GOLDIE & DEESE ORTHODONTICS

7051 DR. PHILLIPS BLVD. American
SUITE 9 Association of
ORLANDO, FLORIDA 32819 Orthodontists
MEDICAL AND DENTAL INFORMATION
ADULT GENERAL INFORMATION Date
Patient's Name Home Phone (_ )
Last First Middle
Age in Years Date of Birth "”‘%L—— Sex M F Height Weight Single Married —__Divorced Separated
mo. ay yr.
Address Business Phone { )
Number, Street

City State Zip

Occupation Social Security No.

Employer

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

Name of Spouse SpousesAge —_ Business Phone ( )

Spouse’s Occupation Social Security No.

Spouse’s Employer

If you are completing this form for another person, what is your relationship to that person?

In case of emergency, notify Telephone

Referred by

Person responsible for this account

Whom may we thank for referring you to our office

DENTAL INSURANCE INFORMATION

Insured’'s Name Pol. #

Insurance Co. Group #

Insured’s Date of Birth

Insured’s Employer

MEDICAL HISTORY

The patient’s Medical and Dental History Information is very important. This information bears directly on the outcome of treatment and is also important in

helping to avoid complications. Thank you for taking the time to answer these questions.

1. Are you in gOod REalth? « s . v sawsmmmweva v wssssvsms smmmmesaass vasn obame 87 asss 53 Beeavess £5 5 S35 5 0 SosnuEsaaesssiesen
2. My last physical examination was on

3. Are you now under the care of @ PhySICIENT . .. ..ottt e e
If so, what is the condition being treated?

4. The name and address of my physician(s) is

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

If so, what medicine(s) are you taking?
6. Have you had any serious iliness, operation, or been hospitalized in the past 5 years? .........oouuiiiiiieeiinniiiinnn.
If so, what was the illness or problem?

7. Has patient had any injuries to the face, head or teeth? If yes, please give complete details including date(s) of occurance, nature of
injury and who treated:

8. Do you have or have you had any of the following diseases or problems?
a. Damaged heart valves or artificial heart valves, including heart murmur or rheumatic heart disease, scarlet fever, artificial

