Paul L. Ouellette, DDS.,M.S., ABO
Orthodontics For Children and Adults
Patient Registration Form
=
PATIENT PERSONAL INFORMATION: (To Whom We Provide Dental or Orthodontic Services)

Circle One Below

Last Name: First Name: Mr. Mrs. Ms. Dr.
Address: City: State: Zip:

Telephone: Home#: Work#: Cell#:

Date of Birth: Age: Male ~ Female Dentist:

Relation to Guarantor: SELF  SPOUSE  CHILD  OTHER

Email Address: Fax Telephone #: SSH#:
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GUARANTOR INFORMATION: (Person(s) Responsible for Payment for Services) — Patient is Guarantor

Leave Blank If Information Is Same As Above Circle One Below
Last Name: First Name: Mr. Mrs. Ms. Dr.
Address: City: State: Zip:
Telephone: Home#: Work#: Cell#:
Date of Birth: Age: Male ~ Female Dentist:
Relation to Patient: SELF  SPOUSE  CHILD  OTHER
Email Address: Fax Telephone #: SSH#:
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EMPLOYER INFORMATION: (Person(s) Responsible for Payment for Services)

Guarantor Employer: Spouse Employer:

Address: Address:

City: State: City: State:
Employer Telephone #: Employer Telephone #:

CONSENT FOR EXAMINATION &/OR TREATMENT: This is to certify that I, the undersigned, consent to the performing of dental, oral surgical, or orthodontic
procedures agreed to be necessary or advisable, including the use of local anesthetic as indicated and I will assume responsibility for fees associated with those
procedures. I also understand and agree that the responsibility for any treatment rendered me, my spouse, or my child is that of the Doctor who renders that treatment
and not that of ClearSmilesSATLANTA. I understand that payments to ClearSmilesATLANTA is for purposes of collections made by that dental center in behalf of the
Doctor(s) who treats me and I agree that it in no way makes ClearSmilesSATLANTA responsible for any treatment given to me. I agree that any such treatment will be a
matter between the treating Doctor and myself. I understand that no Doctor has jurisdiction or authority over any other Doctor and that each Doctor is responsible for
his or her own patients and the treatment he or she renders.

Patient,Parent,or Guardian's Signature: Date:




AFFORDABLEBRACES.COM
Dr. Paul Ouellette, D.D.S., ML.S. A.B.O.
Orthodontics for Children and Adults

PATIENT HISTORY
Name of Patient: Age Dateof Birth ~~ Office
MEDICAL HISTORY - Please answer each question. Circle Yes or No Physician: Tel#:
Yes No Are you in good health at the present time? If not, describe
Yes No Are you presently under the care of a physician for some illness or disease?
Yes No Have you been hospitalized or had a serious illness in the last 3 years? Describe
Yes No Do you have a bleeding tendency or slow healing of wounds?
Yes No Are you allergic to or had a reaction to any drugs or medications? Name the Drugs?
Yes No Have you ever had a reaction to a dental injection or anesthetic? Allergic to Latex? Yes No
Yes No (WOMEN ONLY) Are you pregnant? How many months? Due Date:
Yes No Are there any other medical or dental problems we should know about? Please list below.
Yes No Do you smoke or use tobacco products? If Yes, for how long?

Describe below or attach another page to tell us about any medical conditions not listed on this form.

Do you have or have you ever had any of the following? (Please check appropriate conditions) [ Other

) Rheumatic Fever [ Anemia 1 Epilepsy ) Kidney Problems
) High/Low Blood Pressure (] Diabetes ] Asthma / Hay Fever [J Lung Disease

) Nervous Condition [ Fainting Spells / Seizures (] Radiation Therapy [J Glaucoma

[ Heart Trouble [l Arthritis {1 Venereal Disease /HIV/AIDS  [1 Excessive Thirst
[ Liver Disease (] Stomach Ulcers [] Hepatitis / Jaundice [J Arthritis / Gout

DENTAL HISTORY - Please answer all questions. Circle Yes or No

Yes No Have you ever had a bad dental experience or are you nervous when visiting the dentist?
Yes No Do your gums ever bleed or feel sore?

Yes No Do any of your teeth feel loose?

Yes No Have you noticed your teeth shifting or have you noticed a change in your bite?
Yes No Have you ever had any periodontal treatments and/or surgery related to your gums?
Yes No Do you have frequent or chronic headaches? Pain in your jaw joints?

Yes No Do your jaws ever click or pop when chewing or opening? Describe

Yes No Have you ever had difficulty in opening or closing your jaw or has it ever locked?
Yes No Do you clench your teeth during the day or do you grind your teeth at night?

Yes No Do you ever have earaches, ringing in the ears, or feel dizzy?

Yes No Are any of your teeth sensitive to hot or cold foods or drinks?

Yes No Do you ever get food packed in between in your teeth?

Yes No Do you have difficulty flossing between any teeth?

Yes No Are you unable to eat any foods because of your teeth?

Yes No Do you have crooked teeth OR do you feel that your teeth stick out too far?

Yes No Do you have spaces between your teeth that you don’t like?

Yes No Are you happy with the color of your teeth?

Yes No Do you like the shape and size of your teeth?

Yes No Are you comfortable with the way your teeth fit together?

Yes No Do you have old fillings or dental work that doesn’t look good when you smile?
Yes No Are you current with your family dentist and/or other dental specialists (ie.Periodontist)
Your Dentist’s Name: Other Dental Specialist(s):

What would you like to change the most in the appearance of you teeth?

It is the patient’s responsibility to inform our office of any changes in their medical condition. Initials

Describe below or attach another page to tell us about any dental conditions not listed on this form. Thank you! Dr. O

Patient (or Guardian’s) Signature Date




Insurance Information
In accordance with state and federal laws, and to protect your privacy, please complete
the following insurance information in order for us to verify any orthodontic benefits
available to you. Please note that this information may not be readily available upon our
request, therefore it may be necessary for us to get back with you at a later time.

—
— I Do Not have dental insurance that covers orthodontic care

—
—' I believe that I have dental insurance that covers orthodontic care

Primary Dental Insurance Information: 7o be verified by our office staff
Name of Subscriber:

Subscriber's Date of Birth:

Social Security Number:

Name of Insurance Company:

Address of Insurance Company:

City: State: Zip:
Phone Number of Insurance Company: Effective Date:
Identification #: Group #: Plan Code:

Secondary Dental Insurance Information: 7o be verified by our office staff
Name of Subscriber:

Subscriber's Date of Birth:

Social Security Number:

Name of Insurance Company:

Address of Insurance Company:

City: State: Zip:
Phone Number of Insurance Company: Effective Date:
Identification #: Group #: Plan Code:

! Thavea flexible healthcare spending account. Please give us the
details related to your orthodontic coverage.

IF ORTHODONTIC INSURANCE covers all or part of the case fee; it may be paid directly to our practice or to the
policyholder as agreed by each party. The FINANCIALLY RESPONSIBLE PARTY (Guarantor) must pay whatever
part of the account balance not paid directly to the practice by the insurance company. If the insurance company fails
to pay benefits to our practice within 90 days the financially responsible party will be informed by our office. At that
time the unpaid insurance balance will be transferred to your ledger. We will adjust your monthly payment plan to
reflect unpaid benefits.

Patient (or Guardian’s)
Signature Date




