JOSEPH P. GIORDANO, D.M.D.   -   JOHN B. C. LEM, D.M.D.

SPECIALISTS IN ORTHODONTICS FOR CHILDREN & ADULTS

We would like to welcome you to our practice. Please take a few minutes to fill out this form and

return it to our office prior to your first visit. We look forward to working with you.


Today’s Date:_________________   

Name:__________________________________________________________________


           Last                                                   First                                 Initial               Mr.  Mrs.  Ms.   Dr.

I prefer to be called: _______________________________       FORMCHECKBOX 
 Male        FORMCHECKBOX 
  Female

Birthdate:_____/_____/_____      Age:___________    SS#:______​​_________________

           FORMCHECKBOX 
 Single       FORMCHECKBOX 
 Married       FORMCHECKBOX 
 Divorced       FORMCHECKBOX 
 Widowed       FORMCHECKBOX 
 Separated 

Home address:___________________________________________________________

          Apt/Condo #

City:______________________________________  State:_______  Zip:_____________

Home #:______________________________ Cell #:_____________________________

E-mail:_________________________________________________________________

Work #: _____________________Ext.: ________  Occupation: ____________________ 

Employed by: ___________________________________________________________

Business address: ________________________________________________________

Business e-mail: _________________________________________________________

General dentist:__________________________________________________________

Last visit date: ___________________________________________________________

Notify in case of emergency ________________________________________________

Home #: _______________________________Cell #: ___________________________

Work #: _________________________E-mail: _________________________________

Whom may we thank for referring you? ________________________________________


His/Her name: ___________________________________________________________

Employed by: ___________________________________________________________

Work #: ____________________  Ext.: ________  SS#: __________________________

Cell #: __________________________________   Birthdate: ______________________


Where & when are best times to reach you? ___________________________________

 FORMCHECKBOX 
 E-mail         FORMCHECKBOX 
 Home #        FORMCHECKBOX 
 Work #        FORMCHECKBOX 
 Cell #

Name: _________________________________________Relation: _________________

Billing address: __________________________________________________________

City: _______________________________________State: _______ Zip: ____________

Work #: ________________ Ext.: __________  Home # : _________________________

Cell #: ________________________________ SS#: _____________________________
Employer: ________________________________________ # yrs. employed _________

E-mail: _________________________________________________________________


Orthodontic Coverage:     FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

Insurance Co. name: ______________________________________________________

Insurance Co. address: ____________________________________________________

Insurance Co. phone #: ____________________________________________________

Group # (plan, local or policy #): _____________________________________________

Subscriber’s name: _________________________________ Relation: ______________

Subscriber’s birthdate: _____/_____/_____   SS#: ______________________________

Subscriber’s employer: ____________________________________________________

Name of other dependents under this plan: ____________________________________


Orthodontic Coverage:     FORMCHECKBOX 
 Yes        FORMCHECKBOX 
No

Insurance Co. name: ______________________________________________________

Insurance Co. address: ____________________________________________________

Insurance Co. phone #: ____________________________________________________

Group # (plan, local or policy #): _____________________________________________

Subscriber’s name: _________________________________ Relation: ______________

Subscriber’s birthdate: _____/_____/_____   SS#: _______________________________

Subscriber’s employer: ____________________________________________________

Name of other dependents under this plan: ____________________________________
                            FORM CONTINUES ON BACK
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Members American Association of Orthodontists
Drs. Giordano & Lem, P.C.

