HAPMAN
RTHODONTICS

Peter L. Chapman, D.D.S., M.S.D.
www.drchapmanorthodontics.com

Orthodontics of Central Indiana, P.C.

PATIENT INFORMATION

Patient's Name:

Last First N Middle
[IMale [JFemale Referred by: Age:
SSN: Date of Birth: Email:
Home Phone: ( ) Work Phone: ( Yoo - - - @Bl
Address: City, State, Zip:
How long at current address? Occupation/Position:
Employer's Name: How long with present employer:

If child, name of school

PARENT INFORMATION - If patient is under the age of 18

Parents are: (] Married (] Divorced [] Separated Child lives with:_ o
Father's Name: N |
Last First Middle
SSN: Date of Birth: Age: Email:
Home Phone: ( ) ~Work Phone: ( ) Cell: (___
Address: City, State, Zip: -
How long at current address? Occupation/Position:
EmployersName: How long with present employer: __
Mother’s Name:
Last First Middle
SSN: __ DateofBirth: ___~ Age: _________ Email:
Home Phone: ( ) Work Phone: ( ) Cell: ()
Address: City, State, Zip:
How long at current address? Occupation/Position:
Employer's Name: B How long with present employer:
Other Children: Name: Age: Name: Age:

SPOUSE INFORMATION - For Adult Patients, if applicable

Spouse’s Name:

Last ' First Middle
SSN: Date of Birth: Age: __ Email: - =
Home Phone: ( ) Work Phone: (_____ ) __ oo BelEE )
Employer's Name: How long with present employer:

Occupation/Position:

BROWNSBURG 18 Boulevard Motif B Brownsburg, IN 46112 B 317.852.5566 M Fax317.852.3527 PLAINFIELD 159 Don JonesRood B Ploinfield, IN 46168 B 317.839.6533
ZIONSVILLE 1455 West Ock Street, Suite A Bl Zionsville, IN 46077 M 317.873.5566 'WEST 10TH STREET 6443 West 10th Street, Suite 204 B Indianopolis, IN 46214 W 317.484.6388



DENTAL HISTORY

Dentist’'s Name:

Address:

Phone: ( ) Fax: ( )

Date of Last Dental Exam:
Please check yes or no if patient has any history of the following:

Yes No Yes No Yes No Yes No
(O [O FraceInjuries O O Mouth Breathing [0 [ Root Canal Therapy O O JawJoint Clicking
(O [O Teethinjuries 0 [O TthumbsFinger Sucking 0 O Ccrowneridges O O JawJoint Pain
O O crettLipPatate O O Tongue Thrusting O O aniticial Teeth {0 O JawJoint Locking
O O wmissingTeeth (O [ speech Therapy [0 [OJ otherTooth Removal O [O Cclenching/Grinding
(O O EextraTeeth O O Gumbisease O [0 wisdom Tooth Removal

Has any other family member had Orthodontic Treatment? ] No [ ves (O oon'tXnow

Apprehensive about Orthodontic Treatment? O wo O ves O vey

Full mouth X-rays or Panorex within last year? O e O Yes ) pontknow

OTHER INFORMATION

Reasons for Seeking Orthodontic Treatment:

What Questions Do You Most Want Answered?

How would you like to receive reminders? (O Email [J Text Message
(If text messaging is selecled, please list your provider

By completing the above information. | am authorizing Chapman Orthodontics to send e-mail and/or text
messages based on information provided.

INSURANCE INFORMATION

Orthodontic Insurance: [ ves O wno Please provide us with a copy of your card.
Insurance Company Name: Subscriber Name:
Insurance Company Name: Subscriber Name:

Other Insurance Information:

Woe understand, where appropriate, credit reports may be obtained.

Signature of Custodial Parent/Guardian/Patient Relationship to Patient Date

Signature of Custodial Parent/Guardian/Patient Relationship to Patient Date



