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7051 DR. PHILLIPS BLVD.
SUITE 9

ORLANDO, FLORIDA 32819

ffi American
.' ^ 

'i{ Association of

\;| 0rthodontists

MEDICAL AND DENTAL INFORMATION

ADULT GENEBAL INFORMATION DAIC

ZipCity

Patient s Name

Age in Years

r*ast Firsi

- 

Date of Blrth / / Sex M
mo. day vr

Address
Number Strgel

Occupation

Employer

Length of time employed with above employer. Yrs. Business Phone ( 

-)
Name of Spouse Spouses Age _--

Home Phone (
t'4iddle

F Height 

-Weight -Single -Married -Divorced 
-Separated -I

BUSIneSS PhoNE \

State

Social Security No

Business Phone ( 

-)
Social Security No.Spouse's Occupation

Spouse's Employer

l{ you are completing this form ior another person, what is your relationship to that person?

ln case o{ emergency, notify Telephone

Fe{erred by

Person responslb{e for this account

Whcm may we thank for rsfBlpinq you to our office

DENTAL I NSURANCE INFORN/IATION

lnsured's Name Pol. #

lnsurance Co, Group #

Insured's Employer lnsured's Date of Birlh

MEDICAL HISTORY
Thepatient'sMedical andDental Historylnformationisveryimportant Thisinformationbearsdirectlyontheoutcomeoftreatmentandisalsoimpoftantin
helping to avoid complications Thank you fortaking the time to answerthese questrons.

1, Are you in good health? . . Yes No
2 My lasr ol"vsical e^aminatron \'as on

3. Are you now under the care of a phys cian? Yes No
lf so. what rs the condition being treated?

4. The name and address of my physicianlsl is

Are you taking any medicine(s) including non-prescription medicine? .

lf so, what medicine(s) are you taking?

Have you had any serious i lness, operation, or been hospitaltzed in the past 5 years?

lf so what was the illness or oroblem?
Haspatienthadanyinluriestothe{ace.headorteeth?ltyes,pleasegivecompletedetarlsincludingdate(s)ofoccurance natureo{
i.riu"r and whc lreaied:

Do you have or have you had any of the following diseases or problems?

a. Damaged head valves or arlifrcial heart valves, including hearl murmur or rheumatic heart disease, scarier fever, artificial
iainrcDlv, ,rr: , .

b. Cardiovascular disease (head trouble, hearl attack, angina, coronary insufficiency, coronaD/ occlusion, high biooci pressure.

aneriorsclerosis, stroke)

NoYes

NoYes

tiloYes

c.

d.

f,

s,
Ltt.

i.

j

v

Allergy .

Sinus trouble

Asthma or hay fever

Fainting spells or seizures, dizziness

Diabetes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

t\o

No
No
No
No
No
No
No
No
No
No

r rEPduuJ, ldurrulLc ul

AIDS or HIV infection

Thyroidproblems...
Respiratory problems, emphysema, bronchitis, etc. . . .



l. Afthritis or painful swollen ioints
m. Stomach ulcer or hyperacidity

n. Kidney trouble .

o. Tuberculosis
p. Persistent cough "

q. Persistent svuollen glands in neci" .

r. Low blood pressure

s. Sexually transmitted disease

t. Epilepsy or other neurological disease .

u. Are you pregnani?

v. Do you have any blood disorder such as anemia, hemophelia, leukenria, sickle cell disease?

w, Are you allergic or have you had a reaction to:

a. Local anestheticsd. Luudl arrEJlilEr.vJ......

b. Penicillin or other antibioticsantibiotics

Yes

Yes

Yes

Yes

Yes
Yes

Yes

Yes

Yes
Yes

No
No
No
No
No
No
No
No
No
No
No

No
No

No

No

c. Other

x. Have you had any problems associated with any previous dental treatmen i? . . . . . Yes

lf so, explain

y. Do you have any disease, conditron, or problem not listed above that You think I should know aboui? Yes

11 so, e>lpiain

DENTAL INFCIRMAT!ON

When was your last dental visit?

The name and address of my denttst is:

Have you ever had teeth removeci?

Have your wisdom leeth been removed?

What is your main reason for seeking odhodontic treatment?

No
No

'1.

2.

J.

4.

5.

6.

7.

B.

9.

10.

11.

12.
1a

14.

t3.

lo.

Have you eve!'had crthodontic treatment (braces)?

If yes, when and by whom

Have you ever had an orthodontic examination, evaluation, conference or consultation? " ' ' ' ' '

lf yes, when and by whom

Have you ever had orthodontic records, such as x-rays, study models or photographs?

lf yes, when and by whom

Do you feel your teeth can be straighter? ' . . . .

Do you feel your occlusion (bite) needs to be improved? . . . . . .

Have your ever been told to see an odhodontist? . " . .

li yes, when and by whom

Do you feel your gingiva (gums) are healthy?. ' '
Have you ever been told that you have gum disease?

lf yes, when and by whom

Have you ever been advised to have periodontal (gum) treatment?. .

Have you ever had periodontal (gum) treatment? . . . . .

lf yes, when and by whom

Yes
Yes

Yes

Yes

Yes

Yes
Yes
YeS

Yes

Yes

Yes

Yes

Yes

Yes
YeS

Yes

Yes

t\o

No

No

No
No
No

No
No

No
No

NoDo yoLr feel your law
lf no please explain

joint is healthy i't' '.....

17. Does your jaw.ioint(s) click, crack, pop, grate or make any other sound(s)?

18. Do you grind your teeth? . .

19. Do you clench Your teeth? . .

20. lf you are experiencing stress, do you grind your teeth?

21. Has your jaw ever "locked" open or ciosed?

lf yes, please explain

22. Have you ever been told you have a TMJ or "Jaw Joint" problem?

23. Have you ever been advised to have treatment for a TMJ or "Jaw Joint" problem?

24. Have you ever had treatment {or a TMJ "Jaw Joint" problem?

Vac

No

No
lf yes, when and by whom

l,f yes, whcn and by whom

The medical/dental informatron provided is complete and correct to the best of my knowledge. I agree to inform this office of any change(s)

No

No
No
No
No

Date

(Date) Examining Dentist

Signature

No
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