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CONFIDENTIAL 
Medical Dental History Form for Patients Under Age 18 

 

PATIENT 
Date __________________________ 

Patient's Last name _________________________   First name  _______________________  Middle initial  ______ 

Prefers To Be Called _______________________  Hobbies, activities _______________________________________ 

Birth date  __________________  Sex:   �  Male  �  Female        

 Social Security # _________________________ 

School  _______________________________ Grade ____  E-mail address(es) ________________________________________ 

Home address ____________________________________ City, State, Zip code  ______________________________________       

Home phone ____________________  Cell phone ____________________   

      

PARENT/GUARDIAN 

Custodial parent(s) name (s) ___________________________________________ 

Patient lives with (check all that apply)  � mother    � father   � stepmother   � stepfather  �  grandparent(s) 

                                                                  � other  If other, what is the relationship? _____________________________________ 

Father's full name ______________________________________ Title  � Mr. � Dr. � Other _____________________________ 

Occupation  ___________________________________ Email address ________________________________________________  

Address (if different)  ________________________________________________________________________________________ 

Cell Phone (if different): ____________________  Home phone ____________________   

Work phone ___________________   

 

Mother's full name  ____________________________________  Title  � Mrs. � Ms.  � Dr. � Other _______________________ 

Occupation ____________________________  Email address _______________________________________________________  

Address (if different)  ________________________________________________________________________________________ 

Cell Phone (if different):  ____________________  Home phone ____________________   

Work phone ____________________  
 

DENTIST 

Patient’s Dentist ____________________________ Address, City, State  ______________________________________________         

Last seen ____________  Reason __________________________ Next appointment __________________ 

Other dentists/dental specialists now being seen  Name ___________________________ City, State ______________________ 

Reason  ____________________________________________________________________________________________________  
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GENERAL INFORMATION 

What concerns you about your child’s teeth? ___________________________________________________________________ 

What concerns your child about his/her teeth? _________________________________________________________________  

How does your child feel about orthodontic treatment? __________________________________________________________  

Who suggested that your child might need orthodontic treatment? ________________________________________________  

Why did you select our office? _______________________________________________________________________________ 

Describe any previous orthodontic treatment or consultations. ____________________________________________________ 

Does your child play a musical instrument? ______________________________ 

Brother/sister name ____________ age ____ had orthodontic treatment?  � Yes  �  No   If yes, where? _________________ 

Brother/sister name ____________ age ____ had orthodontic treatment?  � Yes  � No   If yes, where? __________________ 

Brother/sister name ____________ age ____ had orthodontic treatment?  � Yes  � No   If yes, where? __________________ 

Brother/sister name ____________ age ____ had orthodontic treatment?  � Yes  �  No   If yes, where? __________________ 

Have any other family members been treated in this office?  Please name them.  _____________________________________ 
 

FINANCIAL RESPONSIBILITY 

Who is financially responsible for this account?  _________________________________  

Address (if different from page 1) __________________________________ City, State, Zip _______________________________              

Cell phone ____________________   Home phone ____________________    

E-mail address(es) ___________________________________________________________________________________________ 

Social Security # ____________________   Employer _______________________________________________________________  

Who will be responsible for bringing the patient to orthodontic appointments?  ________________________________________       
 

DENTAL INSURANCE 

Primary policy holder’s full name ________________________________  Birth date  _________________ 

Social Security #  ____________________   Relationship to patient  _______________________________ 

Address and phone (if not listed above)  ________________________________________________________________________ 

Employer _____________________________________  Address ____________________________________________________ 

Insurance company _____________________________ Group # _________________________ ID #  ______________________ 

Does this policy have orthodontic benefits?   � Yes  �  No  � Don’t know 

Secondary policy holder’s full name _________________________________  Birth date ____________________ 

Social Security # ____________________   Relationship to patient  ____________________ 

Address and phone (if not listed above) _________________________________________________________________________ 

Employer _______________________________  Address ___________________________________________________________ 

Insurance company _____________________________ Group # _______________________ ID # _________________________ 

Does this policy have orthodontic benefits?  � Yes �  No   � Don’t know 
 

MEDICAL INSURANCE 

Policy holder’s full name __________________________________   

Insurance company ______________________________________ 
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PHYSICIAN 

Patient’s Physician ___________________________   City, State  __________________________________        

Last seen _________  Reason ____________________ Next appointment __________ Most recent physical exam ___________   

Other physicians/health care providers being seen now: 

Name ______________________   City, State ___________________  Reason ____________________________   

Name ______________________  City, State ___________________   Reason ____________________________   

 
Your answers are for office records only and are confidential. A thorough medical history is essential to a complete orthodontic evaluation. For 
the following questions, mark yes, no, or don’t know/understand (dk/u). 
 

