— Medical/Dental History - Adult

Date;
Prefers to be addressed by: Bﬂ&ﬂ!ﬁe ferred by:
Employed by: Occupation: Wark Phone:
Mariial Stailis’ = U Married [l Single ] Divoreed Ll Separated Ul Widowed
Spousa’s Name: Occupation: Work Phone:
T Child's Name: Child’s Nama:
Employed by: DOB: DOB:
~Person Responsibie for Account
Cl Sell Spouse I Other: SS#:
Addrass: Business Phone: - Home Phone:
: Al ; JCE
.'Jl ek A - ey :.-u}n.a. s gl |
Ortho Enuumgﬂ:
Primary Insurance Go: Gr.#: Uves dNo
Insurad's Name; SS.4 Birthdate;
Ortho Covera
Secondary Insurance Co; Gr.#: Uyee  dNo
Insured's Mame: S5 Birthdate:
Other Insurance Information:
Patient's Dentist: Date of Last Visit:
1. Have there been any injuries to the face, mouth or teeth? O ¥ES 5 Mo}
2. Have you had or do you presently have any of the following habits? 5 2J Thumb or finger sucking &l Lip Biting [ Snoring
& A y ! e L w0 Grinding of teeth al n_ingl L Mouth %&Eﬁnq
3. Have you been informed of any missing or extra parmanent tasth? C YES I ND
4. Are you aware of sores, lumps or irmitaled areas in the mouth? LI YES 1 1[a]
5. Has an orthodontist bean consulted previously?. L ¥es OnNo
Mame: Date:
6. Have you ever been treated for: O BadBite L TWMJ [ Periodonial disease
It 50, by whom?;
7. Do you have any speech problems? L veEs B s]
B. Are you [rightened or anxious about Orthodontic treatment? U YES o
9. Are you concerned about the appearance of your teeth? U vES no
10. |s there anything you would like to change about your smile? CIYES o
If 50, whal:
11. What aspect of dental treatment are you most concemed with? O ouality dcCest U Discomfert U Tima
12. Reason for consultation (Chief Concem):
13. Has there ever been any orthodontic treatment for any other member of your family? U YES O wo -
Were they satished with the rosults? Oves Qno  SPeedTX

Sons (Dr, ) Daughters (Dr. ) Brothers (Dr. ) Sisters (Dr. )




COMMENTS;

Is your general health good at this time?

Are you under the care of a physiclan at this time?
Explain;

COYES

U N

What is the name of your family physician?

Date of last physical:

4. Are you laking any medication? UyEs LND
Name:
5. Are you allergic to any medication? (Penicillin, Sulfa, eic.) JdYES ONO
Nama:
6. Have you ever had a serious iliness or been hospitalized? dyes OnNo
Explain:
7. Have you had your onsils and/or adenoids removed? dves ONOD
Age;
8. Do you have any special problems not listed? UYEs LINO
Explain:
9. Have you ever been advised by your physician 1o take an dyeEs OnNO
anlibiotic prior lo any dental lreatments?
If yes, antiblotic name and method: Pharmacy:
10. What is your approximate height? Waight?
11. WOMEN: : s ’ :
you pregnant or considering pregnancy during the next 2 years? JYES QINO  Areyounusing? OYES QN0
Are you currently taking medication for birth control? Ovyes OnND

DO YOU HAVE NOW, OR HAVE YOU EVER HAD ANY OF THE FOLLOWING?
= MEMO:

YES MO YES HO
TUBERCLILOSIS g o RESFIRATORY LUNG ISEASE O O
ENDOCARDITIS a o HIGH BLODD PRESSURE (o |
HEART CONINTION oo LOW BELOOD PRESSURE aJ o
HEARAT PACEMAKER o o HEPATITIS (typa?]__ _ja o
HEART ANGENA 2 Q VENEREAL ISEASE = B |
HEAFT ATTACK (CORONARY) O O HEAPES (ORAL-COLD SORES) O O
MITRAL VALVE PROLAPSE oo HLOOD DSORDERSBLEDRG FROBLENS O D
CONGEMITAL HEART DISEASE 1 U INFLAMMATORY RHEUMATISM O 1
ARTIFICIAL HEART VALVE 2 0O ARTHRITIS Qg Q
HEARAT SURGERY: dae. a o ULCERS (5 |
HEART MUBMLIA 2 0 STHOKE o Q
RHELUMATIC FEVER (5 [ ANEMIA g o
FROSTHENC (ARTIFICIALLEOINT D O ASTHMA 2 a
HAARADITION [CANCER THERY L1 L ELERSY g o
AIDS OR FHLY. POSITIVE 2 a GLAUCOMA 2 a
DIABETES a3 o FAINTING SPELLS 0 o

ADDVADHD

KIDNEY TROUBLE
LIVER DISEASE

PESYCHIATRIC TREATMENT

DALG ADMMCTION

HEADACHES
EARACHES

JAW CLICKING

ALLERGIES

ALLERGIES TO METAL

JAW PAIN
TONSILLITIS

EMCTIOMAL FROBLEMS
BLOOD TRANSFUSION

OTHER:

oo ggooo

o000 ocCoCcoOoOoOn

I. the undersigned, have completed the health questionnaire and certify that the preceding information |s true and correct. THIS OFFICE WILL NOT BE
HELD RESPONSIELE FOR ANY PROBLEMS ARISING OUT OF INADEQUATE INFORMATION. | grant authority to the Doctor and Staff to perform all

procedures and treatmants in my best intorast. | understand that, whon appropriate, Crodit Buroau reports may be obtained.

In Case of Emergency, Contact:

MNamae:

Phone:

Signature of Patient

Signature of Orthodontist

Today's Date

Update Initial
Updale Initizl
Update Initial
Update Initizl
Update Initial

NOTES:
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