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Patient Information Adult

Patient 's Name

I Iome Address

DOB Age

Male Female

Ci ty State Zio

Phone Cel l  Phone

Who may' u'e thank fbr ref'erring you?

Main Concern For Orthodontic Treatment

F inancia l  Responsible Partv Informat ion

Responsible Part l '  Name

Phone Cel l  Phone

Work Phone

Drnai l

Home Address ( i1-dif f-crent f iom patient)

Ci tv State-Zip

SSN DI-#

Insurance Information

Primary Insurance Company & Address

Phone Number

Employer Ciroup Number

Subscriber Nanre Subscr iber ID Birrhdate

Secondary Insurance Ciompanl' & Address

Phone Number

[Jmplo l  er Group Number

Subscriber IDSubscriber Name

Dental History

l)entist 's Name Otfrce Location

Now or in the past has the patient:

Yes No Abnormal swallorving habit ( tongue thrusting)?

Ycs No Permanent or "extra" teeth removed Yc's No History of speech problems?

yes No l'eeth sensitive to ho1 or cold: teeth throb or ache? Yes No Mouth breathing habit" snoring. difficulty

Yes No Jaw fiacrures. c\ srs or mouth int-ections? breathing'?

yes No "Dead teeth" or root canals treated? Yes No 
' l 'ooth 

grinding or. iaw cl inching?

Yes No Bleedings gums. bad taste or mouth odor? Yes No Any pain inJau or r inging in ears'J

yes No periodontal disease "Gum problems" Yes No An1' pain or soreness in the muscles of the face

Yes No Food imnaction between teeth? or around the ears?

Yes No Diff lcult ;-  when cherving or jau'opening'/



Yes No Any teeth irritating cheek lip, tongue or palate?

Yes No Concerned about spaced, crooked or protruding teeth?

Yes No Aware of under or over developed lower jaw?

Yes No Frequent canker sores or cold sores?

Yes No Taking any forms of fluoride?

Yes No Any relative with similar tooth or jaw relationship?

Yes No Had periodontal (gum) treatment?

Yes No Would you object to wearing orthodontic appliances (braces) if they are

Yes No Any serious trouble associated with any previous dental treatment?

Yes No Ever had a prior orthodontic examination or treatment?

Now or in the past has the patient had:

Office Use Only

TX MO:
APPL:

CLN DN:

REFER:

YES NO

So's Upr/ Lwr

recommended?

Yes No Skin disorder?

Yes No Tired easily?

Yes No Chest pain, shortness of breath or swell ing

ankles?

Yes No Does the patient eat a well balanced diet?

Yes No Frequent head aches, colds or sore throats?

Yes No Ear, nose & throat condition?

Yes No Hay fevers, asthma, sinus trouble or hives?

Yes No Tonsil or adenoid condition?

Females Only

Yes No Pregnant?

Yes No Birth Control?

Yes No Nursing?

Allergies or reactions to any of the following:

Yes No Local anesthesia (Novocain, Lidocain)?

Yes No Aspir in

Yes No Sulfa Druss

Yes No Vinyl

Yes No Acrylic

Yes No Latex

Yes No Animals

Yes No Penicil l in or other antibiotics

Yes No Codeine or other narcotics

Yes No Birth defects or hereditary problems?

Yes No Bone llactures, or rnajor accidents?

Yes No Endocrine or thyroid problems?

Yes No Kidney problems?

Yes No Diabetes?

Yes No Cancer, tumor, radiation treatment or

chemotherapy?

Yes No Stomach ulcer or hyperactiviry?

Yes No Pol io,  mononucleosis.  tuberculosis.

pneumonia?

Yes No Problems of the imrnune system?

Yes No AIDS or HIV posi t ive?

Yes No Hepatit is, jaundice or l iver problems?

Yes No Fainting spells, seizures, epilepsy or

neurological problem?

Yes No Mental health disturbance or depression?

Yes No Vision, hearing, tasting or speech diff iculties?

Yes No Loss of weight recently, poor appetite?

Yes No History of eating disorder (anorexia, bulimia)?

Yes No Excessive bleeding anemia or bleeding disorder?

Yes No High or low blood pressure?

Yes No Cardiovascular problem (heart trouble, heart

attack, angina, coronary insuffi ciency,

arteriosclerosis, stroke, inborn hearl defects,

heart murmur or rheumatic heart disease)?

Yes No Metals (ewelry, clothing snaps)

Yes No Ibuprofen (Motrin, Advil)

Yes No Foods (specifu)

Yes No Other substances (specifu)

I have read and understand the above questions. I will not hold my orthodontist or any member ofhis or her staffresponsible for any enors
or omissions that I have made in the completion ofthis form. Ifthere is any changes later to this history record or medical /dental

status, I will so inform this practice.

Signed: Date:

Doctor's Signature: Date:
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