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Brighten the World with YOUR Smile!
Orthodontics for Children and Adults
Dr. James Noble BSc, DDS, MSc, FRCD(C)
Dr. Sandra Cassolato BSc, DDS, MSc, FRCD(C)

Tel:  (416) 447 – 1515, 1448 Lawrence Avenue East, Suite 304A M4A2V6 
OrthoAtDonMills@gmail.com         www.OrthoAtDonMills.com
Our mission is to provide excellence in orthodontic care with a commitment to creating beautiful and healthy smiles so that our patients can enjoy the functional and psychological benefits throughout their lives.

We are dedicated to working together with our patients as a team to achieve their esthetic goals, while using the best technology, and paying meticulous attention to detail in our treatment.

We pride ourselves in providing our patients with a warm, kind, friendly and fun-filled atmosphere of compassion and respect while inspiring and exciting them about their smile and overall life.

Date:_____________ 
M_____
F_______
Date of Birth _____________

First Name  _______________

Last Name __________________________

Home Phone___________
Work Phone___________
Cell_____________

Email________________________
Number of Siblings
________________

Dr. James Noble BSc, DDS, MSc, FRCD(C)

Address_____________________________________________________________

City___________________
Postal Code__________________

Responsible Party

Relationship

Phone Number

______________________
_________________
_________________

______________________
_________________
_________________

Hobbies and Interests_____________________________________________

Referred by__________________________
Insurance : Yes____
No___

Main Concerns______________________________________________________

Any Medical or Dental Problems we should know about?

___________________________________________________________________

Medical Questions:

Name of Physician_________________________________________________

Does the patient see a doctor regularly for any condition?__________________

Does the patient have any allergies?____________________________________

Does the patient have a heart condition? ________________________________

Is the patient taking any medications?___________________________________

Does the patient have arthritis?_________________________________________

Dental Questions:

Dentist Name________________________________________________________

How often does patient see dentist?______________________________________

How many times a day does patient brush?_______________________________

Does patient floss daily?_______________________________________________

Has patient ever had trauma to face or teeth?_____________________________

Does patient have pain in any muscles of the face?_________________________

Does patient have clicking, popping, cracking, or pain in jaw joint?__________
















