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Medical History Form
Child’s Full Name: __________________________________________________Nickname:​​​______________

Address: _____________________________________________________ Cell Phone: 
  ________________

City: _________________________________ State: ________ Zip Code: _____________________________

Age: ______________________ Date of Birth: 




 Gender:________________                                                                     

School Attending: ____________________________________

Name other Children in the family and their ages: _________________________________________________



How did you hear about our office? ____________________________________________________________

Family Dentist: ______________________________City____________________________ State__________

Date of your last cleaning: _________________Frequency of cleanings:  
3months
6months
Have you had an unfavorable experience in a dental office? _________________________________

 If so, describe: ______________________________________________________________________ Have you ever received orthodontic treatment? _____ If so, by whom? ____________________________

Reason for wanting an orthodontic consultation________________________________________________________________


Who is financially responsible for this account? Last name________________ First Name_________________

Social Security Number: (Required)                                        Date of Birth:_____    ______________________

Address (if different than patient)_______________________________________________________________

Home Phone: __________________________________ Cell Phone___________________________________

Name of person with whom patient resides if other than parent(s):____________________________________

Relationship: ______________________________________

If you would like to access your appointment and/or account information via our website, please provide your email address: ______________________________________________________________________________



Orthodontic Insurance Information
Insured’s Name: _________________________ Insured’s Soc. Sec #: (Required)                           __________

Insured’s Date of Birth: ___________________ Insurance Co. Name: _________________________________

ID #: __________________________________ Ins. Co. Phone #: ____________________________________

Insurance Co. Address: ______________________________________________________________________

Group #:__________________Employer’s Name:_________________________________________________

Do you have dual coverage?     Yes     No         If yes:

Insured’s Name: _________________________ Insured’s Soc. Sec #: (Required)________________________

Insured’s Date of Birth: ___________________ Insurance Co. Name: _________________________________

ID #: __________________________________ Ins. Co. Phone #: ____________________________________

Insurance Co. Address: ______________________________________________________________________

Group #:__________________Employer’s Name:_________________________________________________

Venice Office:

             Sarasota-Bradenton Office:
                   
North Port Office:

                           1776 Tamiami Trail S.   

8208 Tourist Center Drive
      
     3045 Bobcat Village Center Rd


941-408-8542                                               941-366-1612

            

    941-257-2000
HEALTH HISTORY








 
Yes

No

Are you in good health?


          

             _____
            _____

For the following questions, please circle yes (Y) or no (N). These answers are for our office’s records only and are confidential. A thorough medical history is necessary for a proper orthodontic evaluation and treatment planning.

Y  N
Learning disabilities or need extra help with instructions? 


Y  N
ADD or ADHD

Y  N
Birth defects or hereditary problems? 




Y  N
Are you adopted?

Y  N
Tuberculosis, polio, mononucleosis, or pneumonia?



Y  N
Diabetes?

Y  N 
Hepatitis, jaundice, or liver problem?




Y  N
Rheumatoid or arthritic conditions?

Y  N
Seizures, epilepsy, fainting spells, or neurological problems? 


Y  N
Endocrine or thyroid problems?

Y  N
Mental health disturbance or depression? 




Y  N
Cancer, tumor, radiation treatment?

Y  N
Vision, hearing, taste, or speech difficulties? 



Y  N
Acid Reflux

Y  N
History of eating disorder, anorexia or bulimia? 



Y  N
HIV or AIDS? 



Y  N
Excessive bleeding or bruising tendency, anemia, or bleeding disorder? 

Y  N
Problems of the immune system?

Y  N
Cardiovascular problems such as shortness of breath, angina, heart attack? 
Y  N
High or low blood pressure?

Y  N
Heart murmur, rheumatic fever, inborn heart defects, artificial heart valves? 
Y  N 
Allergies or asthma?

Y  N
Ear, nose, throat, tonsil or adenoid conditions?


 
Y  N
Osteoporosis?

Allergies or reactions to any of the following:

Y  N
Aspirin or Ibuprofen?

Y  N
Penicillin or other antibiotics?  If so, list:_______________________________________________________________
Y  N
Acrylic

Y  N
Metals (jewelry, clothing snaps, nickel)?

Y  N
Latex (gloves)?

