Patient information

Name Date

Address Home phone

Physical Address Cell phone

City State Zip In case of emergency:

Birthdate Age Name

Sex M__ F__ Soc. Sec. # Phone

Minor___ Single_  Married___ Divorced___ Email

School Grade

Employer Occupation Work phone

Patient’s dentist Did he/she referyou? Yes _ No___

Patient’s physician
What are your reasons for seeking orthodontic treatment?

What prompted you to choose our practice?

Names & ages of other children in family

Please list other family members who have had orthodontic treatment here

Responsible Party

If married: Spouse name Birthdate Soc. Sec. #
Employer Occupation
Cell phone Work phone
If minor:  Father name Mother name
Address (if different than above) Address (if different than above)
Soc. Sec. # Soc. Sec. #
Employer Employer
Occupation Occupation
Work phone Work phone

Who is responsible for account?

Insurance information
Dental/Orthodontic Yes __ No

Insurance Company Employer
Insured’s Name Relationship to patient
Birthdate Soc. Sec.

Medical History
Does the patient have any of the following diseases or conditions?

Yes No Yes No Yes No

___ __ Hearttrouble __ __ Hayfever __ __ Arthritis/bone disorder

__ __ Heart murmur _____ Pneumonia __ ___ Thyroid disease

_____ Rheumatic fever ______ Epilepsy ___ Hepatitis

__ __ Coronary disease __ ___ Anemia ___ __ Jaundice

___ __ Hardening of Arteries _____Unusual bleeding _____ liverdisease

___ ___ High blood pressure __ ___ Stomach ulcers ___ ___ Diabetes

__ __ Chestpain ____ ___ Kidney disease ______ Tuberculosis
Shortness of breath __ Asthma

Are you pregnant? Do you use tobacco products?
Do you have a Nickel Allergy?

Do you have a Latex Allergy?

Does patient need to be premedicated before dental visits due to a heart murmur or any other heart disease or
condition? ___Yes ___ No
Is patient in good health? ___Yes _ No
Does patient have any history of majorillness? __Yes __ No
If yes, please explain



Has patient ever been under the care of a physician for aniliness? __ Yes __ No
If yes, please explain
Has patient ever had any previous surgery?

Has patient ever been treated for a nervous condition or psychiatric disorder? __ Yes _ No
If yes, please explain
Has patient ever had radiation therapy? ~_Yes __ No
Does patient bleed excessively following a cut or scratch? __Yes __ No
Does patient bleed heavily after a tooth extraction? __Yes ___No
Does patient have a history of free bleeders in the family? __Yes  No
Has patient ever had a blood transfusion? __Yes  No
Does patient bruise easily? __Yes ___No

Please underline any of the following that the patient may be experiencing: muscle aches, joint aches, fatigue,
headaches, nasal congestion, sore throat, measle like rash, anorexia, nausea and vomiting, indigestion, abdominal

tenderness, cigarette distaste, fever, jaundice.

Has the patient ever taken any of the following medications?

Yes No Yes No
__ __ Cortisone ________Nitroglycerin
o Insulin ____ Anticoagulants (blood thinners)
. Tranquilizers ______ Blood pressure medication
. Digitalis
Is the patient presently taking any drugs (medications)? _ Yes _ No
If yes, please list medications
Has patient ever had any unusual or unpleasant reactions to medications that may not be allergic in nature? __ Yes _ No
If yes explain
Does patient have any allergies to medication?
Yes No Yes No
__ __ Penicillin _______ Novocaine
___ __ SulfaDrugs ______ Codeine
____ Demerol ____Any other drugs

Does patient have any other allergies?

Signature Relationship to patient
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