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Patient's Name

MED,ICAL A.ND DENTAL INFOHII4ATION
PRELIMINARY TNFORMATION roday's Date

Nickname Sex

Da]e of Bifih

Fksl

Age in Years G rade

Home Address

School

Phone
Skftl No. Sl@l Name

Cib/ State Zip

Fathor's

Falhe/s

Falh6 r's

Name

Occupation

Social See. No.

Business Fhone

Social Sec. No.

Business Phone

No

Employer

lr,lothels Name

l!,1othels Occupation No

Moiher's Employer

Person Besponsible for Account

\ryhorn may we lhank for reierrlng you io our olfice

DENTAL INSURANCE INFORMATION

lncL,roi'c Nloma Pol. f
lnsurance Co. Group #

lnsured's Employer insured's l-late ol Birth

MEDICAL HISTOHY
The patient's Medical and DentalNistory lniormaiion is very important. Th'is information bear.s directly on lhe outcome of treatment and is also importanl in
helpingtoavoidcomplicatrons. Thankyoutortakingtneiimeloanswerthesequestions.

1. ls patient in good health? Yes

Yes

No

No

2. paligni's last physical examination was c,n

3. is paiienl now under the care o,f a ptrysician?
if so, what is the condiiion being treated?

4 Tl-re name and address of pai,ent's physician(s) is

ls patlent taking any medicine(s) including non-prescriplion medicine?
lf so, what medieine(s) are being,faken?
Has patient had any serious illness, operation, or been hospitatized in the pasl E years?
lJ.so, what was the illness or problem?

7,

8.

Have Tonsils and Adenoids been removed? lt yes rihen?
Has patient had any injuries 10 the faee, head or teeth? lf yes, please give complete details including date(s) of occurance, naturo of
injury and whc trealedi

Does patient have or has patient had any ol the following diseases or problems?
a, Damaged heart valves or arlif icial head valves, including hearl murmur or rheumatic hean dlsoase, scarlel fever artiflcial

ioints?. . yes

b. Cardiovascular disease (head trouble, heaft atlack, anglna, coronary insufficiency, coronary occlusion, high blood pressure,

afteriorscierosis, strokel

NoYes

No6.

No
No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

c.

d,

e.

t.

o.

h.

i.

j

k.

t.

Sinus irouble
Asthma or hay fever

Faintjng spells or seizures, dizziness
Diabetes

Hepatitis, jaundice oi. ijver disease
AIDS or HIV intection

Thyroid probler..Ls

FespiralCry probier,rs, ernphysema, Dronch 1ls e1c.

No
f'.lo

Nc
\t^

\.
\.

NoArthritis ar painful swollen jolnts . .

MiddtpLasl

Middle



m. Stomach ulcer or hyperacidity

n, Kidneylrouble..... ....r..... Vac

o. Tuberculosis
p. Persistent cough..
q. Persislent swollen glands in neck .

Yes

Yes

Yes

Yes No
Yes No
Yes No
Yes No

Yes

No
No
No
No
NO

r. Low blood pressure

s. Sexually transrnitted disease,

t. Epilepsy orother neurological disease ' :. ......
1.0. Does patient have any blood disordersuch as anemia, hemophelia, leukemia, sickle eell disease?
'1 1. ls patient allergic or has patient had a reaction to:

a. Local anesthetics

b. Penicillin or other antibiotics.

Other

lf so explain

.12. Has patient had any problems assoctated with any previous dental treatmentl , . .,.. Yes

No
No

No

13. Does patient

li so, explain

have any disease, condition, or problem not listed above thal you think I should knort aboul? Yes

No

No

'14. onset of Puberty: (Boys - voice changed; Girls - stafied Menstruation) Yes

DENTAI. INFOHfulATION

1

2.

When was patient's iast dental vis t?

The name and adcress oi patient's dentist iG:

3. I would cescribe patient's temperament as:

4. Palient's hobbles or spons interests are:

5.

6.

7

8.

ls patient a mouth breather? Yes

Has patient ever had a finger or thumb habit? Yes

Yes

Yes

Yes

No
No
No
No

No

No

No

No

Are patient's teeth sensitive to cold, hot or foods?

Would patient mind wearing braces? .

Voc

I
10

lf yes, v/hen and by whom

1 1. Has patient ever had an ort

lf yes, when and by whom

if yes, when and by whom

lf yes, please explain

lf no, please explain

\(/nai is palient's main reason for seeking orlhodontic trealment?

Has patrent ever had o(hodontic treatment (braces)?

hodontic examination, evaluation, conference or oonsultaiion?

12. Has patient ever been told to see an orthodontist?

13. Do you feel patient's ginglva (gums) are healthy?

14. Do patient's gums bleed when brushing?
,15. Will patient follow instructions regarding good oral hygiene?

16. Do you feel patient's jaw joint is healthy?

lf no, please expialn

17. Does patient's jaw joint(s) click, crack, pop, grale or make any other sound(s)? Yes

18. Does patient gnno teelh?

19. Does patient clench teeth?. . Yes

20. Has patient's jaw ever "locked" open or closed?

Yes
l{ yes, piease explain

21 Has patrent ever been lold

lf yes, when and by whom

Yes No
Yes No
Yes No

No
No
Nc
No

that patient has a TMJ or "Jaw joint'' problem?

hat they have jaw adhritis? Yes

No

No22. P'as patient er,,er been lold I

lf yes, when and by whom

The medical/dental inlormation provided ts complete and correct to the best of my knowledge. I agree Io inforrn this office o{ any change(s).

(Da1e)

Date

Exa,.nining Dentisl

Signature
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