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ORTHODONTICS

PATIENT INFORMATION - ADULT

PATIENT’S NAME

FIRST MIDDLE LAST
PREFERRED NAME [ ] MALE [ | FEMALE DATE OF BIRTH
HOME PHONE WORK PHONE CELL
ADDRESS

STREET CITY STATE ZIP
EMAIL (USED FOR APPOINTMENT REMINDERS AND OFFICE COMMUNICATION)
MARITAL STATUS: [ ] sineLe [ | MarrieD [ | Wipowep [ | Divorcep | | SEPARATED | | DOMESTIC PARTNER
CURRENT GENERAL DENTIST HOW LONG SINCE YOUR LAST DENTAL VISIT?

WHAT ARE YOUR PRIMARY GOALS FOR ORTHODONTIC TREATMENT?

IS THIS YOUR FIRST VISIT TO AN ORTHODONTIST? ‘:‘ YES l:‘ NO

HAVE WE TREATED A FAMILY MEMBER OR FRIEND? | | YES [ | NO IF YES, NAME(S)

How DID YOU HEAR ABOUT OUR OFFICE?

IS THERE ANYTHING THAT YOU WOULD LIKE TO DISCUSS WITH DR. NEWELL IN PRIVATE? I:I YES I:I NO

INSURANCE INFORMATION

IF YOU HAVE AN INSURANCE CARD, WE WOULD BE HAPPY TO MAKE A COPY AND COMPLETE THIS INFORMATION FOR YOU

INSURED’S NAME INSURED’S EMPLOYER
INSURED’S SOCIAL SECURITY # INSURED’S DATE OF BIRTH
INSURANCE COMPANY. INSURANCE COMPANY’S PHONE NUMBER

INSURANCE CoO. ADDRESS

GROUP # PoLICcY #

DO YOU HAVE SECONDARY COVERAGE? | | YES [ | NO IF YES, PLEASE COMPLETE:

INSURED’S NAME INSURED’S EMPLOYER
INSURED’S SOCIAL SECURITY # INSURED’S DATE OF BIRTH
INSURANCE COMPANY. INSURANCE COMPANY’S PHONE NUMBER

INSURANCE CoO. ADDRESS

GROUP # PoLicy #




MEDICAL HISTORY
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IF so,

PATIENT’S NAME

**PLEASE CIRCLE Y (YES) OR N (NO) FOR THE FOLLOWING QUESTIONS. YOUR ANSWERS ARE FOR OUR RECORDS ONLY AND WILL BY KEPT

STRICTLY CONFIDENTIAL. PLEASE USE THE SPACE AFTER THE QUESTION OR ON THE BACK OF THE FORM FOR ADDITIONAL EXPLANATION, IF NECES-

MEDICAL HISTORY

ARE YOU IN GOOD GENERAL HEALTH?
HAS THERE BEEN ANY CHANGE IN YOUR GENERAL HEALTH WITHIN THE LAST YEAR?

LAST PHYSICAL EXAM: (MONTH/YEAR)

ARE YOU CURRENTLY UNDER THE CARE OF A PHYSICIAN?

IF SO, WHAT IS BEING TREATED?

HAVE YOU HAD A SERIOUS ILLNESS/HOSPITALIZATION IN THE PAST 5 YEARS?

IF SO, FOR WHAT?

ARE YOU TAKING ANY MEDICATION (INCLUDE NON-PRESCRIPTION)?

DO YOU HAVE ANY OF THE FOLLOWING CONDITIONS, ALLERGIES, OR DRUG REACTIONS TO:

LATEX Y N Low BLOOD PRESSURE

PENICILLIN, SULFA DRUGS, OR OTHER ANTIBIOTICS Y N CARDIOVASCULAR DISEASE (HEART TROUBLE, HEART
NICKEL OR OTHER METALS ATTACK, ANGINA, HIGH BLOOD PRESSURE, ARTERIO-
ASPIRIN, IBUPROFEN, TYLENOL SCLEROSIS, STROKE)

LOCAL ANESTHETICS Y N DAMAGED OR ARTIFICIAL HEART VALVES, INCLUDING
CODEINE OR OTHER NARCOTICS HEART MURMUR OR RHEUMATIC HEART DISEASE
OTHER Y N DO YOU REQUIRE ANTIBIOTIC PRE-MEDICATION

