
1491  Route 52, Suite 45
Fishkill, NY 12524

897-5500

1145  Route 55, Lexington Park
LaGrangeville, NY 12540

471-1186

Thank you for taking the time to provide us with this essential information. It will be used each time we select the safest and most effective means of 
providing you with dental care. Of course, all information on this form is completely confidential.

Patient’s Name _____________________________________________________________________ Nickname __________________________ Age ________

Birthdate _____________ Sex ______ Height ______ Weight _____ Telephone Number ____________________ Cell Phone Number _____________________

Home Address ________________________________________ City _______________________________________ State ___________ Zip ____________

Hobbies _______________________________________ Sports ___________________________________ Musical Instrument ________________________

Family Dentist ___________________________________________________ Family Physician __________________________________________________

Whom may we thank for referring you? ________________________________________________________________________________________________

Person responsible for payment? ____________________________________________________________________________________________________

Billing Address ___________________________________________________________________________________________________________________

 
****CHILDREN AND ADOLESCENTS ONLY****

****ADULT PATIENTS ONLY****

Employer/Division __________________________________	Local __________	 Email Address _______________________________
Occupation ____________________________ Cell Phone ________________________________  Daytime/Business Phone ____________________
S.S.# _________________________________  Drivers License #/State _______________________ Birthdate _____________________
Insurance Company _______________________________________	Group # ___________ Orthodontic Coverage   Yes     No  
Spouse’s Name __________________________________________	Email Address  ______________________________________
Employer/Division __________________________________	Local __________	 Daytime/Business Phone  ______________________
Occupation ____________________________ Cell Phone ________________________________  Daytime/Business Phone ____________________
S.S.# _________________________________  Drivers License #/State _______________________ Birthdate _____________________
Insurance Company _______________________________________	Group # ___________ Orthodontic Coverage   Yes     No  

1. 	 When was your last dental exam? __________________________________________________________________________________________________
2. 	 Have you ever had orthodontic treatment or been treated for a bad bite?................................................................................................................... Yes     No 
3. 	 Have you ever had periodontal or gum disease?......................................................................................................................................................... Yes     No 
4.	  Have any family members had orthodontic treatment?............................................................................................................................................... Yes     No 
5. 	 Any serious injury to face or mouth?............................................................................................................................................................................ Yes     No 
6. 	 Are you aware of any clicking, popping or grating noises in your jaw?......................................................................................................................... Yes     No 
7.	  Do you clench or grind your teeth?.............................................................................................................................................................................. Yes     No 
8. 	 Have you noticed lumps, sores or irritated areas in your mouth?................................................................................................................................. Yes     No 
9.	  Any problem chewing, swallowing, or speaking?........................................................................................................................................................ Yes     No 
10. 	Have you ever been treated for problems of your jaw joint or for facial muscle spasm?.............................................................................................. Yes     No 
11. 	Do you have either of the following habits: thumbsucking?.......................................................................................................................................... Yes     No 
		   mouthbreathing?....................................................................................................................................... Yes     No 
12. 	What do you wish to gain through orthodontic treatment?   _______________________________________________________________________________

	 _____________________________________________________________________________________________________________________________

13. 	Additional information we should know:  ______________________________________________________________________________________________

	 _____________________________________________________________________________________________________________________________

Please complete second page (over)

DENTAL HISTORY

RICHARD G. ROSENBLOOM, D.M.D.

www.RandRorthodontics.com
Orthodontics

R & R

Father’s Name ___________________________________________	Email Address  ______________________________________
Employer/Division ________________________________________	 Local/Daytime/Business Phone ___________________________
Occupation ____________________________ Cell Phone ________________________________  Daytime/Business Phone ____________________
S.S.# _________________________________  Drivers License #/State _______________________ Birthdate _____________________
Insurance Company _______________________________________	Group # ___________ Orthodontic Coverage   Yes     No  
Mother’s Name __________________________________________	 Email Address  ______________________________________
Employer/Division ________________________________________	 Local/Daytime/Business Phone ___________________________
Occupation ____________________________ Cell Phone ________________________________  Daytime/Business Phone ____________________
S.S.# _________________________________  Drivers License #/State _______________________ Birthdate _____________________
Insurance Company _______________________________________	Group # ___________ Orthodontic Coverage   Yes     No  
Name and address of patient’s school __________________________________________________________________________
___________________________________________________________________________________________  Grade _______
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