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MEDICAL AND DENTAL INFORMATION

PRELIMINARY INFORMATION ay's Date

Patient's Name Nickname Sex

Last First Middle
Date of Birth / Age in Years School Grade

mo. day yr.
Home Address Phone
Stree! No. Street Name

City State Zip
Father's Name Sacial Sec. No.

Last First Middle
Father's Occupation Business Phone No.
Father's Employer
Mother's Name . Social Sec. No.

Last First Migdle
Mother's Occupation Business Phone No.

Mother's Employer

Person Responsible for 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. Thisinformation 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. Is patient in good health? ., ................... U H B S FEEE K EE YDA S D RleienBiediin s o n 8 3 et 1 5 8 im0 A RS o4
2. Patient's last physical examination was on
3. Is patient now under the care of @ PRYSICIENT . ... ..ottt e e

If so, what is the condition being treated?

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

5. Is patient taking any medicine(s) including Non-prescription MEGICINE? . ... .. '\ et

If so, what medicine(s) are being taken?

If-s0, what was the iliness or problem?

7. Have Tonsils and Adenoids been removed? If yes, when?

8. 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. Does patient have or has patient had any of the following diseases or problems?
a. Damaged heart valves or artificial heart valves, including heart murmur or rheumatic heart dissase, scarlet fever, artificial
OIS Y
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary occlusion, high blood pressure,
ArRriOrSCIBrOSIS, SIOKE) o\ttt et
A BTGy
S SInUStrouble L e e
S ASTAME OF NAY BVET L L
Fainting spells or seizures, dizZINBSS .. ... . . i
CDIEDEIES L srmuvslumesnsenanenngas
. Hepatitis, jaundice or liver diSEase ... ... .o e
AIDS or HIVInfection ... o
Jo TYrOI PrOD EMS o ottt et
k. Respiratory problems, emphysema, bronchitis, e1C. ... .
I Arthritis or painful swollen Joints .. ... S
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11, StomMach UICer. oF RYPEIAGIANY . 4o e s vn v o smeionsn smms 5 s s 505550 08 v o aimmmm oo e en anie v slbeh B8 2 8380889 060 s FRE e Yes No
n Kidney trouble ......ovii i, T T R EEREETT SRR Yes No
5 TOBBECUITEIE o ovoenr o v v e eemmmesms g ien 8 AR LGS0 6 5§ 5 5 66 5 55 5 § § 5  Ewsvaommdins f o © o % s om0 0 1 w30 svnnib s I SRR N Yes No
Do POESISIEME GOUGN . o\t st ettt e e e e et e et e e e Yes No
. Persistent SWONBN GIANGS N FIBCK ..« + vttt in ettt ettt e n e et e e e e Yes No
T LOW BIOOM PrESSUIE . .o v\ vt vet ettt ettt e e et b e bt e et e e et e e b e e Yes No
5. Sexually tranSmItted QISBASE . . .« .\ . vttt ettt et e e e e e Yes No
t. Epilepsy or other NeUrologiCal ISBASE .. ... . t.ue ittt ats e ettt et et Yes No
10. Does patient have any blood disorder such as anemia, hemophelia, leukemia, sickle cell disease? ... Yes No
11. Is patient allergic or has patient had a reaction to:
N I Lo (g T=1c) ta = € o1 T S T R S Yes No
b, PERIEIIR OF OHET BIHIOTTES. .ove. s ummssnnms oo 55 88 555585558855 8 ¢ FEIRwHIEE I 5080505 60 Aa I L o 001 S B 1 Yes No
Other
12. Has patient had any problems associated with any previous dental treatment? ... Yes No
If so, explain
13. Does patient have any disease, condition, or problem not listed above that you think | should know about? . .................. Yes No
It so, explain
14, Onset of Puberty: (Boys - Voice changed; Girls - Started Menstruation). ..., o i Yes No
DENTAL INFORMATION
1. When was patient's last dental visit?
2. The name and address of patient's dentist is:
3. | would describe patient's temperament as:
4. Patient's hobbies or sports interests are:
5, Is patient @ MOUth DIEAtRBIT .. ... ottt ettt et Yes No
6. Has patient ever had a finger or thumb habit? ... ... o Yes No
7. Are patient’s teeth sensitive 10 cold, N0t OF FOOGS? ...t .\ ittt Yes No
8. Would patient mind WEAMNG BrACEST .. .. ..ttt ettt e ettt e e e Yes No
If yes, please explain
9. What is patient's main reason 1or seeking orthodontic treatment?
10. Has patient ever had arthodontic treatment (DIACES)7 . .. .. ... oottt e Yes No
If yes, when and by whom
11. Has patient ever had an orthodontic examination, evaluation, conference or coNBUREHON? cnpssmupmmumes cassasnevusoxsniess Yes No
If yes, when and by whom
12. Has patient ever been told 10 58€ @n OMthOTONTISI? . .. .. ..o\ ottt ittt et et e Yes No
If yes, when and by whom
13. Do you feel patient's gingiva (GUMS) 8re hEalthy? .. ... ..ttt e e Yes No
If no, please explain
14. Do patient's gums bleed WHen DIUSRING? .« ... vuuevre ettt ettt et Yes No
15. Will patient follow instructions regarding good oral hygtene ............................................................ Yes No
18. Do you feel patient’s jaw Joint is Nealthy? .. ... . o e Yes No
If no, please explain
17. Does patient’s jaw joint(s) click, crack, pop, grate or make any other SOUNd(S)? ... .. o i Yes No
18. D08S PAIENT GHNA TBBINT . ... ittt ettt o e e e e e e Yes No
18, Does patient ClenCh 188N T . .ot Yes No
20. Has patient's jaw ever “oCKBd" OPEN.OF CIOSEAT v\ v v u v s nsn s s inaaisissamiumse s esssss s s sps s sion &s oama s Yes No
If yes, please explain
21. Has patient ever been told that patient has a TMJ or “Jaw joint” problem? ... .. .o i s Yes No
If yes, when and by whom
Yes No

22, Has patient ever been told that they have jaw arthritis?
If yes, when and by whom

The medical/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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