
WELCOME TO OUR OFFICE 

Nickname: _______________ _ 
Patient's Name: ·-------------� 
Address=-------------� 

Sex: □M □F 

Town: _________________ Zip: ___ _ 
Home Phone: Date of Bi1th: ____ _ 
Cell Phone: Email: _______ _ 

l\1 I CH \ f: L R . B, \ I L E \ I) • l\rl • IJ •

ORTI-IODONTlCS 

PARENT OR NEIGHBOR 
(ALTERNATE CONTACT PERSON) 

NAME' ________ _ 

PHONE:_----='--------

Patient's Employer: __________ _ Patient's Mariital Status Spouse�s Name: _______________ _ 
Business Phone: ____________ _ 8 a cj' 8 

Employer: ______________ _ 

Patient's Dentist: 

Business Phone: ·---�-----�----.
Cell Phone: 

Person Responsible for Account: ___________________ _ 
Bming Address: ---------------=----------�=--

Town: _______________ _:Zip: ________ _ 
Billing Phone: Cell .Rlone: Email: 

-----------"-�____,;_c_=--=---------���.;;._------------

SSN: --------�---------,,--DOB: -�------

----
____ Referred By: ____________ Patient's Physician: _________ _ 

Has an  orthodontist been consulted before? D No D Yes Orthodontist's Name: 

CHIEF CONCERN {In your own words, what problems have you noticed with your teeth or bite?): ______________ _ 

MEDICAL HISTORY 

DOES THE PATIENT HAVE A HISTORY OF 

U 11) SINUS DtSORDEA .:.:J 16) EPILEPSY Cl 1) HEART 1ROLIBLE1MURMLIR 
:J 2} HIGH BLOOD PRESSURE 
J 3) RHEUMATIC FEVER 

.J 6} FREQUENT HEADACHE 
J 7) DIZZINESS1FAIN frNG 
.J 8} THYROID DISORDER 

□ 12}ALL ERGIES,HIVES
□ 13) DIABETES

U 14) ARTHRITIS

:l 17) STOMACH DISORDERS 
. .J 1B) ANEMtA 

021) RESPIRATORY DISORDERS
:J 22) ASn-tMA

:..J 23) PSYCHOLOGlCAL D!SORDER
:J 24} TONSIUADEN 010 PROBLEM
::125) SPEECH DISORDER

::J 4) STROKE U 9} KIDNEY DISORDER :l 19) CANCER 
:.J 5) BlEEDtNG DISORDER .J 10} LIVER DlSOR0ER CJ 15) TUBEACULOSIS(TB) ::l 20) HEPATITIS 

YES 
□ 

□ 
□ 
□ 

B 
□ 

NO 
□ 

□ 
□ 
□ 

□ 

B 
□ 

26) HAVE YOU BEEN UNDER A PHYSIClANTS CARE IN THE lAST 2 YEARS?
27) HAVE YOU HAO ANY SERiOUS IL.l.NESS 1 OPERATION, OR HOSPITALIZATION?
28)ARE YOU TAKING ANY DRUGS OR MEDtCATIONS?
29) (FEMALE ONLY� ARE YOU PREGNANT?

DENTAL HISTORY 

3:J) HAVE YOU HAD ANY TRAUMATIC rNJURIES TO THE FACE. MOUTH OR TEETH? 
31) HAS ANY OTHER MEMBER OF THE FAMILY HAD ORTHODONTIC TREATMENT?
32) DOES ANY MEMBER OF THE FAMILY HAVE A SIMILAR ARRANGEMENT OF THE TEETH?

33) DO YOU HAVE A HlSTORY OF 1HUMB OR FINGER SUCKING?
34) DO YOU HAVE A HISTORY OF LIP OR CHEEK BITING?
35) DO YOU HAVE A HISTORY OF CHRONfC MOUTH BREATHING?
36) DO YOU HAVE A HISTORY OF GRINDING O RCLENCHING THE TEE1H?

Please elaborate on any checked items: 
NUMBER 

DO YOU HAV£ANY RELATIVES OR 

CLOSE FRIENDS WHO ARE f?ATl£NTS IN 

OUR PRACTIGE? 
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