Y  N
Local anesthetics (Lidocaine)

Y  N
Other substances: _______________________________________________

Please list any medications, nutrient supplements, or non- prescription medicine that you are currently taking:________________________________________________________________________________________________

Y  N
Please list any operations or hospitalizations:___________________________________________________________

Y  N
Being treated by another health care professional? For____________________________________________________

For Women Only:

Y  N
 Are you pregnant?
Y  N
 Are you planning on getting pregnant?

Dental History:

Y  N
Congenitally missing teeth or any permanent teeth removed? 

Y  N
Extra or supernumerary teeth?

Y  N
Teeth sensitive to hot or cold; teeth throb or ache? 


Y  N
Trauma or injury to permanent teeth?

Y  N
Any grinding, clenching, clicking or locking?


Y  N
Periodontal or gum problems?

Y  N
Thumb or finger sucking habit? Until what age?______ 

Y  N
Tongue thrusting?

Y  N
Ever been treated for TMD or TMJ problems?


Y  N
History of speech problems?

Y  N
Any pain in jaw or face, ringing in the ears, or severe headaches? 
Y  N
Mouth breathing habit?

Y  N
Any relative with similar tooth or jaw treatment? 


Y  N
Frequent canker sores or cold sores?

Y  N
Ever been or currently being treated for periodontal disease?

Y  N
Jaw fractures, cysts, or mouth infections?



I have read and understand the above questions. I will not hold Carroll & Sutton Orthodontics, LLC responsible for any errors or omissions that I have made in the completion of this form. If there are any changes later to this history record or medical/dental status, I will inform the practice.

_______         ______________________________             ______________________________________

  Date

             Parent’s Name


                     Parent’s Signature
CARROLL & SUTTON ORTHODONTICS

NOTICE OF PRIVACY PRACTICE

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

. 

State and Federal laws require us to maintain the privacy of your health information and to inform you about our privacy practices by providing you with this notice. We must follow the privacy practices as described below. This Notice will take effect on April 14, 2003 and will remain in effect until it is amended or replaced by us. 
It is our right to change our privacy practices provided law permits the changes. Before we make a significant change, this Notice will be amended to reflect the changes and we will make the new Notice available upon request. We reserve the right to make any changes in our privacy practices and the new terms of our Notice effective for all health information maintained, created and/or received by us before the date changes were made. 

You may request a copy of our Privacy Notice at any time by contacting our Privacy Officer, Carroll & Sutton Orthodontics. Information on contacting us can be found at the end of this Notice. 

TYPICAL USES AND DISCLOSURES OF HEALTH INFORMATION 

We will keep your health information confidential, using it only for the following purposes: 

Treatment: We may use your health information to provide you with our professional services. We have established “minimum necessary or need to know” standards that limit various staff members’ access to your health information according to their primary job functions. Everyone on our staff is required to sign a confidentiality statement. 

Disclosure: We may disclose and/or share your healthcare information with other health care professionals who provide treatment and /or services to you. These professionals will have a privacy and confidentiality policy like this one. Health information about you may also be disclosed to your family, friends and/or other persons you choose to involve in your care, only if you agree and that we may do so. 

Payment: We may use and disclose your health information to seek payment for services we provide to you. This disclosure involves our business office staff and may include insurance organizations or other businesses that may become involved in the process of mailing statements and/or collecting unpaid balances. 

Emergencies: We may use and disclose your health information to notify, or assist in the notification of a family member or anyone responsible for your care, in case of any emergency involving your care, your location, your general condition or death. If at all possible we will provide you with an opportunity to object to this use or disclosure. Under emergency conditions or if you are incapacitated we will use our professional judgment to disclose only that information directly relevant to your care. We will also use our professional judgment to make reasonable inferences of your best interest by allowing someone to pick up filled prescriptions, x-rays or other similar forms of health information and/or supplies unless you have advised us otherwise. 

Healthcare Operations: We will use and disclose your health information to keep our practice operable. Examples of personnel who may have access to this information include, but are not limited to, our medical records staff, outside health or management reviewers and individuals performing similar activities. 

Required by Law: We will use and disclose your health information when we are required to do so by law. (Court or administrative orders, subpoena, discovery request or other lawful process.) We will use and disclose your information when requested by national security, intelligence and other State and Federal officials and/or if you are an inmate or otherwise under the custody of law enforcement. 

