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We are pleased that you selected our office for your orthodontic treatment. At this appointment a preliminary orthodontic evaluation
and diagnosis will be done. Please complete form below. Thank you.

General Information

Patient’s Name: Sex: M F Birth Date: / I
Address:

Name of person completing this form: elation To Patient:

Who first noticed orthodontic problem:

Your Chief Concern for us to address:

Do you have insurance that covers orthodontic treatme Soc. Sec. No.:
Subscriber's Last, First Name:
Name of Insurance Company: Plan:

with you. Thank you.)

Medical History Summary
Heart Problems?

Chronic Diseases?

Presently in Treau

Presently using Medications?

Allergies/Drug reactions? yes ] Asthma

Operation/Hospitalization? ' yes

Breathing Problems? yes
Speech Problems? yes
Oral Habits? yes : st (] Thumb/Finger
Headaches or Pains? yes
Females Only:

Are you pregnant? yes If No, are planning @ g? [1No [JMaybe [J Yes
Child Only:

Has child reached puberty? yes . as a physician indicated that this child is
Early [] Normal [ Late?

Other Medical Problems yes no

* PLEASE COMPLETE OTHER SIDE *



Dental History Summary

Name of Family Dentist Date of last visit to this dentist
Dental Specialists who have Treated you (Name & Dates):
How many times a day do you BRUSH your teeth? 0 1 2 3+ (Do you floss daily? Yes No )

Do you have a history of: Please
Circle
Tooth Injury? yes no [ Chipped [ Broken [JLost [ Date:
Bleeding Gums? yes no [ Usually [ Sometimes (] Rarely When:(J Brushing [ Flossing [ Eating
Teeth Extracted? yes no Which Teeth:
Periodontal Treatment? yes no Where:
Previous Ortho Treatment?  yes no Where:
Oral (Jaw) Surgery? yes no What kind of Treatment:
Other Dental Problems? yes no Describe:

I hearby certify that I have reviewed the above history and that it is accurate to my knowledge at this time. If there are future

changes in this information, I will inform this practice of these changes immediately.

(Signature of person giving history information) Date

Additional comments regarding medical and dental health:




