DANIEL A. AVANT, D.D.S., MS.D., P.C.

Orthodontics for Adults & Children
fcsos i i e s e e

685 Citadel Drive, East, Suite 312 ¢ Colorado Springs, CO 80909 595 Chapel Hills Drive, Suite 100 ¢ Colorado Springs, CO 80920

(719) 596-1363  Fax (719) 596-1571 (719) 596-1363 * Fax (719) 884-2880
Patient’s Name Appointment Date
Name Patient goes by Referred by
Home Address Zip Code
Home Phone Birthdate Age Sex viiod
Patient’s Physician Patient’s Dentist
Patient’s Hobbies and Interests Email Address:

Have any members of your family had orthodontic treatment at this office? Yes(d NoQQ
If so, list names

Father Mother
Name Name
Home Address Home Address
Zip Code Zip Code
Employer Employer
Occupation Occupation
Business Phone Business Phone
Social Security No. Social Security No.
Person Responsible for account Phone
Address
Are you covered by dental insurance that provides for orthodontic treatment? Yes Q3 NoQ
Insured’s Name Date of Birth
Employer
Business Address

Insurance Carrier

Insurance Carrier’s Address

Insurance Carrier’s Phone Policy #

DENTAL HISTORY

Date of Last Dental Visit:
Procedures performed:
Has patient had pain in face or mouth? Yes(d No[ If so, please describe:

Has patient had blows or injuries to face or mouth? YesQ No(O If so, please describe:

Has patient been seen by another orthodontist? Yes(d No({ If so, please describe treatment:

(Please continue with Dental and Medical History on other side)