PATIENT HEALTH INFORMATION   

Do you take antibiotic pre-medication before any dental procedures? � Yes  �  No 

Does the patient currently have (or ever had) a substance abuse problem? ________________ 

Do you think that any of your child’s activities affect his/her face, teeth or jaws?  How? __________________________________ 

List any medication, nutritional supplements, herbal medications or non-prescription medicines, including fluoride supplements 
that your child takes. 

Medication ______________________________Taken for ____________________________ 

Medication ______________________________Taken for ____________________________ 

Medication ______________________________Taken for ___________________________ 

Does your child chew or smoke tobacco? ______________ 

Have you noticed any unusual changes in your child’s face or jaws? __________________ 

Any other physical problems ___________________________________________________  
 

MEDICAL HISTORY 
Now or in the past, has your child had: 

 yes  no  dk/u   Emotional, sensory or developmental issues? 
 yes  no  dk/u   Birth defects or hereditary problems? 
 yes  no  dk/u Bone fractures, or major injuries? 
 yes  no  dk/u Any injuries to face, head, neck? 
 yes  no  dk/u Arthritis or joint problems? 
 yes  no  dk/u Cancer, tumor, radiation treatment or chemotherapy? 
 yes  no  dk/u Endocrine or thyroid problems? 
 yes  no  dk/u Diabetes or low sugar? 
 yes  no  dk/u Kidney problems? 
 yes  no  dk/u Immune system problems? 
 yes  no  dk/u History of osteoporosis? 
 yes  no  dk/u Gonorrhea, syphilis, herpes, sexually transmitted 

diseases? 
 yes  no  dk/u AIDS or HIV positive? 
 yes  no  dk/u Hepatitis, jaundice or other liver problems? 
 yes  no  dk/u Polio, mononucleosis, tuberculosis, pneumonia? 
 yes  no  dk/u Seizures, fainting spells, neurologic problem? 
 yes  no  dk/u Mental health disturbance or depression? 
 yes  no  dk/u History of eating disorder (anorexia, bulimia)? 
 yes  no  dk/u Frequent headaches or migraines? 
 yes  no  dk/u High or low blood pressure? 
 yes  no  dk/u Excessive bleeding or bruising tendency, anemia? 

 

 
 

 yes  no  dk/u Chest pain, shortness of breath, tire easily, swollen 
ankles? 

 yes  no  dk/u Heart defects, heart murmur, rheumatic heart 
disease? 

 yes  no  dk/u Angina, arteriosclerosis, stroke or heart attack? 
 yes  no  dk/u Skin disorder (other than common acne)? 
 yes  no  dk/u Does your child eat a well-balanced diet? 
 yes  no  dk/u Vision, hearing, or speech problems? 
 yes  no  dk/u Frequent ear infections, colds, throat infections? 

 yes  no  dk/u Asthma, sinus problems, hayfever? 
 yes  no  dk/u Tonsil or adenoids removed? 
 yes  no  dk/u Does your child frequently breathe through his/her 

mouth? 
 yes  no  dk/u Has your child ever taken intravenous medication for 

bone disorders or cancer such as  bisphosphonates 
such as Zometa (zolendromic acid), Aredia 
(pamidronate) or Didronel (etidronate)? 

 yes  no  dk/u Has your child ever taken oral medication for bone 
disorders such as bisphosphonates such as Fosamax 
(alendronate), Actonel (ridendronate), Boniva 
(ibandronate), Skelid (tiludronate) or Didronel 
(etidronate) ? 
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MEDICAL HISTORY continued 
Has your child had allergies or reactions to any of the 
following? 

 yes  no  dk/u Latex (gloves, balloons) 
 yes  no  dk/u Metals (jewelry, clothing snaps) 
 yes  no  dk/u Acrylics 
 yes  no  dk/u Local anesthetics (novocaine, lidocaine, xylocaine) 
 yes  no  dk/u Aspirin 
 yes  no  dk/u Ibuprofen (Motrin, Advil) 
 yes  no  dk/u  Penicillin 
 yes  no  dk/u Other antibiotics 
 yes  no  dk/u Plant pollens 
 yes  no  dk/u Animals 
 yes  no  dk/u Foods  
 yes  no  dk/u Other substances  ____________________________ 

