A Professional Dental Corporation

Ronald L. Champion, D.D.S., M.S.D.
Board Certified Orthodontic Specialist
4101 Tully Road = Suite 401
‘Modesto, Califomia 05356

We would like to welcome you and your child to our office. Our goal is to make every child’s visit pleasant and educational.
: We strive to teach gﬂod oral care that will enable your child to have a beautiful smile that lasts a lifetime.
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What are '_thé- main concerns that you would like orthedanﬁc treaiment to correct?

Has you child ever taken Phen-Fen?

- (Also known as Redux or Pondimin) If yes, when?
Has your child ever been evaluated or had orthodontic
treatment before? & Yes U No

Have there been any injuries to the face, mouth, teeth or chin? 0 Yes O No

- List any musical instruments played:

| Have adenoids or tonsils been removed?
| Has' your child been informed on any
missing or exira permanent teeth? tdYes O No
Has ?ci_u_r child ever had any pain / tenciérn_ess in his / her
jaw joint {ThMiJ / TMD)? - Yes U No
Does your child brush his / her teeth daily? 0O Yes O No
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gwen today is correct to the best of my knowledge,

| that it will be held in the strictest confidence and it is
my responsibility to inform this office of any

| changes in my child’s medical status.

This office reserves the right to verify the credit status of potential patients and
/ or parents of patients prior to extending credit for treatment fees and may, at
| the discretion of the office, use one or more credit reporting services.
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| authorize the dental staff to perform any necessary
dental services my child may need.

Signature of parent or guardian Date

if this office accepts insurance, | understand that am responsible for payment of
services rendered also responsible for paying any co-payment and deductibie
that my insurance does not cover. | hereby authorize payment of the group insur-
ance benefits (otherwise payable {0 me) directly to this Gﬂ‘ice

Signature:

The Parent or Guardian who accompames the child is respans:ble for payment.
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_ .FFlCE USE .NLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFECE USE ON»L@

- Doctor’s Comments
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