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Pleale fiIl. out thts form conpletely.
Tlie better,we eorimiimicate, the

better we can Gane for you.



Whot ore the moin concerns thot you would like orthodontics to occomplkh?

Hove you ever hod or been evoluobd for orthodontic treotment? E Yes ffi No

Hove you ever hod q serious / difficult problem ossocioted

with ony previous dentol work? ffi Yes ffi No

Do you now or hcve you ever experienced poin /
discornlort in your iow loint lIItlJ / IItlDl? E Yes ffi No

Yourcurrenldenhl heolth is: ffi Good tr [oh ffi Poor

Do you like your smile? ffi Yes ffi No Gums ever bleed? ffi Yes ffi No

Hoveyoueverhodoniniurytoyour: Mou$ Teeth Chin (et"oseci,cte)

Do you hove ony speech problems?

Do you generolly breothe through your mouth?

l[yes, pleose circle: While Awoke? While lisleep?

Do you hove ony missing or exho permonent leeilr?

Hwe you ever hken Fosomox, or ony olher bisphosphonote?

Hove you ever hken Phen-Fen?

Do you smoke or use tobqcco in ony form?

ffiYes ffiNo

ffiYes ffiNo

ffiYes ffi No

ffiYes ffiNo

ffiYes trNo

Your currcnl physicol heclth is: ffi Good H loir H Poor

Are you currently under the core of o physicion?

Y N AbnormolBleeding

Y N Anemio

Y N Artificiol Bones /Joints / Volves

Y N Asthmo /Arthritis
Y N Blood lronsfusion

Y N Concer /Chemotheropy
Y N CongenitolHeortDefuct

Y N Diobercs

Y N Di{ficulty Breothing

Y N Drug/AlcoholAbuse
Y N Emphysemo

Y N Epilepsy/Seizures/Fointing
Y N FeverBlishrs /Herpes
Y N Gloucomo

Y N HeortAttock /Stroke
Y N HeorlMurmur

Y N HeortSurgery/ Pocemoker

Are you hking ony prescription / over-fie-counler drugs? H Yes tr No

Pleose lisl eoch one:

For Women: Are you using o prescribed mefiod of birth conhol? tr Yes tr No

Areyou pregnont? ffi Yes ffi No

Areyou nursing? ffi Yes ffi No

Hove you ever hld rny ol the lollowing
dieeoses or medicql problems?

N Hemophilio

N Hepolitis

N High / lowBlood Pressure

N HV+ / A|DS

N Hospitolized for Any Reoson

N Kidney Problems

N Mitrol Volve Prolopse

N Psyrhiotric Problems

N Rodiotion Treotment

N Rheumotic / ScorletFever

N Severe / Frquent Heodoches

N Shingles

N Sickle Cell Diseose / Troits

N Sinus Problems

N Tuhrculosis (IB)

N Ulcers / Colitis

N Venereol Diseose

Pleose list ony serious medicol condition(s) thoi you hove ever hod:

Are you ollergic lo ony ol lhe lollowing?

Pleose list ony other drugs/moteriols thot you ore ollergic to:

YN
YN
YN

YN
YN
YN

underslond thot the informotion thot I hove
given todoy is correct to the best of myv:' 

knowledge. I olso understond thot this informotion
will be held in the strictest confidence ond it is my
responsibility lo inform this office of ony chonges in my
medicol stotus. I oulhorize the dentol stoff lo perform ony
necessory dentol services ihot I moy need during diognosis
ond treotment with my informed consent.

"' Ihis office reserves the right tro verify the credit stotus of potentiol potients
ond / or porents of polients prior to extending credit for heotment fees ond moy, ot
the discretion of the offire, uie the services of one or more credit reporling services.

lf this office occepls insuronce, I understqnd thol I om responsible for poymenl ol services ren.

dered ond olso rcsponsible for poying ony co.poyment ond deductibles thot my insuronce does

nol cover. I hereby outhorize poyment of the group insuronce benefits (otherwise poyoble to
me) directly to this office.

I *erbolly rCviewed the medi<qi / dentst informqri,on sbove *th tha pctieni nomed herein.
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