Amy B. Farnsworth, D.M.D, P.S.C

ORTHODONIST

Brace Yourself for a Fabulous Smile!

Welcome ~ Thank you for selecting us

To help us meet all your healthcare needs, please fill out this form completely in ink. If you have any questions please
ask us and we will be happy to help.

Adult New Patient Registration

Date:

Patient's Name

Prefers to be called

2700 Bardstown Road
Louisville, KY 40205
(502) 452-2116

www.farnsworthortho.com

Address City St Zip
Home Phone Cell Phone Work Phone

Employed by Occupation

Social Security # Birthdate Age Sex [OMale OFemale
Spouse’'s Name Cell or Work Phone

Employed by Occupation

Who may we contact in case of emergency? Phone

Dentist Physician

Who may we thank for recommending you to our office?

What are your orthodontic concerns?

Person responsible for account Social Security #

(If other than you) Cell or Work phone Home Phone

Address City St Zip

Do you have orthodontic insurance coverage? OYes [ONo Insured’s Name

Birthdate

Social Security #

Name of employer

Name of Ins. Co.

Ins. Co. Phone #

Providing us your e-mail allows you to view your account and appointment information

and recieve e-mail reminders about upcoming appointments and office announcements.

Do you have dual coverage? OYes [No

A simple registration e-mail will be sent to you to activate this service.

E-mail address:




HEALTH HISTORY

CIRCLE
1. Are you having jaw pain OF dISCOMION At IS UMB?..............owewvcuuserssisssiissinsssratsssssssssssassssssnssssesssssssssssssssiensassssissnnias Yed |No[]
2. Do you feel very nervous about havINg Ortho trERIMENE?. .............cw.wuussewriseessssesssssmrssssenssaresssesssssssesssssssasmsssssssnsonsses Yed_INo[]
3. Have you been a patient in the hospital during the Past tWO YBAIST ...........ccccmemimiimmssimmisameissiminissumnsassiesisis Yed |No
4. Have you been under the care of a medical doctor during the past tWo YBArsS? ........ccceiiiiirriminnniiaiii Yas{:]NoB
Physician's Name
Address Phone
5. Have you taken any medicine or drugs during the past tWo YEaIrST..........ciuiorariminsiossisinmsssssasiasan s snensases Yes[ No[]
If yes, please list:
8 Are you now taking any medication, Arugs OF PHIS? ............o...sermiieserisssnmmiiesssssssissmmsimmmsssiasiesssmsssensssssssssasmsssne Yes[_No[]
If yes, please list:
7. Are you aware of being allergic to or have you ever reacted adversely to any medication or substance?.................. Yes[_No[]

8. Indicate which of the following you have had or have at present. Circle "Yes" or “No” to each item.

Heart Trouble.............cocneee. YOS[|NO[[TUDICUIOSIS ...ooiicivciiionnnines Yes[JNo[ JHepatitis B...............oos Yes[_INo[_]
Angina Pectoris ............ceeeeen.. YesD NoDAsthma .............................. Yes|:| NoDL.iver EISeass. Lo Yes[jNoD
High/Low BI0od Pressure...... Yes[ JNO[ JHaY FeVer........................ Yes[|No[T]Yellow Jaundice................... Yes[_|No[ ]
Heart MUMU «..........coverneneeer. YOS inus Trouble......................... Yes|—|Nof—{Blood Transfusion.................. Yes[_JNo[]
Rheumatic Fever .................. Yes[ |No[_ JAllergies or Hives.................. Yes[JNo[—JDrug Adiction.................... Yes[_INo[ ]
Congenital Heart Lesions...... YesDNo[PIabetes .............................. Yes[ N emophilia...............cooo........ Yes_INo[_]
Scarlet Fever ........................ Yes[_|No[_[Thyroid Disease..................... Yes[|No[[Venereal Disease
Artificial Heart Valve ............ Yes[ No[_JChemotherapy (Syphilis, Gonorrhea)........ Yes[_]No[_]
Heart Pacemaker................... Yes[_|No[ ] (Cancer, Leukemia) .......... Yes[_JNo[]Cold SOres...........cc.ccuuweeennes YES[JNO[]
Heart SUrgery ...........ce.wrree. YOS |NO[JARNALS  ocooininiiiniiiniiiinnnnss Yes[_JNo[JEpilepsy or Seizures.............. Yes[ |No[_|]
Artificial Joints (Hip, Knee) .... Yes[_|No[ JRheumatism .............cccccoeveee. Yes[_|No[_JFainting or Dizzy Spels......... Yes[_|No[_]
ANBITIR. .. ecnsrertspirerineshismms Yes jNogorﬁsone Medicine........c......s Yes[ |No[_|Psychiatric Treatment............ Yes[_JNo[]
SHOKE  svvevrveerrrerrsesreennenns YeS_INO[_IGIBUCOMA ....cveveviiacenrinnnine. Yes[ |No[ _Sickle Cell Disease................ Yes[_|No[ ]
Kidney Trouble..............cco.ce... Yes[_JNo[_Pain in Jaw Joints.................. Yes[ JNo[_JBruise Easily........................ Yes[_INo[_]
DICBIB .oscsisssiisssimosnsniens YOBLJNO[ LRSS FHINA cx.....covivsecnsinssi Yes[ |No[ ]
Cosmetic Surgery.................. Yes ﬂNo olds Removed............... Yes[jNo%
Endocrine Disorders.............. YesL_INo[_Tonsils Removed................... Yes[_]No
EMPhYSEMA...........ccrorninnrneee. Yes|_INo[_Hepatitis A (infectious)........... Yes[_JNo[]
9.  When you walk up stairs or take a walk, do you ever have to stop because of pain in your chest,
or shortness of breath, or because you are very tired?................cccowveereenns T e A M T e Yes_JNo[]
10, Are you pregnant of think YOU MAy D8 PrEGNANEY ..........cc.cwwcweesiiiermririisinisnssss st o sssssssssdsssssssssssssssssssssassssoss Yes_INo[]
11. Do you do any of the following (please circle): heavy snoring, mouth breathing, thumb sucking, tongue thrusting? .. Yes_No[]
55, i O DR SRR BT e 2 et o B e e Sttt ey s sttt sy YORINDLT)
13. Do you have any disease, CONGIION OF PrOBIEM NOLHSEA?..................ccuwrswrsssscsmssmesssssnnssssissmssnsesseensneses YSS_INOL]
14. Do you require premedication prior to dental cleanings? ... = e vsned Yes| No[ ]
If yes please expiain:

NOTICE OF PRIVACY PRACTICES:

l, have received a copy of this office’s notice of Privacy Practices.

CONSENT:

The undersigned hereby authorizes Doctor to take X-rays, study models, photographs or any other diagnostic aids deemed appropriate
by Doctor to make a thorough diagnosis of the patient's dental needs. | also authorize Doctor to perform any and all forms of
treatment, medication and therapy, that may be indicated in connection with (Name of Patient)
and further authorize and consent that Doctor choose and employ such assistance as deemed fit. | understand that where appropriate,
bureau reports may be obtained. | understand the above information and guarantee this form was completed correctly to the best
of my knowledge and understand it is my responsibility to inform this office of any changes to the information | have provided.

Patient: Date Doctor Signature Date




