John C. Ive, D.D.S., M.S.D _ Practice Limited to Orthodontics

Diplomate American Board of Orthodontics : . 19214 Bothell Way N.E., Suite A
) Bothell, WA 98011-2292

(425) 483-2828

www.bothellorthodontics.com

Date Referred by

Patient Home Phone Y

Address Cell Phope

City State | Zip
Employer Work Phone

Date of Birth Age: Sex: O Male U Female Email Address

O Single O Married Spouse’s Name

Person to call in case of emergency : Phone No.
INSURANCE INFORMATION MEDICAL HISTORY

Do you or have you ever had?
Primary Dental Insurance Y N Heart disease / defect / murmur
Ins. Co. Ph. # Y N Rheumatic Fever
Group# / Employer Y N Diabetes
Name of Subscriber Y N Cancer or Tumor
Date of Birth Soc. Sec. # Y N High Blood Pressure

Y N Epilepsy / Convulsions
FSEecondary Dental Insurance Y N Tuberculosis or Lung Disease
Ins. Co. Ph. # Y N Asthma or Hay Fever / Allergies
Groupi# / Employer Y N Sinus Trouble
Name of Subscriber Y N - Hepatitis, Jaundice or Liver Trouble
Date of Birth Soc. Sec. # Y N Venereal Disease
MEDICAL INFORMATION Y N Immune Deficiency or HIV
Are you allergic to: Penicillin? Sulphur Drugs? Y N Surgery
Codeine? Latex? Other Y N Kidney Disease

Are you taking any medications? Y N Prolonged Bleeding
For what purpose? Y N Anemia
Are you under the care of a physician? Y N Y N Other
Date of last medical exam Notes
(Women) are you pregnant? Y N Physician City
Due Date " Dentist City

I, the undersigned certify that I have insurance coverage with the above named insurance company(s) and assign directly to Dr. John C. Ive
all insurance benefits for services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance.
I hereby authorize the doctor to release all information necessary to secure the payment of benefits. I authorize the use of this signature on
all insurance submissions.

Responsible party signature Relationship Date




Your answers to the following questions will be helpful in the
planning of orthodontic treatment and will be kept confidential.

Why are you seeking orthodontic treatment?

DENTAL HISTORY
Yes No
Do you require premedication for dental appOINUMENTIS? ......cocvvvrvceriieeerenrersrenrerresteiseiesresrerestesesssssssssssesssssessessessessassassassens
Do you have difficulty CheWing fOOA7 ..ottt reesereone st srsssas s st e e s s e sas st ssesesassresnene e
Have you ever been told you have periodontal or gum diSEaSE? .........ceveeeerrerirerinrrnrrrn it resee e st ses e s sess
Do you clench or grind your teeth at night or at Other HINES? .....cooiiiceeeerere et ses e e s se s e snesneeas
Do you have frequent headaches? ........... Letecet et e e bt ettt et et st e e e bt s e s s See et e R e sE st e st e et ser et aeseeReseene s e enesan b enaenaeans
Do you frequently have tired or SOT€ JaW MUSCLES?  ...cevviiiii e
Do you have difficulty opening your mOUth WIdE? .......cveeerieevecrinieiccnereiriercnee e seeseserats e e et sasss s sesesssrss st esesensnasas
Are you dissatisfied with the appearance of YOUr teeth? ..ottt ettt ssee e sesesa e e e senen
Have you experienced jaw joint problems (pain, clicking, pOPPIng, €1C.)7 ..ccvcrcrreriecrirrerierre et e et s sns e sse s aes
Is there anything else in your medical or dental history you feel we should be aware of? ........cocccovivreivvenninnnnrrceeene
Describe: »
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