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MEDICAL DENTAL HISTORY FORM ADULT

CONFIDENTIAL

Patient’s Last Name: rst IRame: Middle Nartiedtn

Birth Date: Age: x: Be F Patient's Nickname:

S.S.N./S.I.N.: Home Phone No Work Number:

Cell Phone Number: EAddress:

Patient’s Address:

City: State: Zip/Postal Code:

Years At Above Address: Patient Is: Single_ Married_ Widowed___ Sepdra Divorced

If Less Than 5 Years At Current Address, Previodsli&ss:

Years At Previous Address:

Occupation: Employer: Years With Employer:

Name of Spouse/Closest Relative: Phone No.: (if different than ypurs

Relationship To You: Addresgifiiérent than patient’s):

City: State: Zip/Postal Code:

Name of Patient’s Dentist: Phone No.:

Dentist’s Address: City: State: Zip:

Date Last Seen: Reason:

Name of Patient’s Physician(s): Phone No.:

Physician’s Address: City: State: Zip:

Date Last Seen: Reason:

Who Is Financially Responsible For This Account?

Last Name: st NAme: Middle Name/Initial

Address: . City State: Zip:

Phone No. : S.S.N./S.I.N.:

Employer: How Many Years?




Insurance Coverage For Dental Treatment? Yes No Insurance Coverage For Orthodontic Treatthgrs No

Primary Policy Holder's Name: S.S.N./S.I.N.:
Birth Date: Employed By:

Dental Insurance Company: Group No.:
Secondary Policy Holder’'s Name: S.S.N./S.I.N.:
Birth Date: Employed By:

Dental Insurance Company: Group No.:
Medical Insurance Company: Group No.:

Who Suggested That Your Child Might Need Orthodoifitieatment?

Why Did You Select Our Office?

For the following questions mark yes, no, or don’know/understand (dk/u). The answers are for officeéecords only and will be
considered confidential. A thorough and complete Isitory is vital to a proper orthodontic evaluation.

MEDICAL HISTORY

Now or in the past, have you had:

yes ___no___ dk/u Cardiovascular problem (heauble, heart attack, __yes___no__ dk/u Skin disorder?
angina, awaoy insufficiency, arteriosclerosis, stroke, inbor
heart deseteart murmur or rheumatic heart disease)?

yes __ _no___dk/u Birth defects or heredipaoplems? __yes___no__ dk/u Excessiveditg or bruising tendency, anemia or
bleeditigorder?

yes ___no__ dk/u Bone fractures, any majidants? __yes___no__ dk/u High or Idadd pressure?

yes __no__ dk/u Rheumatoid or arthritic d@rs? __ves___no__ dk/u Tired e&sily

yes___no___dk/u Endocrine or thyroid prolsfem __yes___no__ dk/lu Chest miortness of breath or swelling ankles?
__yes___no__ dk/u Kidney problems? __yes___no___ dk/u ¢tigof eating disorder (anorexia, bulimia)?
__ves___no__ dk/u Diabetes? ___yes___no___dWision, hearing, tasting or speech difficulties?
__yes___no__ dk/u Cancer, tumor, radiaticatrinent or chemotherapy? __yes___no__ dk/u Mental health disturbaradepression?

__yes___no__ dk/u Stomach ulcer or hyperg€idit
__ves___no__ dk/u Polio, mononucleosis, tubests, pneumonia? ___vyes___no___ dk/uronsil or adenoid condition?
yes__ no__ dk/u Problems of the immune sy&te __yes___no__ dk/u Does pasant well balanced diet?

___yes___no___ dWAayfever, asthma, sinus trouble, or hives?
__vyes___no___dk/u AIDS or HIV positive?

__ves___no__ dk/u Hepatitis, jaundice or lwablem? __vyes___no__ dklu Frequentlaelzes, colds, or sore throats?
___vyes___no__ dk/u Fainting spells, seizuggemsy or neurological problem? __vyes___no__ dk/lu Eye, ear, nose or tloaadition?
__yes___no__ dk/u Loss of weight recentlyraqpetite ? __yes___no__ dk/u Osteoporosis



