ORTHODONTIC PATIENT INFORMATION

Welcome to our office,

The following information is requested to enable us to give the best consideration of your orthodontic problem during
your initial examination in our office. In order for us to thoroughly diagnose any condition, we must have accurate
background and health information on which to base our decisions. This information, important for our records and

your health, is confidential.

Thank you.
Patient's Name Birthdate
Home address E-mail
City . State Zip Telephone
Business address
City State Zip Telephone Ext.
Occupation
_Name of Spouse Married _____ Single
Family physician’s name
Address
Dentist's name
Addréss Telephone #
Referred by
Name of Dental Insurance Company
Social Security #
IN THE FOLLOWING QUESTIONS, PLEASE CIRCLE YES OR NO.
1. Are you in good Realth?! sewn s oo ue v onas coven Erer 30 s uE 60 BEEES 55 Sa i s s o ayai, Sie| e simy cimia o .. YES NO
2. Has there been any change in your general health within the pastyear? ..................cciinnn... XES NO
3. My last physical e..amination was on
4. Are you now under the care of a physician? .......... ... i i e YES NO
a. If so, what is the condition being treated
5. The name and address of the physician treating this condition is
6. Have you had any serious illness or Operation? . ... ... ..ttt e anneens YES NO
a. If so, what was the illness or operation?
7. Have you been hospitalized or had a serious iliness within the past five (5) years? ..................... YES NO
a. If so, what was the problem?
8. Do you have or have you had any of the following diseases or prob!ems’?
a. Damaged heart valves or artificial heart valves ......... .. e YES NO
b. CONGENtial REAM I8SIONS ...\ttt ittt e et e e e e e e e e e YES NO
c. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency, coronary occlusion,
high blood pressure, arteriosSclerosis; SIMOKE) .cuw cunii i i o s ey ewsamsio s sl i Sahes & YES NO
(e L o o YES NO
e. Asthma or hay fever ...........coveiiniiieiniiiaanannn. o S e R e e YES NO
e e o e e T L L e R e e S ot e by e e e e e e e e b YES NO
g. Fainting spells or seizures ..............ooiiinununan... Bl wo Liraians, ) s B e e e e S R YES NO
e B e o e e b s s s e YES NO
iy Hepatitis, jaundice ar lIVer diSBASE ... iau v vl v syt s By e Tt S o e g YES NO
Joap TS o et ain sistusivaar i oisvas s atureialions iaarersbiorstars o Srarvand S o WIS 488 GRar e R s T e T a8 v St YES NO
k. Inflammatory rheumatism (painful swollen Joints) ... ... . it e, YES NO
o, StOACh UICETS .. cvvwse s sawne e e I o YES NO
mMKIdNey trouble: wuu covrinn sotetis s vinais sy Upan iR is B2 SUEES B S S 0T o A Sty ol e b et ey s aSae et YES NO
N TUBEECUIOSIS: Lo sninimmrin ot s v shlsm e g ints Ah S0 &5 DR RIUAT B AE0EE 200 i ats Feben ooyt fesoeale Sy YES NO
0. Do you have a persistent cough or cough up blood? .. ... . ittt YES NO
P oW BIOOMIPIBSBUNE! i i covcii e s v e winasess i e 95 303 SRS i S SIS S0 T S S SremmsneressfaTaim s natera YES NO
0 Veneteal diSease) .« i o i m e s e e S N R BT S 0 (oo e o it e ot YES NO
r. AIDS (ARC) .......... e o e e e S L R e e e YES NO
s. Other

(over)



9. Have you had abnormal bleeding associated with previous extractions; surgery, or LrAUMAT o o cornimiriens - YES NO
A: D0 VOU Driiseeasily? e wo et gt s sa od e s Selare £ 50 e i i s SR e el it YES NO
b. Have you ever required a blood transfusion? .......... ..ot T YES NO
f so, explain the circumstances

