CONCERNS THAT YOU WOULD LIKE 

ORTHODONTICS TO ACCOMPLISH? 

I UNDERSTAND THAT THE INFORMATION THAT I 

HA VE GIVEN TODAY IS CORRECT TO THE BEST OF MY 

KNOWLEDGE. I ALSO UNDERSTAND THAT THIS 

INFORMATION WILL BE HELD IN THE STRICTEST 

CONFIDENCE AND IT IS MY RESPONSIBILITY TO 

INFORM THIS OFFICE OF ANY CHANGES IN MY 

MEDICAL STATUS. 

SIGNATURE DATE 

! THANK YOU FOR FILLING OUT THIS FORM 

COMPLETELY. IT WILL ENABLE US TO HELP YOU 

MORE EFFECTIVELY. IF YOU HAVE ANY 

QUESTIONS AT ANY TIME, PLEASE ASK US. WE 

ARE HAPPY TO HELP. 
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