Allergies or reactions to any of the following:
__yes__|
__yes_
__yes_

__yes__ |
__yes__ |

__yes__ |
__yes__ |
__yes__ |

__yes__ |

__yes_ |

__ves

__yes__no___dk/u Operations? Describe:

__yes___no___dk/\Hospitalized? Describe:

___yes___no___dk/WDther physical problems or symptoms? Describe:

yes

Are there any other medical conditions that we &hba aware of?

no___ dk/u Local anesthetics (Novocairtiédocaine

no___dk/ubuprofen (Motrin, Advil)

no___dk/wPenicillin or other antibiotics

no___dk/«Codeine or other narcotics
no___ dk/Winyl

no___dk/u Animals

no___ dk/u Foods(specify)

sye no___dk/uMetals (jewelry, clothing snaps)

___yes___no_k/udAspirin

_yes___ nalk/u Sulfa drugs

__yes__ |

no__ dk/u Latex (gloves, balloons)

__yes___no___dk/u Acrylic

no___ dk/@ther substances (specify)

no___dk/WAre you taking medication, nutrient supplementsbhkemedications or non prescription medicine?agdename them.

Medication

Medication

Medication

Medication

Medication

___no___dk/uDo you chew or smoke tobacco?

Taken for

Taken for

Taken for

Taken for

Taken for

no___dk/uDo you currently have or ever had a substance giroddem?

____no___dk/Being treated by another health care professidfad?

Date of most recent physical exam?

WOMEN ONLY

__yes___no___dk/uAre you pregnant?

—_yes__|

no___dk/uAre you anticipating becoming pregnant?

DENTAL HISTORY

Now or in the past, have you had:

___yes___no___dk/Teeth sensitive to hot or cold; teeth throb or &he

__yes__no___dk/u Chipped or otherwise injuradary(baby) or permanent teeth?

___yes___no___dk/dhumb, finger or sucking habit? Until what age? ?

___yes___no___dk/Mouth breathing habit, snoring, or difficulty indathing?

yes___nok/udJaw fractures, cysts or mouth infections?
yen dk/u “Dead teeth” or root canals treated?
___yes___no___ dBleeding gums, bad taste of mouth odor?

___yes___no___dReriodontal “gum problems”?



yes___no___dk/iAny pain or soreness in the muscles of the fa@raund the ears? yes___no___difaod impaction between teeth?

__yes___no___dk/u Tooth grinding or jaw clencRing ___yes___no___dk/@ermanent or “extra” (supernumerary) teeth remadved
__yes___no___dk/Bupernumerary (extra) or congenitally missing teeth ____yes___no___ dKistory of speech problems?

___yes___no___dk/tAny pain in jaw or ringing in the ears? ___yes__no___dk/lAbnormal swallowing habit (tongue thrusting)?
___yes___no___dk/u Difficulty encountered in chreywdr jaw opening? __ves no___dk/u Aware of loose, broken or migeastorations (fillings)?
___yes___no___dk/Wny teeth irritating cheek, lip, tongue or palate? ___yes__ no_/udkoncerned about space crooked or protrudirt2ee
__yes___no___dk/\Aware or concerned about under or overdevelope@ jaw ___yes___no___dk@um boils”, frequent canker sores or cold sores?
___yes___no___dk/oraking any forms of fluoride? ___yes_o_n dk/u Any relative with similar tooth or jaw relationsksip
___yes___no___dk/iHad periodontal (gum) treatment? __vyes___nadk/u Any serious trouble associatedth previous dental treatment?
__yes___no___dk/Would you object to wearing orthodontic applian@@sices) ___vyes___no___diEuer had a prior orthodontic examination or treattde

should theyibdicated?
___yes___no___dk/Been under another dentist’s care?

Specialist

Other

FAMILY MEDICAL HISTORY

Do the patient’s parents or siblings have any effthiowing health problems?
If so, please explain.

Bleeding disorders

Diabetes

Arthritis

Metabolic disturbances

Severe allergies

Unusual dental problems

Jaw size imbalance

Any other family medical conditions that we sholaftbw about?

How often do you brush: ossk|

What is your primary concern? Why are you here?

I have read and understand the above questiori.natvhold my orthodontist or any member of hewlstaff responsible for any errors or
omissions that | have made in the completion of fbim. If there are any changes made later tohistery record or medical/dental status,
I will so inform the practice.

Signed: Date Signed:
(Patient)

Signed: Date Signed:
(Dental staff member)




