
                              H E A L T H  H I S T O R Y  F O R M  
Patient Name (Last) ________________________ 

             (First) ________________________ 

          (M. I.)  ___ □ M □ F    Date of Birth ___________Age_____ 
  

    How did you hear about FASTBRACES?  ____________________________ 

 
 

  

 Home Address_______________________________________________ City________________________ State  ____ Zip-code__________   

Home Telephone_________________________   Cell Phone_________________________ Work Phone______________________________ 

Emergency Contact___________________________ Relationship _____________________   Telephone _____________________________ 

If Applicable: Who’s accompanying the child today?__________________________ Circle if you do not have legal custody of this child:  N 

Person responsible for account _____________________________________________   Relationship _______________________________    

Billing Address _________________________________________City___________________________ State _____ Zip code ____________  

Home Telephone__________________ Cell Phone___________________ Work Phone__________________ Email_____________________ 

Occupation _____________________Employer __________________________________ Who else has examined you?  _________________ 

What are the main concerns that the patient would like orthodontics to accomplish?  _______________________________________________ 

Who is your general dentist?  _______________________________ Telephone number:  _______________________ Last Visit___________ 
        

PATIENT MEDICAL AND DENTAL HISTORY • CIRCLE ALL THAT APPLIES 
 

Women: Pregnant, Nursing. Are You Allergic to: Any Metal, Plastics, Other:  ____________________________ 
Have You Ever Had: Jaw Pain, Jaw Lock (Couldn’t Open Or Close), Jaw Popping Or Clicking, Injury To The Face Or Head, 
Ear Pain, Severe Headaches, Blood Disorder, Diabetes, Hepatitis A or B or C, HIV or AIDS or ARC, High Or Low Blood 
Pressure, Kidney Problems, Liver Disease, Organ Transplants, Artificial Joints Or Bones, Hemophilia, Heart Murmur, Heart 
Surgery, Heart Attack Or Stroke, Pacemaker, Epilepsy, Tuberculosis, Congenital Defect, Radiation Therapy, Paralysis, 
Transfusion, Cancer, Chemotherapy, Psychiatric Problems Or Depression, Brain Disorder, Other:_______________ Do You 
Need To Be Pre-medicated?  Yes / No   Your Health Is: Good / Poor  Do You Take Any Prescription Drugs?  Yes / No.  Which 
Ones?  ________________   
 

Are You Allergic To: Aspirin, Dental Anesthetics, Penicillin, Erythromycin, Tetracycline, Codeine.  Do You Grind Your Teeth?  
Yes / No  Do You Have Any Speech Problems?  Yes / No   Have You Ever Had: Anemia, Arthritis, Asthma, Difficulty Breathing, 
Emphysema, Fainting, Fever Blisters, Recurrent Infections, Rheumatism, Shingles, Sinus Problems, Ulcers, Venereal Disease, Weight 
Change?  Have you had braces before? Yes / No   Are you in braces now?  Yes / No 
 
 

By signing here, I confirm that the information that I have given today is correct to the best of my knowledge and  I have 
read and understood the Notice of Privacy on the back of this document.  Our offices offer orthodontic services only.  
Please, don’t forget your regular dental check-ups with your family dentist.  

 

   ____________________________________________             ___________________________________ 

       Signature (patient/guardian)           Date                 Please print your name 
 

 
  DOCTOR: ______________     P: _________      ATTN: ____________      CLASS:   I         TYPE: OE1 / OE2______________  
 
  OFFICE:  ______________      BP: ________      SKEL: ___AOB / DB__     CLASS:   II        DENT: PERM / MIXED__________ 
 
  

A.   MISC: XBT • SINGL•  POST    SHROO     RETAI ________      MISS ________      GUM •  WNCROWNLENGTH  •   WNGRAFT 

B.      TODAY:              BD01                   BD02                   BD03                  PERIO-REF                  TMJ-REF                  MD-REF 

C.      NXT:          PERIO-CK            TMJ-CK            MD-CK            PREMED-CK            BD2            BD71            BD72 
 

 
Mailing Address: 2301 Coit Rd., Suite A  Plano, TX 75075 • Tel: (888) TOP-WIRE (867-9473) • Fax: (972) 985-8481 • www.fastbraces.com 

 
 
 



 
 

FASTBRACES 
NOTICE OF PRIVACY PRACTICES 

 
 
This notice describes how medical information about you may be used and disclosed and 
how you can get access to this information.  Please review it carefully. 
 
Protecting your privacy 
 

Protecting your privacy and your medical information at our office, over the phone, 
fax or the internet is at the core of our business.  We recognize our obligation to keep your 
information secure and confidential whether on paper or the internet.  It is one of our 
highest priorities.  Our employees access information about you only when necessary to 
provide treatment, verify eligibility, obtain authorization and otherwise meet your needs.  
We may also access information about you when considering a request from you or when 
exercising our rights under the law or any agreement with you.  We safeguard information 
during all business practices according to established security standards and procedures, 
and we continually assess new technology for protecting information.  Our employees are 
trained to understand and comply with these information principles. 
 

Keeping your health information accurate and up-to-date is very important.  If you 
believe the health information we have about you is incomplete, inaccurate or not current, 
please call or write us at the telephone numbers or addresses listed below.  We take 
appropriate action to correct any erroneous information as quickly as possible through a 
standard set of practices and procedures.  We limit who receives information and what 
type of information is shared. 

 
• We share information within our company to deliver you the health care services 

and the related information and education programs specified in your plan. 
• To help us offer you our services, we may share information with companies that 

work for us, such as claim processing and mailing companies and companies that 
deliver health education and information directly to you.  These companies act on 
our behalf and are obligated contractually to keep the information that we 
provide them confidential. 

• Patient-specific personally identifiable data is released only when required to 
provide a service for you and only to those with a need to know, or with your 
consent.  Data is released with the condition that the person receiving the data 
will not release it further, unless you give permission. 

 
If we receive a subpoena or similar legal process demanding release of any 

information about you, we will attempt to notify you (unless we prohibited from doing so).  
Except as required by law or as described above, we do not share information with other 
parties, including government agencies.  The practice does not share any customer 
information with third-party marketers who offer their products and services to our 
patients.   

 
 

Thank you. 
 