DENTAL HISTORY 
Now or in the past, has the patient had: 

 yes  no  dk/u Erupting teeth very early or very late? 
 yes  no  dk/u Primary (baby) teeth removed that were not loose? 
 yes  no  dk/u Permanent or extra (supernumerary) teeth removed? 
 yes  no  dk/u Supernumerary (extra) or congenitally missing teeth? 
 yes  no  dk/u Chipped or injured primary or permanent teeth? 
 yes  no  dk/u Any sensitive or sore teeth? 
 yes  no  dk/u Any lost or broken fillings? 
 yes  no  dk/u Jaw fractures, cysts, infections? 
 yes  no  dk/u Any teeth treated with root canals or pulpotomies? 
 yes  no  dk/u Frequent canker sores or cold sores? 
 yes  no  dk/u History of speech problems or speech therapy? 
 yes  no  dk/u Difficulty breathing through nose? 
 yes  no  dk/u Mouth breathing habit or snoring at night?  
 yes  no  dk/u History of speech problems? 
 yes  no  dk/u Frequent habit of thumb/finger sucking? 

                                            Current  ___ Yes  ___ No  Age stopped _____ 
 yes  no  dk/u Frequent  habit of tongue thrust?              

                                            Current  ___ Yes ___ No  Age stopped _____ 
 yes  no  dk/u Frequent habit of fingernail biting? 

                                            Current  ___ Yes ____ No  Age stopped _____ 
 yes  no  dk/u Frequent  habit of lip sucking? 

                                            Current ___ Yes ____ No  Age stopped _____ 
 yes  no  dk/u Teeth causing irritation to lip, cheek or gums? 
 yes  no  dk/u Tooth grinding or clenching? 
 yes  no  dk/u Clicking, locking in jaw joints? 
 yes  no  dk/u Soreness in jaw muscles or face muscles? 
 yes  no  dk/u Has your child been treated for “TMJ” or “TMD” 

problems? 
 yes  no  dk/u Any broken or missing fillings? 
 yes  no  dk/u Any serious trouble associated with previous dental 

treatment? 
 yes  no  dk/u Has your child ever been diagnosed with gum disease 

or pyorrhea? 

How often does your child brush?_____________________  
Floss? ______________________   
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FAMILY MEDICAL HISTORY 

Have the parents or siblings ever had any of the following health problems?  If so, please explain. 

Bleeding disorders _________________________________________________________________________________________   
Diabetes _________________________________________________________________________________________________ 
Arthritis __________________________________________________________________________________________________   
Severe allergies ___________________________________________________________________________________________ 
Unusual dental problems ___________________________________________________________________________________ 
Jaw size imbalance ________________________________________________________________________________________ 
Other family medical conditions? ____________________________________________________________________________ 
 
RELEASE AND WAIVER 
 

I authorize release of any information regarding my child’s orthodontic treatment to my dental and/or medical insurance company. 

 
Parent/Guardian Signature _______________________________________________________ Date___________________ 
 
I have read the above questions and understand them.  I will not hold my orthodontist or any member of his/her staff responsible for 
any errors or omissions that I have made in the completion of this form.  I will notify my orthodontist of any changes in my child’s 
medical or dental health.

 
Parent/Guardian Signature _______________________________________________________ Date___________________ 
 
MEDICAL HISTORY UPDATES 
Changes ____________________________________________________________________ 
Parent/Guardian Signature ____________________________________________________    Date___________________ 
Dental Staff Signature ________________________________________________________     Date___________________ 
 
Changes ____________________________________________________________________ 
Parent/Guardian Signature ____________________________________________________    Date___________________ 
Dental Staff Signature ________________________________________________________     Date___________________ 
 
Changes ____________________________________________________________________ 
Parent/Guardian Signature ____________________________________________________    Date___________________ 
Dental Staff Signature ________________________________________________________     Date___________________ 

Gary Lau


Gary Lau
Orthodontist signature ________________________________ Date ____________



 

Notice of Privacy Practices 

This notice describes how your health information 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.  

Our Legal Duty 

Federal and state laws require us to maintain the privacy of your health information. We are also required to 
provide this notice about our office’s privacy practices, our legal duties and your rights regarding your health 
information. We are required to follow the practices that are outlined in this notice while it is in effect. This 
notice takes effect 8/26/2020 and will remain in effect until we replace it.  

