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PATIENT INFORMATION AND HEALTH HISTORY

Thank you for completing this informalion before your first visit T :
1t is a confidential part of our patient records. Smith Orthodontics
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Exam date Exam lime (M) d6TA5 5 LK 46 7-4307

Patlient Information

Patient’s. last name First name ____ I ' | N Phome
Mailing address City Slate Zip P
School Grade Date of Lirth hge Sex; OM OF

Other famity members under trealment at this office?

Whal i e nature of your denal congem?

Whom may we thank [or referring you?

Responsiale Party Informatian

Last nama Firsl name Marital status ___ s
Residence O Same as patient or City State &ip

Mailing addrass 0 Sama as paliant or City State Zip

How long at this address? Home phone Wark phone

Previous address {il less than 3 years) Ciy Slale Zip .

Social security # [Date of birth Relationship fo patient

Emplorver Occupation _____ No. ol years employed

Spouse’s 125l nama First name Relationship 1o patient

Social sacurity # Dale of birth Waork phong

Employer Qccupation N, of years employed e

Family Informatian |Child Palient]

We request the lollowing imformation 50 we are able to comrmunicate effectively wilh the peopbe invelved in your ireatmant.
With whom dogs the patient live?

Are the parents married? O yes O no Separated? I yes Ono Divarced? O wes O o Remarnad? Cyes D no

Parent Information

Palient's Falher

Last name First name __ — R
Residence (3 Same as patient or Gity Slate ap

Hame phone - Workphore i il e

Patienls Molher

Last name First nama
Residence 01 Same as patlen] or City i State ____ Zp
Hame phone Work phone

Olher persons wa should know about (1.e. stepparents)

Last name L% First name

Relationship 1o patient Haome phone Work phone
Residence 0 Same as patient or Bl eer o e State fip Lt




WMINOR PATIENT GROWTH INFORMATION

Helght of: Patient

Fathar
Have: any members of Ihe Bamity had anhadantic tezimant? 1l yes, who and where

Mather

Dental Histary

Patient’s dentist

Date ol lz5t cleaning

Has all denfal work/fillings been completed O yes Qo

Check if the patient has or has had:
(1 extra feeth 1 gum dizeas

1 missing tegth (1 feeth sensit

Check all thal apply to pallent:

e or infection

ive o hol, cold, or swesls

Yas If yes, pease explain

Priar arthodantic evaluation

| Dale:

Prior orthodontic treatment

History of thumb or finger sucking
Is patient sensitive

about their habit?

Breathes with mouth open
Extracted teeth

Had a severe injury

to the head, face, ar teeth

Treatment by periodontist,
endodaontist, or oral surgeon

Neqative or resistant
feelings about braces

Dissatistied with the
appearance of their teeth

Temporomandibulor Jolnt

Check all thal apply lo pallent:

|
| D

Yos | If yes, please axplain

Tretment for & jaw joint problem

Hislory of clenching or tzeth grinding
Jaw joint (ThMJ) makes noise

or hurts wien moving

Pain in or around the teeth,
ears, temples, or cheeks

Bite feels uncomloriable or unusual

Has the patient:
Had unusual growth rates

Inkherited family facial or dental characteristics

Reached puberty

Oyes Qno
Qyes Dno
Jyes ng

[generally signalied by woice changing in boys and mensirual cycle in girts)

Medical Histary '

Patient’s physician

Check all that apply to patient; Yes | If yes, please explain
Current or past medical conditions Lis| g
Taking any medication(s) List: -
Allzrgies | |Lis . I

Unfavarable reaction to medications |

Any surgery or hospitalizations

Emotionally, menfally or -~ -
physically challenged

Please check any of the follawing which the patient has or has had:

3 Adenoids removed al age
2 Tonsils removed af age
O AIDS ol HIV positive
a Anemia

3 Arthritis

3 Asthma

O Bleeding prabiams

13 Bone disorders

2 Clelt lip

3 Cleft palaie

O Diabetes

O Dizziness

2 Epilepsy ar convulsians

3 Fainting
0 Glaycoma
[ Hearng prodiams

13 Heanl disease

2 Hearl muwrmur

3 Hepalitis

2 High blood pressure

3 Hyperactivity

1 Kidnay prablanms

2 Latex allengy

3 Liver problems

3 Malignances, lumors, Gancers
3 Prosthetic joind {replacemant)
O Fadiation [harapy

0O Rhewmalic/Scarlel lever

3 Spesch problems

3 Thyroid ar hormonal imbalance
O Tuberculosis

0 Waars contact lenges

Are there any other dental or medical concerns we should know about?

Frequent headaches

Transfer Orthodontic Patlent

Patient’s orthodontist

Address

Date of last adjustment

This infermation is complete and accurate, If 2ny information changss, | wil
nolify Or. Smith's office immediately. | authorize the release of my records (child's
records) o my insurance company, physician, or dentist as deemed necessary
in the professional judgment of my dantisl,

Faliers signature/guardian signature of minor pateen] daz

| understand that where appropriate credit reports may be abtained.

Patients signaturefguardian signature of minoe patient tale