b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary occlusion, high blood pressure,
ArErIOrSClErOSIS, SITOKE) .« .\ttt ittt et e e
o PHEEGY rovon v vs 35030 0w mmmeas 2555 585555 BB E G55 855 0 B 8 oo 56 8o g o miosiotons £55 8 s 505 AFEH0H 15 pnibanenns mmmen s
L OINUS trOUDIE L L o
CASHIMIA OF Ny VO L Lt e
Fainting spells or seizures, dizzZiNESS . ... ..ttt e e
s DIEDEIES i v s s 555 00 BT 5 8 Y 55 0555 6 FERSLE N 6 B b e s B b nrneeinn v 8 0 o mcmnymsss o B p § 5w 56 b bumonast 6 6 E wap g n o moAveare
. Hepatitis, Jaundice oF HVer diSEaSE . .. ...t e
AIDS or HIV INfeCtion oo i
TIAYEOIT BIOBIEITIS & 5 ¢ 556 5 4 6050 £ 555 55 5 o & moncosmsarmamsare 5 s 5 8 @ o o 18 o S0 SPERLES 31 8 & 6 % 3 0 FERSRLOSESE BB 3 5 00 3 8 3 3LAEREREPASEN L £ 8 % 2 o o B8 s omcmEanS
k. Respiratery problems, emphySema; Bronehitis; 86 sy s sz s semsmme 65 8850 0mimssis i555 555 S0meim sy 5y 44555 5 aums
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I Arthritis or painful SWONBN JOIMIS . ...ttt ettt Yes No
m. Stomach Ulcer o NYPEIaCIAItY ..« ..ottt ettt et e e it Yes No
T s 16 1o 11 - S T F T R R L Yes No
B. TUDBTOUIGEIS o0y s s rss55 5 amas s s 858155555 BEmmaems o o5 ¢ 5 8 s o o s e o s s 2 n s BRGGIHLAEES 813508 pamams Yes No
B, PorSistentiEDUER v s 55 s summmes s s s esssssnemmmmiomne s s o x s nonibbiaii§ 884358 E BABETE§HeE3T 00 s 0 b Yes No
qg. Persistent swollen glands N NMECK .. ... v.uueiritn ittt Yes No
F. LOW DIOOM PIESSUIE .« . ottt veeteeetas e it ee s beean e s et e s s s e e e e n e s Yes No
5. SexUally tranSMIHIE QISBASE . . .+« .« e vuee et ettt ettt e et n e e Yes No
t. Epilepsy or other neurological GiSEASE ... ... .c..vuuh et oru i Yes No
U APE YOU PIEONANE? .« . e v v e e ene e s tsante s ae s s st st e eta it s e e e s e s s st ba st g e st Yes No
v. Do you have any blood disorder such as anemia, hemophelia, leukemia, sickle cell disease? .................0. Yes No
w. Are you allergic or have you had a reaction to:
B LOCA! ANESINEIICS & v v ot ettt e e e e e e e e Yes No
b. PeniCillin OF OTNEr ANTIDIOHCS .+« vt e et ettt et et et e it e e e s Yes No
c. Other
x. Have you had any problems associated with any previous dentaltreatment? . ... oo e Yes No
If so, explain
y. Do you have any disease, condition, or problem not listed above that you think | should know about Yes No
If so, explain
DENTAL INFORMATION
1. When was your last dental visit?
2. The name and address of my dentist is:
3. Have you ever had teeth réMOVEa? ... ......eern ettt Yes No
4. Have your wisdom teeth been remMOVEd? . ... ...o.iiuiu ittt Yes No
5. What is your main reason for seeking orthodontic treatment?
6. Have you ever had orthodontic treatment (DraCeS)? ... ......oovuueiiiiiet ittt Yes No
If yes, when and by whom
7. Have you ever had an orthodontic examination, evaluation, conference or consultation? ...... SN YRS e Yes No
If yes, when and by whom
8. Have you ever had orthodontic records, such as x-rays, study models or photographs? ... Yes No
If yes, when and by whom
9. Do you feel your teeth can be straighter? ....... ..o i Yes No
10. Do you feel your occlusion (bite) needs to e IMproved? . ........o.ivviiiiiiiiii Yes No
11. Have your ever been told to see an orthodontist? .. ..........oiuiiiiiiiiini Yes No
If yes, when and by whom
12. Do you feel your gingiva (Qums) are healthy?. ... ...t Yes No
13. Have you ever been told that you have gum 10 1122 1oy = S I Yes No
If yes, when and by whom
14. Have you ever been advised to have periodontal (gum) et e P, s i v v n s 36 5 s o o v o e s oo womsmmn oy o 488 8 B Yes No
15. Have you ever had periodontal (gum) treatment? ... ....o.uiiiii i Yes No
If yes, when and by whom
16. Do you feel your jaw jointis REAINY . .. ...t te i T Yes No
If no, please explain
17. Does your jaw joint(s) click, crack, pop, grate or make any Other SOUNA(S)? oo vt Yes No
If yes, please explain
18. DO YOU GHNG YOUF EEEHNT . . ..o o\ttt ettt ettt e Yes No
1. DO YOU CIENCH YOUI TBEN? .+ . oottt ettt et e et e et ettt Yes No
20. If you are experiencing stress, do you grind your teeth? . .......oouoii i Yes No
21. Has your jaw ever “locked” OPen OF CIOSEA? ... ...t vit ettt Yes No
If yes, please explain
22. Have you ever been told you have a TMJ or “Jaw Joint” ProbIEM? ..o Yes No
If yes, when and by whom
23. Have you ever been advised to have treatment for a TMJ or “Jaw Joint" problem? ... oo Yes No
if yes, when and by whom
24. Have you ever had treatment for a TMJ “Jaw Joint" problem? .. ......oouioinin i Yes No

The med_if:ai/dental information provided is complete and correct to the best of my knowledge. | agree to inform this office of any change(s).

Date Signature

(Date) Examining Dentist
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