We reserve the right to change our privacy practices and the terms of this notice at any time, provided such 
changes are permitted by applicable law. We reserve the right to make changes in our privacy practices and 
the new terms of our notice effective for all health information that we maintain, including health information we 
created or received before we made the changes. Before we make a significant change in our privacy 
practices, we will change this notice and make the new notice available upon request. For more information 
about our privacy practices or additional copies of this notice, please contact us (contact information below). 

Uses and Disclosures of Health Information 

We use and disclose health information about you for treatment, payment and health care operations.  
For example: 

Treatment 
We disclose medical information to our employees and others who are involved in providing the care you 
need. We may use or disclose your health information to another dentist or other health care providers 
providing treatment that we do not provide. We may also share your health information with a pharmacist in 
order to provide you with a prescription or with a laboratory that performs tests or fabricates dental prostheses 
or orthodontic appliances. 

Payment 
We may use and disclose your health information to obtain payment for services we provide to you, unless you 
request that we restrict such disclosure to your health plan when you have paid out-of-pocket and in full for 
services rendered.  

Health Care Operations 
We may use and disclose your health information in connection with our health care operations. Health care 
operations include, but are not limited to, quality assessment and improvement activities, reviewing the 
competence or qualifications of health care professionals, evaluating practitioner and provider performance, 
conducting training programs, accreditation, certification, licensing or credentialing activities. 

Your Authorization 
In addition to our use of your health information for treatment, payment or health care operations, you may 
give us written authorization to use your health information or to disclose it to anyone for any purpose. If you 
give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use or 
disclosures permitted by your authorization while it is in effect. Unless you give us a written authorization, we 
cannot use or disclose your health information for any reason except those described in this notice. 



Notice of Privacy Practices (continued) 

To Your Family and Friends 
We must disclose your health information to you, as described in the Patient Rights section of this notice. You 
have the right to request restrictions on disclosure to family members, other relatives, close personal friends or 
any other person identified by you. 

Unsecured Email 
We will not send you unsecured emails pertaining to your health information without your prior authorization. If 
you do authorize communications via unsecured email, you have the right to revoke the authorization at any 
time.  

Persons Involved in Care 
We may use or disclose health information to notify, or assist in the notification of (including identifying or 
locating) a family member, your personal representative or another person responsible for your care, of your 
location, your general condition or your death. If you are present, then prior to use or disclosure of your health 
information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your 
incapacity or emergency circumstances, we will disclose health information based on a determination using 
our professional judgment disclosing only health information that is directly relevant to the person's 
involvement in your health care. We will also use our professional judgment and our experience with common 
practice to make reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, 
medical supplies, X-rays or other similar forms of health information. 

Marketing Health-Related Services 
We may contact you about products or services related to your treatment, case management or care 
coordination or to propose other treatments or health-related benefits and services in which you may be 
interested. We may also encourage you to purchase a product or service when you visit our office. If you are 
currently an enrollee of a dental plan, we may receive payment for communications to you in relation to our 
provision, coordination or management of your dental care, including our coordination or management of your 
health care with a third party, our consultation with other health care providers relating to your care or if we 
refer you for health care. We will not otherwise use or disclose your health information for marketing purposes 
without your written authorization. We will disclose whether we receive payments for marketing activity you 
have authorized.  

Change of Ownership 
If this dental practice is sold or merged with another practice or organization, your health records will become 
the property of the new owner. However, you may request that copies of your health information be transferred 
to another dental practice. 

Required by Law 
We may use or disclose your health information when we are required to do so by law. 

Public Health 
We may, and are sometimes legally obligated to, disclose your health information to public health agencies for 
purposes related to preventing or controlling disease, injury or disability; reporting abuse or neglect; reporting 
domestic violence; reporting to the Food and Drug Administration problems with products and reactions to 
medications; and reporting disease or infection exposure. Upon reporting suspected elder or dependent adult 
abuse or domestic violence, we will promptly inform you or your personal representative unless we believe the 
notification would place you at risk of harm or would require informing a personal representative we believe is 
responsible for the abuse or harm.  



Notice of Privacy Practices (continued) 

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. We may disclose 
your health information to the extent necessary to avert a serious threat to your health or safety or the health 
or safety of others. 

National Security 
We may disclose to military authorities the health information of Armed Forces personnel under certain 
circumstances. We may disclose to authorized federal officials health information required for lawful 
intelligence, counterintelligence and other national security activities. We may disclose to correctional 
institutions or law enforcement officials having lawful custody of protected health information of inmates or 
patients under certain circumstances. 

