
 
SCOTT NAWY D.D.S., M.A.* 

HUNT VALLEY ORTHODONTICS 
PRACTICE LIMITED TO ORTHODONTICS 

This initial consultation appointment is to determine whether or not orthodontic treatment is needed, at what age level would be most 
advantageous, and to give you some insight into orthodontic treatment.  If treatment is required, this appointment may also be for the purpose of 
taking records consisting of x-rays, photographs, and study models.  A second appointment will be necessary to confer with the parents of the 
child or with the adult patient.  At this conference appointment, all aspects of the treatment are thoroughly discussed.  If treatment is not indicated 
at this time, periodic observation appointments may be necessary to assess the proper timing for treatment. 

Date:_______________________             CONTACT EMAIL:___________________________________________________ 
 
Patient’s Full Name___________________________  Sex  M /  F    Preferred Number________________________ 
Age_______________  Date of Birth_____________________  Sports/Hobbies_____________________________ 
Home Address__________________________________ City____________________ State_____ Zip__________ 
Relatives or Friends in Treatment__________________________________________________________________ 
Family Dentist_________________________________________ Referred By_____________________________ 

Family Physician______________________________ Phone_____________________ Health Status___________ 
Allergies_____________________________________________________________________________________ 
Medications/Drugs Being Taken___________________________________________________________________ 
In Case of Emergency, Name and Phone Number of Nearest Relative/Friend________________________________ 
Need for Antibiotic Prophylaxis for Heart Condition___________________________________________________ 
Additional Comments___________________________________________________________________________ 
 
PATIENT’S PARENT INFORMATION (IF UNDER 18) 
Father’s Name______________________________ Father’s Business Phone_______________________________ 
Father’s Occupation/Place of Employment___________________________ Father’s SS #_____________________ 
Mother’s Name____________________________ Mother’s Business Phone_______________________________ 
Mother’s Occupation/Place of Employment_________________________ Mother’s SS #_____________________ 

RESPONSIBLE PARTY INFORMATION 
Name______________________________________________         Date of Birth__________________________ 
Relationship to Patient____________________________      SS#________________________________________ 
Home Address____________________________________________ Home Phone__________________________ 
Place of Employment______________________________ Is patient covered by orthodontic insurance?_________ 
Name of Insurance company_____________________________________________________________________ 
 

PLEASE READ: In the event that an orthodontic problem exists, you will be counseled to have orthodontic records 
taken.  These records usually consist of an intraoral scan, tooth and facial x-rays, photographs, and diagnostic 
measurements and tracings. The doctors use this information to diagnose the extent of the problem and to formulate 
a treatment plan.  Our fee for treatment includes these records. HOWEVER, should you elect not to pursue 
treatment; depending on your insurance plan, you may be responsible for the cost of these records, as well as any 
collection fees incurred.  Your signature below indicates that you are aware of this office policy. 
 
____________________________________                                            _________________________________ 
Signature (Parent’s Signature if minor)                                                  Please Print Name 
 
*Diplomate, American Board of Orthodontics                                                   Members, American Association of Orthodontics  
 



                                                            Dental Insurance Carrier Information 
 
Primary Insurance Carrier Name____________________________   Phone__________________________ 
Insurance Carrier Address__________________________________________________________________ 
Employer Name___________________________________________________________________________ 
Policy ID #_____________________________________ Group #___________________________________ 
Name of Insured Party__________________________ SS#__________________ Birth Date______________ 
 
 

Secondary Insurance Carrier Name____________________________   Phone__________________________ 
Insurance Carrier Address__________________________________________________________________ 
Employer Name___________________________________________________________________________ 
Policy ID #_____________________________________ Group #___________________________________ 
Name of Insured Party__________________________ SS#__________________ Birth Date______________ 

 
Dental History 

Date of most recent dental examination________________________________________________________ 
Reason for this Orthodontic Appointment____________________________________________________ 

Please circle Yes or No. Questions pertain to the patient being examined. The answers are for office records only 
and will be considered confidential. A thorough and complete history is vital to a proper orthodontic evaluation. 

 

Yes    No    Does the patient have any learning disabilities or need extra help with instructions? 
Yes    No    Is patient sensitive, self-conscious? 
Yes    No    Any problems with previous dental treatment?______________________________________ 
Yes    No    Ever been treated for “TMJ” problems? (Jaw joint and facial muscle pain?) 
Yes    No    Previous orthodontic treatment or consultation? 
Yes    No    Periodontal surgery or treatment? 
Yes    No    Clicking or soreness when mouth is open? 
Yes    No    Oral surgery? 
Yes    No    Teeth extracted or missing? 
Yes    No    Injuries to face, mouth or teeth? 
Yes    No    Grinding/clenching teeth? 
Yes    No    Sensitivity to heat, cold or sweets? 
Yes    No    Fluoride treatments? 
Yes    No    Speech therapy? 
Yes    No    Mouth breathing habit, snoring, difficulty in breathing? 
Yes    No    Difficulty in chewing or jaw opening? 
Yes    No    Jaw fractures, cysts, mouth infections? 
Yes    No    Frequent canker sores or cold sores? 
Yes    No    Thumb sucking habit? Until__________________________ 
Other___________________________________________________________________________________ 
________________________________________________________________________________________ 

 

 
 



Medical History 
Yes    No    Birth defects or hereditary problems?      
Yes    No    Bone fractures, any major accidents? 
Yes    No    Is patient pregnant? 
Yes    No    Rheumatoid or arthritic conditions? 
Yes    No    Endocrine or thyroid problems? 
Yes    No    Kidney problems? 
Yes    No    Diabetes? 
Yes    No    Cancer or been treated for a tumor? 
Yes    No    Stomach ulcer or hyperacidity? 
Yes    No    Polio, mono, tuberculosis, pneumonia? 
Yes    No    Problems with immune system? 
Yes    No    AIDS or HIV positive? 
Yes    No    Hepatitis, jaundice or liver problems? 
Yes    No    Fainting spells, seizures, epilepsy or neurologic problems? 
Yes    No    Mental health or behavioral problems? 
Yes    No    Vision, hearing, tasting or speech difficulties? 
Yes    No    Loss of weight recently, poor appetite? 
Yes    No    Excessive bleeding, black and blue tendency, anemia or bleeding disorder? 
Yes    No    High or low blood pressure? 
Yes    No    Tire easily? 
Yes    No    Chest pain, shortness of breath or swelling ankles? 
Yes    No    Cardiovascular problems (heart trouble, heart attack, angina?) 
Yes    No    Skin disorder? 
Yes    No    Frequent headaches, colds or sore throats? 
Yes    No    Eye, ear, nose, throat, sinus condition? 
Yes    No    Hayfever, hives? 
Yes    No    Asthma? 
Yes    No    Tonsil or adenoid conditions? 
Yes    No    Patient currently have or ever had substance abuse problem? 
Yes    No    Operations or surgeries?_________________________________________________ 
Yes    No    Hospitalized for________________________________________________________ 
Yes    No    Other physical problems or symptoms?______________________________________ 
Yes    No    Being treated by another health care professional for___________________________ 
                   _____________________________________________________________________ 
 

Please describe any other disease, condition, medical problems or other information that we should be aware of: 
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 

 

I have read and understand the above questions and I certify that the above information I have given is true and 
complete to the best of my knowledge.  I will not hold this orthodontist or any member of the staff responsible for 
any errors or omissions that I have made in the completion of this form. If there are any changes to this history 
record or medical/dental status, I will so inform this practice at each visit with any updates.  

 

____________________________________________                                                  ________________________ 
Signature of parent, guardian or adult patient                                                              Date 



PRIVACY NOTICE FOR HUNT VALLEY ORTHODONTICS 

 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE 
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 
PLEASE REVIEW IT CAREFULLY. YOUR PRIVACY IS IMPORTANT TO US. 

 

Your protected health information (i.e. individually identifiable information, such as names, 
dates, phone/fax, email address, home address, social security numbers, and demographics data) 
may be used or disclosed by us in one or more of the following aspects: 

• To other health care providers (i.e. general dentist, oral surgeon, etc.) in connection with 
our rendering orthodontic treatment to you (i.e., to determine the results of cleanings, 
surgery, etc.); 

• To third party payers (i.e. insurance companies, employers with direct reimbursement, 
administrators of flexible spending accounts, third party financing companies, etc.) in 
order to obtain payment of your account (i.e. determine benefits, dates of payments, etc.); 

• To certifying, licensing and accrediting bodies (i.e. The American Board of Orthodontics, 
state dental board, etc.) in connection with obtaining certification, licensure or 
accreditation, 

• Internally, to all staff members who have any role in treatment, 
• Education purposes, 
• To other patients and third parties who may see or overhear incidental disclosures about 

your treatment, scheduling, etc.; 
• To your family and close friends involved in your treatment, and/or 
• We may contact you to provide appointment reminders or information about your 

treatment alternatives or other health-related benefits and services that may be of interest 
to you. 

Any other uses or disclosures of your protected health information will be made only after 
obtaining written authorization, which you have the right to revoke. 

 

X__________________________________________ 
Signature (Parent’s signature if minor) 
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