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Welcome to Hashem Orthodontics!

We are delighted to welcome you and your family to our practice. 
Please take a few minutes to fill out this form. If you have any questions, we'll be glad to help you.
Thank you for giving us the opportunity to care for your smile!

New Patient Information
Name: _____________________________________ Preferred Name: ____________________ DOB: _____/_____/______

Home Address: _____________________________________________City/ State: __________________ ZIP: __________

Phone: Home (_____) ________-___________  Cell (_____) ________-___________  Work (_____) _______-__________ 

Employer: __________________________________________________Occupation: _______________________________

School: _______________________________________________________ Grade: ________________________________

SSN: _______-______-__________ Email: ________________________________________________________________

Dentist: ______________________________________________   City Where Dentist Practices: _____________________
Person Financially Responsible For Patient
Name: ____________________________________________________________________ DOB: ______/______/_______
Home Address: __________________________________________City/ State: _____________________ ZIP: __________
Phone: Home (_____) ________-__________  Cell (_____) ________-__________  Work (_____) ________-___________ 
Employer: __________________________________________________Occupation: _______________________________

SSN: ________-______-___________ Email: ______________________________________________________________

Relationship to patient: ___________________________ Secondary Email: ______________________________________
How did you hear about us?
Driving by/ Office Sign: _____  Insurance: _____  Hashem Promotional Products/ Event (Please specify): _______________ 
Internet (Please specify): ____________ Friend / Patient (Name & Relationship please): _____________________________________
Dentist (Name please): ____________________________ Other (Please specify): ________________________________________
Health History

Is the patient in good health?  ……………………………......................................................................
Yes □    No □        Have Tonsils and Adenoids been removed?  …………..............................................................................
Yes □    No □ 
Is the patient presently taking any drugs or medications? ……….………………………..........................
Yes □    No □

If any, please list ______________________________________________________________ 

Does the patient have any ALLERGIES or drug sensitivities?  ..………………………..…....................
Yes □    No □

If any, please list ______________________________________________________________ 
FEMALES ONLY: Are you pregnant? If so, enter due date: _________________________________
Yes □    No □
Has the patient ever had any of the following conditions? If yes, please check  (.

□ Heart murmur   
□ Rheumatic Fever

□ heart valves
□ artificial joints

□ hepatitis (Type ___)
□ heart problems

□ diabetes
     
□ Asthma

            □ Tuberculosis    

□ convulsions/ seizures
□ AIDS/ HIV
  
□ Venereal disease 

□ psychiatric care 
□ other health conditions: _________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

       
  Signature of AdulT patient or Parent/ guardian for minors 
                                              date
Flower Mound Office


2021 Morriss Rd | Suite 200 | 75028


972.874.8100


Smile@HashemOrthodontics.com





Colleyville Office


5001 Heritage Ave | Suite 100 | 76034


817.283.3000 Smile@HashemOrthodontics.com