RESPIRATORY PROBLEMS, EMPHYSEMA PRIOR TO DENTAL VISITS?
ASTHMA OR HAY FEVER ARTHRITIS,JOINT PROBLEMS OR ARTIFICIAL JOINTS/LIMBS
SINUS TROUBLE BIRTH DEFECTS
PERSISTENT SWOLLEN NECK GLANDS KIDNEY TROUBLE
THYROID OR ENDOCRINE PROBLEMS TUBERCULOSIS
DIABETES BONE FRACTURES OR TRAUMA TO FACE OR JAW
HEPATITIS, JAUNDICE OR LIVER DISEASE VISION, HEARING OR SPEECH DIFFICULTY
AIDS OR HIV INFECTION PERSISTENT COUGH
SEXUALLY TRANSMITTED DISEASE FREQUENT COLDS OR SORE THROATS
SUBSTANCE ABUSE PROBLEM (PAST OR PRESENT) FREQUENT HEADACHES
MENTAL HEALTH PROBLEM OR NERVOUS DISORDER STOMACH ULCER OR HYPERACIDITY
FAINTING SPELLS OR SEIZURES TUMOR (CANCEROUS OR BENIGN)

EPILEPSY OR OTHER NEUROLOGICAL DISEASE RADIATION THERAPY OR CHEMOTHERAPY
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BLOOD DISORDER SUCH AS ANEMIA TONSILS OR ADENOIDS REMOVED? WHAT AGE?

<
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ABNORMAL BLEEDING OR BLOOD TRANSFUSION FEMALES ARE YOU PREGNANT?

HAVE YOU EVER TAKEN BISPHOSPHONATES OR OTHER OSTEOPOROSIS MEDICATION (FOSAMAX, BONIVA, ACTONEL, ETC)?
DO YOU HAVE ANY DISEASE, CONDITION OR PROBLEM NOT LISTED ABOVE THAT YOU THINK WE SHOULD KNOW

ABOUT?

PLEASE EXPLAIN




DENTAL HISTORY

DENTAL HISTORY

Y N CHIPPED OR INJURED PERMANENT TEETH Y N HISTORY OF MISSING OR EXTRA TEETH

Y N TEETH SENSITIVE TO HOT OR COLD Y N HAVE ANY PERMANENT TEETH BEEN REMOVED?
Y N JAW FRACTURES, CYST, MOUTH INFECTIONS Y N HAVE WISDOM TEETH BEEN REMOVED?

Y N PREVIOUS ROOT CANAL THERAPY Y N TEETH THAT IRRITATE TONGUE, CHEEK, LIP, ETC.
Y N BLEEDING GUMS OR BAD TASTE/MOUTH ODOR Y N PREVIOUS ORTHODONTIC TREATMENT OR RETAINER
Y N OTHER PERIODONTAL (GUM) PROBLEMS Y N PREVIOUS PERIODONTAL (GUM) TREATMENT

Y N PROBLEMS WITH FOOD TRAPPED BETWEEN TEETH Y N NUMEROUS FILLINGS

Y N FREQUENT CANKER SORES OR COLD SORES Y N DAMAGED RESTORATIONS OR FILLINGS

Y N MOUTH BREATHING HABIT OR SNORING TROUBLES Y N THUMB OR FINGER SUCKING HABIT AS A CHILD
Y N ABNORMAL SWALLOWING (TONGUE THRUST) Y N LOOSE OR SHIFTING TEETH

Y N HAVE YOU HAD A NEGATIVE DENTAL EXPERIENCE? Y N IS ALL DENTAL WORK COMPLETED AT THIS TIME?
TMJ HISTORY

Y N HAVE YOU HAD A TMJ SCREENING? Y N DO YOU HAVE PAIN IN YOUR JAW JOINT?

Y N DO YOU HAVE A HISTORY OF JAW JOINT PROBLEMS? Y N HAVE YOU EXPERIENCED SORENESS IN THE

Y N HAVE YOU BEEN TREATED FOR “TMJ”? MUSCLES OF YOUR FACE OR AROUND THE EARS?
Y N DOES YOUR BITE FEEL UNCOMFORTABLE OR UNUSUAL? Y N HAVE YOU NOTICED CLICKING OR POPPING IN

Y N DO YOU GRIND YOUR TEETH? YOUR JAW JOINT?