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. This information will be disclosed only to the extent necessary to prevent a serious threat to your health or safety or that of others. 

Public Health Responsibilities: We will disclose your health care information to report problems with products, reactions to medications, product recalls, disease/infection exposure and to prevent and control disease, injury and/or disability.

Marketing Health-Related Services: We will not use your health information for marketing purposes unless we have your written authorization to do so. 

National Security: The health information of Armed Forces personnel may be disclosed to military authorities under certain circumstances. If the information is required for lawful intelligence, counterintelligence or other national security activities, we may disclose it to authorized federal officials. 

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders, including, but not limited to, voicemail messages, postcards or letters. 

YOUR PRIVACY RIGHTS AS OUR PATIENT 

Access: Upon written request, you have the right to inspect and get copies of your health information (and that of an individual for whom you are a legal guardian.) There will be some limited exceptions. If you wish to examine your health information, you will need to complete and submit an appropriate request form. Contact our Privacy Officer for a copy of the Request Form. You may also request access by sending us a letter to the address at the end of this Notice. Once approved, an appointment can be made to review your records. Copies, if requested, will be $2.50 for each page and the staff time charged will be $15.00 per hour including the time required to locate and copy your health information. If you want the copies mailed to you, postage will also be charged. If you prefer a summary or an explanation of your health information, we will provide it for a fee. Please contact our Privacy Officer for a fee and/or for an explanation of our fee structure. 

Amendment: You have the right to amend your healthcare information, if you feel it is inaccurate or incomplete. Your request must be in writing and must include an explanation of why the information should be amended. Under certain circumstances, your request may be denied. 

Non-routine Disclosures: You have the right to receive a list of non-routine disclosures we have made of your health care information. (When we make a routine disclosure of your information to a professional for treatment and/or payment purposes, we do not keep a record of routine disclosures: therefore these are not available.) You have the right to a list of instances in which we, or our business associates, disclosed information for reasons other than treatment, payment or healthcare operations. You can request non-routine disclosures going back 6 years starting on April 14, 2003. Information prior to that date would not have to be released. (Example: If you request information on May 15, 2004, the disclosure period would start on April 14, 2003 up to May 15, 2004. Disclosures prior to April 14, 2003 do not have to be made available.) 

Restrictions: You have the right to request that we place additional restrictions on our use or disclosure of your health information. We do not have to agree to these additional restrictions, but if we do, we will abide by our agreement. (Except in emergencies.) Please contact our Privacy Officer if you want to further restrict access to your health care information. This request must be submitted in writing. 

QUESTIONS AND COMPLAINTS 
You have the right to file a complaint with us if you feel we have not compiled with our Privacy Policies. Your complaint should be directed to our Privacy Officer. If you feel we may have violated your privacy rights, or if you disagree with a decision we make regarding your access to your health information, you can complain to us. In writing, request a Complaint Form from our Privacy Officer. We support your right to the privacy of your information and will not retaliate in any way if you choose to file a complaint with us or with the U.S. Department of Health and Human Services. 

Contact Officer:   CARROLL & SUTTON ORTHODONTICS__ 

Address:  3045 Bobcat Village Center Rd, North Port, FL 34288      Telephone:  941-257-2000_   Fax: _941-257-2099      
Address:  1776 Tamiami Trail S., Venice, FL 34293

Telephone:  941-408-8542     Fax:  941-257-2099     
Address:   8208 Tourist Center Rd., Bradenton, FL 34231

Telephone:  941-366-1612     Fax:   941-257-2099
ACKNOWLEDGEMENT OF RECEIPT OF 

NOTICE OF PRIVACY PRACTICES 

Notice to Patient: 

We are required to provide you with a copy of our Notice of Privacy Practices, which states how we may use and/or disclose your health information. Please sign this form to acknowledge receipt of the Notice. You may refuse to sign this acknowledgement, if you wish. 

I acknowledge that I have received a copy of this office’s Notice of Privacy Practices. 

Patient’s Name ______________________________________________

Responsible Party’s Name_________________________________________

Signature_______________________________________________________

Date _______________________

I allow any records and/or information to be disclosed or released to: 

(  )
Another dental professional 

(  )
Another medical professional 

(  )
Other (family, friends, guardian, step-parents, grandparent, babysitters…) 

Please list:


