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My Ut My S My Othodontt.» for Adult Patients

PATIENT

Date

Patient’s last name First name Middie intial

Ttle Mr Mrs. Ms. Miss. Dr. Other 1 prefer to be called

Birth date Sex CMale ClFemale  Social Securty #

Marital Status C)Single  (IMamied [ Separated [1Divorced () Widowed

Home address City, State, Zip code

Home phone ( ) Cellphone( ) Work phone ( P

Email Addressies)

Oceupation Employer

CLOSEST RELATIVE

Spouse

Tite Mt Mrs. Ms. Miss. Dr. Other

Home Phone (1 aferent) ) Cellphone( ) Workphone( e

DENTIST

Patient’s Dentist Address, Ciy, State.

Last seen Reason v Ne> SRR,
‘seen: Nar City State.

Reason

PHYSICIAN

Patient’s Physician City, State.

Last seen Reason Ne> LA

Most

Other physicians/health care providers being seen now:

Name. City, State
Reason
Name. City, State.
Reason
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GENERAL INFORMATION

treatment?.
office?.
Have you had
in this office?
Do you think that any of your work or Jawe
FINANCIAL RESPONSIBILITY
Gy, State, Zip.

Home phone ( ) Cell phone ( )

Employer
DENTAL INSURANCE

full name Birth date.

Social Securtty #.
‘Address and phone (i
Employer Address.

Group # 0#
Does this policy have orthodontic benefits? [1Yes CINo [ Don't Know
Secondary policy holder's full name Bith date.
Address and phone.
Employer Address.

Group # 04

Does this policy have orthodontic benefits? [Yes CINo []Don't know

MEDICAL INSURANCE

Policy holder's full name
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MEDICAL HISTORY

Now or n the past, have you had:

Yes No DK/U

O O Bith defects or hereditary problems?
Bone fractures or major njuries?

Any injuries to face, head, neck?
Avthrtis orjoint problems?
Endocrine or thyrold problems?
Diabetes or low sugar?

Kidney problems?

Cancer,tumor,radiation treatment of chemotherapy?
‘Stomach ulcer, yperacidity, acid efluc?
Immune system problems?

AIDS or HIV positive?
Hepatits, jaundice, or other Iiver problems?
Polio, mononucieosis, tuberculosis, preumonia?
Seizures, fainting spells, neuroiogic problems?
Mental health disturbance or depression?
Vision, hearing, or speech problems?

History of eating disorder (anorexa, bulimia)?
High or low blood pressure?

Excessive bleeding or bruising, anemia?

00000 oDOoOOoO0OO0OoOf

following’

z
H

0ooooOooOoOooOoO0

O Local anesthetics (novocaine, idocaine, xylocaine)
O Latex (goves, balloons)

O Aspiin

O Metals Gewelry, lothing snaps)
O Penicilin

O Other antiiotics.

O touproten (Motrin, Advl)

O Acrylis

O Plant poliens

O Animals.

O Foods.

O Other substances

DENTAL HISTORY

H
H
i
H
H
¥

3 Permanent or extra (supernumerary) teeth removed?
O Supemumerary (extra) or congenitally missing teeth?
O Chipped or injured primary or permanent teeth?

O Any senstive or sore teeth?

Bleeding gums, bad taste or mouth odor?

Jaw fractures, cysts, infections?

Chest pai tre asity,
Hear defects, heart murmur, eumatic heart disease?
‘Angina, arteriosclerosis, stroke or heart attack?

‘Skin disorder (other than common acne)?

Do you eat a welkbalanced diet?

Frequent headaches or migraines?

0000000000000 D000O000O0O0O0O0OO0O

v pupoton
“Gum boils” frequent canker sores or cold sores?
History of speech problems or speech therapy?

O Difficuty breathing through nose?

O Food impaction between the teeth?

01 Mouth breathing habit or snoring at night?

=] etey
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O Frequent ear ool

O Asthm, sinus problems, hayfever?

O Tonsil o adenoid condition?

O Doyou frequently breathe through your mouth?

000000000000 000D0000O00O0O0O0OONOCOOoOO0O0
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0000000000000 0D0O0O00O0OO0O0D0O0¢#S
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0 Toeth causing nitation tolp, cheek or ums?

O Abnormal swallowing (tongue thrust/?

0 oot ginding or lenching?

D) Clking, locking in jaw joints?

0 Soreness injaw muscles orface muscles?

O Ringig n ears,diffcutyinchewing or opening jaw?

5 Hove you ever been treate for “TM or “TMD* problems?

00 Ary broken or missing filings?

o

o pyon

3 Have you ever hod an orthodontc consultaton o reatment
before now?

[ ——



PATIENT HEALTH INFORMATION

Listany that you take.
Medication Taken for
Medication Taken for
Medication Taken for
Have you ever taken
procedures?.

Do you or have you

2
in your face or jaws?

Any other physical problems?

floss?.

Women: Are you pregnant? [JYes CINo

FAMILY MEDICAL HISTORY

Are you trying to become pregnant? [l¥es CINo

Have your parents or siblings ever had any of

Arthitis

Diabetes

Unusual

Other family medical conditions?

RELEASE AND WAIVER

Signature Date
Signature Date
MEDICAL HISTORY UPDATES OR CHANGES

Changes.

Signature Date
Dental Staff Signature. ecid
Changes

Signature Date
Dental Staff Signature Date.
Changes

Signature Date
Dental Staff Signature e

[y ———
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