
Names of other family members seen by us ________________________________________ 

Whom may we thank for referring you? ____________________________________________ 

General Dentist _______________________________ Date of Last Visit __________________ 

Today’s Date _____________________________  Nickname ____________________________ 

Name___________________________________________________________________________ 
Last   First  MI

Birthdate _______________________________    M    F  Age __________________ 

Home # ________________________________ Mobile # _______________________________ 

Home Address ___________________________________________________________________ 
Street

__________________________________________________________________________________ 
City      State   Zip

Email _____________________________________________________________________________ 

Employer  _______________________________________ Work # ________________________ 

Employer’s Address _______________________________________________________________ 

Occupation _______________________________________ How Long? ___________________ 

SocSec#___________________________________  DL# _____________________________ 

Tell Us About You 

Primary Orthodontic Insurance 

Orthodontic Coverage?   Yes No 

Insurance Co. Name _________________________________________________________ 

Insurance Co. Address  _______________________________________________________ 

Insurance Co. Phone # _______________________________________________________ 

Group # (Plan, Local or Policy#)   _____________________________________________ 

Insured’s Name __________________________________Relation ___________________ 

Insured’s Birthdate_____________________ Insured’s SocSec#_____________________ 

Insured’s Employer ___________________________________________________________ 

Employer’s Address __________________________________________________________ 

Secondary Orthodontic Insurance 

Orthodontic Coverage?    Yes  No 

Insurance Co. Name _________________________________________________________ 

Insurance Co. Address  _______________________________________________________ 

Insurance Co. Phone #_______________________________________________________ 

Group # (Plan, Local or Policy#)  ______________________________________________ 

Insured’s Name ___________________________________ Relation __________________ 

Insured’s Birthdate_____________________  Insured’s SocSec#____________________ 

Insured’s Employer ___________________________________________________________ 

Employer’s Address __________________________________________________________ 

Name: ________________________________________ Relation ______________________ 

Billing Address ________________________________________________________________ 
Street

______________________________________________________________________________  
City     State   Zip

Previous Address _____________________________________________________________ 
Street

____________________________________________________________________ 
City     State   Zip

Home # _____________________________ Mobile #_______________________________ 

Employer ___________________________________ Work # _________________________ 

SS# _________________________________  DL # __________________________________

Person Responsible For Account 

Spouse/Partner Information 

Name _______________________________________  Home # ___________________________ 

Address __________________________________________________________________________ 
Street

__________________________________________________________________________________ 
City   State  Zip

Employer _____________________________________ Work # ____________________________ 

Occupation _____________________________________ How Long? _____________________ 

Marital Status:  Single        Divorced       Partnered   

 Married     Widowed        Separated   
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 We are pleased to welcome you to our practice.  
Charlene R. Chan, DDS, MSD 

    707.823.1200 



Please describe your current physical health  Good  Fair Poor 

Are you currently under the care of a physician?        Yes No 

Physician _______________________________________________________________________ 

Phone #___________________________   Date of Last Visit (mo/yr) ____________________ 

Women: are you now pregnant?    Yes (_____months)   No 

Please list all drugs that you are is currently taking:_________________________________  

_________________________________________________________________________________    

Please list all drugs/things that you are allergic to: _________________________________ 

_________________________________________________________________________________ 

Medical History 

What are the main concerns that you would like orthodontics  to accomplish? 

__________________________________________________________________________ 

__________________________________________________________________________ 

Have you ever been evaluated or had 

orthodontic treatment before?              Yes   No 

Have you ever been informed of any missing 

   or  extra permanent teeth?     Yes    No 

Have you been informed that you have  

periodontal disease?    Yes    No 

Please check any of  the following with which you’ve had  significant 
experience: 

Bleeding gums     

Clenching / Grinding Teeth                   

Clicking in the jaw joints       

Pain in the jaw joint (TMJ/TMD)            

Injuries to the face, mouth or chin                              

Speech Difficulties       

Thumb / Finger Sucking    age ______ 

Tongue Thrust       

Dentist ________________________________ Date of last Visit____________________ 

Dental History 

Please check if you’ve had any of the following  
medical concerns: 

Abnormal Bleeding                                         Fainting or Dizziness    

ADD / ADHD             Hearing Impairment 

Anemia       Heart Condition         

Allergies to any Drugs           Hemophilia  

Allergies to Latex/Metals                              Hepatitis   

Allergies to Plastic                                High Blood Pressure                       

Artificial Bones/ Joints/Valves     HIV AIDS           

Asthma            Kidney/Liver Involvement

Bone Disorders              Nervous Disorder  

Cancer       Pneumonia  

Convulsions/ Epilepsy                                   Rheumatic/Scarlet Fever   

Diabetes                 Tuberculosis  

Endocrine Disorder                                               

Please discuss any medical concerns you have had:_______________________________ 

________________________________________________________________________________ 

________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

__         

Name of nearest relative ____________________________________________________ 

Address ____________________________________________________________________ 

Home # _______________________________ Work # _____________________________ 

In Case Of Emergency 

I understand that the information that I have given is correct to the best of my 
knowledge, that it will be held in the strictest of confidence and it is my 
responsibility to inform this office of any changes in my medical status. 

____________________________________________________________________________ 
Date   Signature   

© 2017 Chanorthodontics. All Rights Reserved 
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