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1. Patient information
Surname: ________________________________
First name:      _____________________________
Date of birth: ______________________________

  Place of birth:   ____________________________
Street: ______________________________________________________________________________

Poste code: ________________City:_______________________________________________________

Phone number: _______________________________      Mobile: _______________________________
Work phone number: _____________________________
e- mail: ____________________________________

2. Insurance details
Name of the insurance company:  _________________________________________________________
Member
(

Privately insured patient

(
Family member

(
Retired 
(
Invoice recipient: _____________________________________________ Date of birth:______________
Address (if different from the one stated above):____________________________________________________________________

Job title: _________________________________________________________________________
Name of the 2. parent: _________________________________________Date of birth:______________
Dentist: _____________________________________________________________________________

Address of the dentist: __________________________________________________________________
When was the last x-ray taken of the head area?      ________________________
3.  Medical information (please specify if you any of the following conditions apply)
Infectious disease? 
no
(
yes
(
0 HIV       0 Hepatitis     0 Creutzfeld-Jacob
Pregnancy?
no
(
yes
(
Allergy?
no
(
yes
(

 What kind?   ______________________
Cardiovascular disease?
no
(
yes
(
Blood clotting defect?
no
(
yes
(
Raised/ high blood pressure
no
(
yes
(
Other diseases or handicaps? ______________________________________
3. Declaration of consent:
( I hereby give my consent for the data contained in my medical records to be used for scientific research purposes. This research will be conducted in agreement with legal regulations, such as data protection, medical confidentiality, and confidentiality of personal information. I am aware that I can withdraw my consent at any time, and without having to state any reasons for the withdrawal.
(  I consent to my patient records and dental data to be shared with other senior orthodontists and dentists who are current or future partners in/collaborators of the practise.
If you have any questions about this declaration, please feel free to ask any of the members of our team, who will be more than happy to help.
Date






Signature