100 Amesbury Street - Suite 110    Lawrence, MA 01840    Tel  978.686.3838    Fax  978.686.8075    info@123braces.com    www.123braces.com

Why are you interested in orthodontic treatment? _________________________________________________________________________________

_________________________________________________________________________________________________________________________

General Dentist _________________________________________________________________Date of last dental care ________________________

Have you ever been evaluated or had orthodontic treatment before?        FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

Have you ever experienced an injury to the face, mouth, teeth or chin?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

Current or past habits/problems affecting the mouth or teeth?      FORMCHECKBOX 
 Thumb/finger sucking       FORMCHECKBOX 
 Nail biting        FORMCHECKBOX 
Clenching/grinding teeth  

      FORMCHECKBOX 
 Lip sucking/biting        FORMCHECKBOX 
Mouth breather         FORMCHECKBOX 
Tongue thrust        FORMCHECKBOX 
Jaw Joint pain/discomfort        Other_________________________________

Do you have any speech problems?     FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Have you ever experienced an adverse reaction during or in conjunction with a medical or dental procedure?     FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Other information about your dental health or previous treatment______________________________________________________________________

Has your physician recommended pre-medication with antibiotics before dental treatment?     FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Physician’s Name: ____________________________________________  Phone #: ____________________________Date of last visit: ___________

Have you had any serious illnesses or operations?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No           If yes, describe __________________________________________________

Are you currently under physician care?                    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No           If yes, describe __________________________________________________

Have you ever had a blood transfusion?                    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No           If yes, give approximate dates ______________________________________

Women:    Are you pregnant?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
  Nursing?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    
   Taking birth control pills?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Have you had any of the following?

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    AIDS/HIV Positive

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Anaphylaxis

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Anemia

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Arthritis,Rheumatism

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Artificial heart valves

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Artificial joints

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Asthma

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Atopic (allergy prone)

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Back problems

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Blood disease

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Cancer

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Chemical Dependency

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Circulatory problems

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Cortisone treatments

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Cough, persistent

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Cough up blood

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Diabetes

 FORMCHECKBOX 
Y    FORMCHECKBOX 
 N    Epilepsy

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Fainting

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Food allergies

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Glaucoma

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Headaches

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Heart murmur

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Heart problems

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Hearing impairment

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Hemophilia/Abnormal

                     bleeding

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Herpes

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Hepatitis

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    High blood pressure

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Jaw pain

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Kidney disease or 

                     malfunction

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Liver disease

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Material allergies

                     (latex, wool, metal,

                     chemicals)

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Mitral valve prolapse

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Nervous problems

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Pacemaker/Heart 

                     surgery

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Psychiatric care

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Rapid weight gain or   

                     loss

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Respiratory disease

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Rheumatic/ Scarlet

                     fever

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Shingles

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N    Shortness of

                     breath

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N     Sinus problems

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N     Skin rash

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N     Spina Bifida

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N     Stroke

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N     Surgical implant

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N     Swelling of feet or

                      ankles

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N     Thyroid disease or


      malfunction

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N     Tobacco habit

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N     Tonsillitis

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N     Tuberculosis

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N     Ulcer/Colitis

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N     Venereal disease

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N     Other___________

Please describe any Yes answers and discuss any additional medical conditions that you have had: _________________________________________

_________________________________________________________________________________________________________________________

Please list any medications you are currently taking: _______________________________________________________________________________

Please list all drugs that you are allergic to: ______________________________________________________________________________________

AUTHORIZATION

I understand that the information that I have given on this questionnaire is accurate to the best of my knowledge. I understand that this information will be held in the strictest confidence and used by the orthodontist to help determine appropriate and healthful orthodontic treatment. It is my responsibility to inform this office of any change in my medical status.

I authorize the insurance company indicated on this form to pay to the orthodontist all insurance benefits otherwise payable to me for services rendered. 

I authorize the use of this signature on all insurance submissions.

I authorize the orthodontist to release all information necessary to secure the payment of benefits. I understand that I am financially responsible for all charges whether or not paid by insurance.

Signature _______________________________________________________________________  Date__________________________________
ABOUT YOU





PERSON RESPONSIBLE FOR ACCOUNT





SPOUSE INFORMATION





APPOINTMENT CONTACT INFORMATION





PRIMARY DENTAL INSURANCE





SECONDARY DENTAL INSURANCE





DENTAL HISTORY





MEDICAL HISTORY