Appointment Reminders 
We may contact you to provide you with appointment reminders via voicemail, postcards or letters. We may 
also leave a message with the person answering the phone if you are not available.  

Sign-In Sheet and Announcement: 
Upon arriving at our office, we may use and disclose medical information about you by asking that you sign an 
intake sheet at our front desk. We may also announce your name when we are ready to see you.  

Patient Rights 

Access 
You have the right to look at or get copies of your health information, with limited exceptions. You may request 
that we provide copies in a format other than photocopies. We will use the format you request unless we 
cannot practicably do so. You must make a request in writing to obtain access to your health information. You 
may obtain a form to request access by contacting our office. We will charge you a reasonable cost-based fee 
for expenses such as copies and staff time. You may also request access by sending us a letter. If you request 
copies, there may be a charge for time spent. If you request an alternate format, we will charge a cost-based 
fee for providing your health information in that format. If you prefer, we will prepare a summary or an 
explanation of your health information for a fee. Contact us for a full explanation of our fee structure. 

Disclosure Accounting 
You have a right to receive a list of instances in which we disclosed your health information for purposes other 
than treatment, payment, health care operations and certain other activities for the last six years. If you 
request this accounting more than once in a 12-month period, we may charge you a reasonable cost-based 
fee for responding to these additional requests. 

Restriction 
You have the right to request that we place additional restrictions on our use or disclosure of your health 
information. We are not required to agree to these additional restrictions, but if we do, we will abide by our 
agreement (except in emergency). In the event you pay out-of-pocket and in full for services rendered, you 
may request that we not share your health information with your health plan. We must agree to this request.  

Alternative Communication 
You have the right to request that we communicate with you about your health information by alternative 
means or to alternative locations. You must make your request in writing. Your request must specify the 
alternative means or location and provide satisfactory explanation of how payments will be handled under the 
alternative means or location you request. 

Breach Notification 
In the event your unsecured protected health information is breached, we will notify you as required by law. In 
some situations, you may be notified by our business associates.  



Patient Rights (continued) 

Amendment 
You have the right to request that we amend your health information. (Your request must be in writing, and it 
must explain why the information should be amended). We may deny your request under certain 
circumstances. 

Questions and Concerns 

If you want more information about our privacy practices or have questions or concerns, please contact us at:  

Contact:     Dr. Gary Lau 
 
Telephone:        (650) 620-9535                                                 

Email:        Info@@SanCarlosOrtho.com 

Address:    1100 Laurel St, Suite A, San Carlos, CA 94070 

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made 
about access to your health information or in response to a request you made to amend or restrict the use or 
disclosure of your health information or to have us communicate with you by alternative means or at 
alternative locations, you may send a written complaint to our office or to the U.S. Department of Health and 
Human Services, Office of Civil Rights. We will not retaliate against you for filing a complaint. 

San Carlos Orthodontics complies with applicable federal civil rights laws and does not discriminate on the 
basis of race, color, national origin, age, disability or sex. 

Acknowledgement of Receipt of Notice of Privacy Practices 

You May Refuse to Sign This Acknowledgement 

I,  [full name], have received a copy of the   
[name of practice] Notice of Privacy Practices. 

Print Name   

Signature   

Date   

If this acknowledgement is signed by a personal representative on behalf of the patient, complete the 
following: 

Personal Representative’s name   

Relationship to Patient   

  



For Program Use Only 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because: 

□ Individual refused to sign 

□ Communications barriers prohibited obtaining the acknowledgement 

□ An emergency situation prevented us from obtaining acknowledgement 

□ Other (Please Specify) 



 
 

WHO MAY WE SHARE TREATMENT INFORMATION WITH? 
 

I, ______________________________________________, hereby authorize San Carlos  
   (Adult patient or Guardian of minor patient) 
 
Orthodontics to share any treatment information (financial, scheduling appointments, treatment  
 
communications, dental records, etc) regarding ______________________________________ 
                                                                            (Patient Name) 
 
to any dental/medical professionals and the following persons: 
 
Name: _______________________________________ Relationship:  Mother 
 
Name: _______________________________________ Relationship:  Father 
 
Name: _______________________________________ Relationship:  Babysitter 
 
Name: _______________________________________ Relationship:  Spouse 
 
Name: _______________________________________ Relationship: ___________________ 
 
Name: _______________________________________ Relationship: ____________________ 
 
 
Signature: ____________________________________ Date: __________________________ 
 
 

 


