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ADDRESS . ..ttt et et s et e e e et h b e e e et e b e st et e e e e et b b e e e e et st s e e e e et b baraes
HOME PHONE.......covimiiiiiiiiiiiiiiciiinccianees BIRTH DATE.....ciivvuiiiiiiiiiiinnnnnne SOCIAL SECURITY feuureiinniiiiniiiiininceiieeciicerineeennen
IF PATIENT IS A MINOR, GIVE PARENT'S/GUARDIAN'S NAME....uummeiiiiiiiieieieiee ettt ettt e e e e e e e e eeeeeeeeeeaeesaeeseennnes
FAMILY DENTIST..cituiiiiiiiiiiiiinniiiiiiin ettt et e it s seesaaaas s s e eesbaaas s s e esaaaaaens WHEN LAST SEENZ....ccoviiiiiiiniiniiriiiinnnnn,

STREET

HOW LONG AT THIS ADDRESS?......ceeevivviinnnne. HOME PHONE......cctvmmmiiiiiiiiiiiiniicciiiinneee

PREVIOUS ADDRESS (IF LESS THAN 3 YEARS)...iitttttitttitiiiuttesnsniiiiieiieesee e et ettt eeet st eettettssssssssssssssaasaasasssesessssseeeseseeeseessessesstasnnnns
SOCTAL SECURITY H.ueeeeeeiiiiiiiiiiiiiiiiieeeeeeereee BIRTH DATE

EMPLOYER..cceuiiiiiiiiiiiiiiiii et OCCUPATION

SPOUSE'S NAME....uiiiiiiiiiiiiiiie ettt ettt eeebaaa s e

EMPLOYER...cottmiiiiiiiiiiiiiniccriiiin i OCCUPATION

SOCTAL SECURITY H.ueeeeeeiiiiiiiiiiiiiiiiieeeeeeereee BIRTH DATE

INSURED'S NAME....cctttmiimmimeiiiiiiieiee et
INSURANCE COMPANY....ccivmiiiiiniiiiiiniiiiinccinnees GROUP #
INSURANCE CO. ADDRESS...cttuiiiiitiitiiet ettt ettt sttt sttt e et bbb e s e et b bbb s s e et baab s seeaaaabas s s e et banbasssseesaasssssssesssnnsans
DO YOU HAVE DUAL COVERAGE?  YES..... NO...... IF YES, PLEASE COMPLETE THE FOLLOWING:

INSURED'S NAME....cctttitimmiiniiniiiiiiee et INSURED’S MEMBER ID #..eeevvviiiiiiiiiiiiiiiiiiniieieeeeeeeeeeee
INSURANCE COMPANY....citvmiiiiininiiiiniiiincciinees GROUP #.eiiiiiiiiiiiiiiiincci e, PHONE....coiiiiiiiiiiiiiincciin e,
INSURANCE CO. ADDRESS...cttuiiiiitiiiiit ettt ettt sttt st bba s e e et b e s e et b bbb s s e et bbb b s e e e aaabb s s e e e banbasssseesaassssssseessnnsans
INSURED'S EMPLOYER....ttiiiiiiiiiiiiiiiiitiititititeiii et e et ettt ettt et b e e e e b s e aa bbb s e s s s e s e e s eeeeeeeeeeeetesessessssssssssssssassassssssnss

emergency information

L = O 0 G PPN PHONE....coiiiiiiiiiiiiiiiiiiiinee
COMPLETE ADDRESS et ititttities ettt ettt ettt e ettt s ettt bbb s s e e et b aaa s s e e et b baae s s e e e b bbb s s e et babaae s s e e s abbsase s eesassnaasssesssnnns

I UNDERSTAND THAT WHERE APPROPRIATE, CREDIT BUREAU REPORTS MAY BE OBTAINED.
SIGNATURE (PARENT'S SIGNATURE IF MINOR)..ccevieiiiiiiiiiiiiiiiiiiiiiienrieineiiie e UPDATES (DATE & INITIAL)...coovveiieiieerannnen.