10. Do you have any blood disorder such as AR C IR 4 Eyis. o ron St o b R oo . L s S ot YES NO

11. Have you had surgery or x-ray treatment for a tumor, growth, or other condition of your head or neck?  YES NO

12. Are you taking any drug or MediCiNg? .. .......o.entarat oo YES NO
if so, what?

13. Are you taking any of the following: !
a. Antibiotics or sulfa drugs . ..ccvin ittt s e i T el e YES NO
b. Anticoagulants (blood thinners) ........... eI S S e B I s A e YES NO
c. Medicine for high bBlood PreSsUre . .........euiueniimarenon ittt as s YES NO
0. COTHSONE (STEFOIAS) 1imaris sn cwcusimn o Saiaiiin se sisstaiwininisis win simm = sinie oo @iaieis wie o einis $/n 50 2ise S ale e wie ailes YES NO
O TIARNGUIIZETS 5o ot iies s siss tsicinte SPrartiosioh s Sfas date 6k 4isisbnltintnimss the siaisimia e’ aione oy SHESSS 00 3 SR gisnasts et YES NO
B AT ISTATTIIIGS . s o e s s o ii s s Sl e aier s ooy st aimiaenrm segats *mit aia o A shase' =in EUDHAS o08 Smmlupaiehe Soussorstuss YES NO
e AR e o n i e ¥y e S s iR e s A S0 ey P A e P YES NO
h. Insulin, tolbutamide (Orinase) or similar drug .........couuiiiort i YES NO
i. Digitalis or drugs for heart trouble ... ... ... i e YES NO
B O E el e e e o tiiin wh e A fot Son s e S i A man S S ES LRl B S i YES NO
k. Oral contraceptive or other hormonal therapy .............coc ittt YES NO
i. Other

14. Are you allergic or have you reacted adversely to:
I o Torz 1 - (1 [0 = Lo DR e e e e R R R e YES NO
b. Penicillin or other antiDIOTICS .« cniviis vn aiias oy o fe s uimariins o simiosis S wmisis sieapivise ot ssities ol e eien sie i YES NO
C. SUIFA GEUHTS: v ciuimimminis s lniasets §5 5% BRRGE S50 o oiaiein o st s/t 870 So oot s ale Somiui et sopimiptsiesn e sipmini e o YES NO
d. Barbiturates, sedatives, or sleeping Pills ... ... .. i YES NO
€L ASPITIE o eivim e s mori e e e o ) B 8 DL R DO A 1) o LR B Aot SR el s e i 9 2 YES ~ NO
Ty NODRIE. Lo e civovim mmintoie sin imomon oo i i s SUb 9T a8 AR A S8 s S st Sl i i i st et YES NO
4 CodBine of cther NARGOHES | L1 oo su il e sl it as o vaiwn i =+ 55 bbiiin Ll it winidial s ok v o i s iy =i YES NO
h. Other

15. Have you had any serious trouble associated with any previous dental e AL e N e e e v, YES " NE
If so, explain

16. Do you have any disease, condition, or problem not listed above that you think we should know about . . ... YES NO
If so, explain :

17. Have you been in contact with anyone at risk for the following:
A O TDES T il ot e S i e S8 s soa e o bt e el S e R e L T S e el YES NO
DAMEEDAtITIST 1 oo isies o o s SR I S SR U B it e e e e S YES NO
C. TUDEBICHIOSIS ... cooiinrn om soislols 55 5 E0atis i ke s oo s ais s i % Sia STLUk tuss Moo avm &b/ dosib fov S wibiSanss siie eioraii & hs Gisiniasts YES NO
A ATDS ARG o ol hn s hrsts b Sloie s o 51 et S5 9 A ole S0 S e Erala Sueiah S e (2 miH 2 (8 SHAVSER i St St YES NO

WOMEN

18. ATE YOU PregNant? ... ..ottt iae e e et te e ittt et YES NO

19. Do you have any problems associated with your menstrual period? .......... ... ..., YES NO

50 Areiyou NUFSINGT L LSl L Al A L TR L Rl s e s sl YES NO

DENTAL HISTORY:

21. Have you had any teeth extracted? ....... ...t s YES NO
How longago? ____ Reason for extraction

22. Have any teeth been injured due to accidents or trauma to the mouth? ............... ... YES NO

23. Have you ever had periodontal treatment? ............. .. i S YES NO

24. Do you clench or grind your teeth? ... ... . e YES NO

25. Do you have pain or clicking in your jaw joint when chewing? ............ ... e, YES NO

26. The date of your last dental check-up?
Atithat time: were theteathrcleaned? mamr ot i an na rm e i Ll s e YES NO

27. Have you had previous orthodontic consultations or treatment? ...l YES NO
Date Dr. ’

28. What is your primary reason for seeking orthodontic treatment?

Date Signature .



