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Atlanta Orthodontic Specialists

WELCOME
To assist us in providing the most comprehensive care, please
provide the following personal information and health history.
Thank you

Name

First

Sex

Middle

Age

Date of birth

Last
Month

Day

Year

Home address

Home phone
Mobile phone

Employed by

Work phone

e-mail

SPOUSE/PARTNER

Dentist

Name

Physician

Employed by

Whom can we thank for referring you?

Work phone
Mobile phone
e-mail

What are your chief concerns regarding your orthodontic condition? (overbite, crowding, function, esthetics, etc.)

Please describe your reasons for considering orthodontic treatment:
_____

Improved long term dental health

______ Improved smile esthetics
______ Improved function
______

Other

Please complete other side

MEDICAL HISTORY
o ou h ve

histor of n of the follo in

Are you?

Yes or no?

Check when yes

_______ HIV

_____ In good health

______ Asthma

_____ Under a physician’s care?
If yes, for what condition?

______ Diabetes
______ Blood disorder
______ Epilepsy
______ Hepatitis

ave you ever taken any of these osteoporosis

_____

______ Heart problems, pacemaker

medications?

______ Glaucoma

(Actonel, Actonel+Ca, Aredia, Boniva,Didronel, Fosamax,

______ Rheumatic fever

Fosamax+D, Reclast, Skelid, or Zometa)

Please note any other factors the doctor should know about
your health:

______ Frequent headaches
______ onsil or adenoid removal
_____ Allergies (if yes, please list)

DENTAL HISTORY
______ leeding gums
____ Had permanent teeth removed
_____ Injury to face or teeth

Recent dental check-up?
______
Date:

Date:

______ Previous periodontal evaluation?

_____

Night time teeth grinding

Date:

_____

Clicking or pain in jaws

By whom?

______

______Previous orthodontic treatment?

By whom?
______Previous orthodontic evaluation?
Date:

Chronic facial pain

By whom?

Please note any other factors the doctor should know about your dental health.

AUTHORIZATION
Payment is appreciated at the time services are provided.
We will be happy to assist with the preparation of insurance
claim forms for your reimbursement.
In the future, please advise the doctor of any changes in your
medical or dental health while under care in this office.

I have read Atlanta Orthodontic Specialists’ Notice of Privacy Practices.

Signature

Date

Atlanta Orthodontic Specialists, PC
5555 Peachtree-Dunwoody Rd.
Sutie 301
Atlanta, GA 30342
Atlanta Orthodontic Specialists

We at Atlanta Orthodontic Specialists understand that medical information about you and your health is
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Privacy officer: Elizabeth Andrel
Atlanta Orthodontic Specialists
5555 Peachtree-Dunwoody Rd.
Suite 301
Atlanta, GA 30342
Telephone: 404-255-5454
Fax: 404-255-2768
E-mail: landrel@atlantaortho.com
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SUPPLEMENTAL INFORMED CONSENT
Orthodontic Treatment in the Era of COVID-19
Thank you for your continued trust in our practice. As with the transmission of
any communicable disease like a cold or the flu, you may be exposed to
COVID-19, also known as “Coronavirus,” at any time or in any place. Be
assured that we have always followed state and federal regulations and
recommended universal personal protection and disinfection protocols to limit
transmission of all diseases in our office and continue to do so.
Despite our careful attention to sterilization, disinfection, and use of personal
barriers, there is still a chance that you could be exposed to an illness in our
office, just as you might be at your gym, grocery store, or favorite restaurant.
“Social Distancing” nationwide has reduced the transmission of the
Coronavirus. Although we have taken measures to provide social distancing
in our practice, due to the nature of the procedures we provide, it is not
possible to maintain social distancing between the patient, orthodontist,
orthodontic staff and sometimes other patients at all times.
Although exposure is unlikely, do you accept the risk and consent to
treatment?
Patient’s name: _____________________________
Yes

No

___________________________ _____________
Patient/Parent’s Signature
Date