Y N DO YOU CLENCH YOUR TEETH? Y N DO YOU HAVE DIFFICULTY CHEWING OR

Y N HAS YOUR JAW EVER LOCKED OPEN OR CLOSED? OPENING YOUR MOUTH?

SYMPTOMS - IF YOU ARE EXPERIENCING PAIN OR DISCOMFORT, PLEASE BE SPECIFIC ABOUT ITS LOCATION; CIRCLE THE RIGHT OR
LEFT SIDE OR BOTH IF THEY APPLY.

[ ] IN FRONT OF EARS --- RIGHT / LEFT [ | TEMPLES --- RIGHT / LEFT [ ] JAW JOINTS --- RIGHT / LEFT
[ ] BELOW EARS --- RIGHT / LEFT [ ]EYES --- RIGHT / LEFT LMy TEETH

[ ] ABOVE EARS --- RIGHT / LEFT [ ] NECK --- RIGHT / LEFT [ ]siNnusEs

[ ]IN EARS --- RIGHT / LEFT [ | SHOULDERS --- RIGHT / LEFT [ ] oTHER

PATIENT MOTIVATION FOR ORTHODONTIC TREATMENT

PATIENTS AND THEIR GENERAL DENTISTS OFTEN REQUEST CHANGES IN BITES OR FACIAL FEATURES. PLEASE HELP US TO UNDER-
STAND YOUR CONCERNS BY COMPLETING THE FOLLOWING INFORMATION; PLEASE BE SPECIFIC (CIRCLE THE WORDS MORE, LESS,
FORWARD, ETC.) IF YOU DON’T HAVE ANY SPECIFIC REQUESTS, YOU MAY OMIT THIS SECTION.

TEETH - IF YOUR TEETH COULD BE CHANGED, HOW WOULD YOU LIKE THEM TO CHANGE?

[ ] STRAIGHTEN THE FRONT TEETH --- UPPER / LOWER [ ] ELIMINATE CROWDING OF TEETH --- UPPER / LOWER
[ ] STRAIGHTEN THE BACK TEETH --- UPPER / LOWER [ ] ELIMINATE SPACES BETWEEN TEETH --- UPPER / LOWER
[ ] MOVE UPPER TEETH --- FORWARD / BACKWARD [ ] MAKE THE LINE OF UPPER TEETH MORE LEVEL
[ ] MOVE LOWER TEETH --- FORWARD / BACKWARD [ ] oTHER
FACE - IF YOUR FACIAL APPEARANCE COULD BE CHANGED, WHAT WOULD YOU CHANGE?
[ ] MOVE UPPER LIP --- FORWARD / BACKWARD [ ] MAKE PROFILE OF NOSE --- LONGER / SHORTER
[ ] MOVE LOWER LIP --- FORWARD / BACKWARD [ ] GET RID OF SAG UNDER LOWER JAW
[ ] SHOW --- MORE / LESS --- OF TEETH WHEN SMILING [ ] MOVE CHIN --- FORWARD / BACKWARD
[ ] SHOW --- MORE / LESS --- OF GUMS WHEN SMILING [ ] MOVE CHIN --- LEFT / RIGHT

[ ] REDUCE THE STRAIN IN --- CHIN / LIPS --- WHEN LIPS CLOSE | | OTHER

l:‘ MAKE LIPS --- CLOSER TOGETHER / FARTHER APART --- WHEN TEETH ARE TOUCHING
**] CERTIFY THAT | HAVE READ AND UNDERSTAND THE ABOVE. | ACKNOWLEDGE THAT | HAVE COMPLETED THIS FORM TO THE BEST
OF MY KNOWLEDGE, AND THAT MY QUESTIONS HAVE BEEN ANSWERED TO MY SATISFACTION. | WILL NOT HOLD MY DENTIST OR ANY
OTHER MEMBER OF HIS/HER STAFF RESPONSIBLE FOR ANY ERRORS OR OMISSIONS THAT | MAY HAVE MADE.. IF THERE ARE ANY
CHANGES LATER TO THIS HISTORY RECORD OR MEDICAL OR DENTAL STATUS, | WILL INFORM THE PRACTICE.

SIGNATURE DATE