Please complete the following health questionnaire as fully and completely as possible.
Also write in any other information that you feel might be helpful.

WHAT ARE THE PATIENT'S OR PARENT'S MAIN
CONCERNS REGARDING THE JAWS AND TEETH?

. Crowding

. Overbite

. Buck teeth

. Misalignment

. Receded jaw

. Prominent jaw

. Gummy smile

. Spacing

. Gum disease

. Missing teeth

. Jaw dysfunction

. Mouth too small

. Clicking jaw joint

. Irreqularly shaped teeth
. Protrusion of teeth

. Ringing in ears

. Headaches/facial pain
. Neck pain

. Jaw pain

. Irreqular facial proportions
. Crossbite

22. Underbite

23. Openbite

24. Second opinion

25. Dentist recommended
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PATIENT'S CURRENT PHYSICAL HEALTH?

....... Excellent veee... Fair
....... Good veee... PooOF

LIST ALL CURRENT MEDICATIONS
TAKEN BY PATIENT:

....... Heart pills (digitalis, etc.).............
....... Antibiotics..cooreeiiiiieeeeeeiiiieeeeeee
....... Pain pills...cccevveereerieriiniiniennineenn,
....... Birth Control Pills....cccuuueereeeennee.

....... Other e

HOW OFTEN DOES THE PATIENT HAVE
DENTAL CHECKUPS?

....... Once per year

....... Twice per year

....... More than twice per year

....... Only if urgent (emergency only)
....... Never

HAS THE PATIENT EVER HAD, OR NOW HAVE
ANY OF THE FOLLOWING CONDITIONS?

. Anemia

. Blood disease

. Prolonged bleeding

. Hepatitis

. AIDS or HIV positive

. Rheumatic fever

. Malignancies, tumors or cancer

. Heart disease or murmur

. Tuberculosis

10. Diabetes

11. Endocrine problems

12. Bone disorders

13. Epilepsy

14. Tonsilitis

15. Mononucleosis

16. Tonsils removed

17. Adenoids removed

18. Asthma

19. Autoimmune

20. High blood pressure

21. Sleep disturbance

22. Eating disorder

23. Mouthbreathing

24. Loud snoring

25. Allergy: seasonal

26. Allergy: penicillin

27. Allergy: latex

28. Allergy: nickel

29. Antibiotic premedication

30. Severe head or facial injury

31. Finger /thumbsucking habit
Current....... Previous.......

32. Bites nails

33. Plays musical wind instrument

34. Previous TMJ treatment

35. Previous orthodontic treatment

36. Family history orthognathic surgery

37. Repaired cleft lip/palate

38. Emotional stress

39. Osteoporosis
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If a child, has the patient reached puberty?

....... Yes (APPROXIMATE DATE........ceceeeeuen.
....... No

DOES THE PATIENT HAVE DIFFICULTY CHEWING?

..... Teeth don’t meet well
..... Pain when chewing
..... Other. e,

DOES THE PATIENT HAVE PAIN/CLICKING
IN THE JAW JOINT?

....... No
....... Uncertain

HAS THE PATIENT EVER BEEN TOLD THEY HAVE
A TONGUE THRUST SWALLOWING PATTERN?

....... No
....... Uncertain

HAS THE PATIENT HAD A PREVIOUS
ORTHODONTIC EXAMINATION/CONSULTATION?

....... YES (WHEN..ieeeereueeeeeeernnnieeeeeees)
....... No

WHAT IS THE PATIENT'S INTEREST IN
ORTHODONTIC TREATMENT?

....... Wants treatment

....... Treatment only if necessary

....... Unwilling, but will cooperate if
treatment is needed

....... Uncooperative

ARE THERE ANY MEDICAL, DENTAL, OR
SURGICAL PROBLEMS WHICH HAVE NOT
BEEN COVERED ON THIS FORM?

SIGNATURE OF PERSON FILLING OUT FORM

DOCTOR'S NOTES:

PRINTED NAME

DATE



