


MEDICAL HISTORY

Name: Age:

0 Male (Female
Have you ever been treated for any of the following? {Please Circle):

Diabetes Tuberculosis Endocrine/Thyroid
High Blood Pressure Anemia Prolonged Bleeding
Heart Trouble Epilepsy Liver Disorder
Rheumatic Fever Heart Murmur Asthma
Fainting/Dizziness Bone Disorder Kidney Disorder
Hepatitis Psychological Disorder Arthritis

Venereal Discase Cancer/Malignancy Hay Fever

List any other Medical Conditions:

YES NO

—— —— Areyouin good health?

——  —— Isthere any history of major illness?

e ——  Any drugs or medications currently in use? What?

e Arethere any drug sensitivities? List:

—  —— Have you ever had surgery? What type?

——  —— Do you have the tendency for cold sores, sore throats, or ear infections?
—— — Areyousensitive to Latex?
e = DO yOU 8MIOKE?

DENTAL HISTORY

Name of current general dentist: Date of last exam:
Address:

YES NO

_ __ Havethere been any injuries to the face, mouth, or teeth?

—  — Haveyouever had speech therapy?

— —  Areyouamouthbreather?

—  _—  Wereyouorare you currently a thumb sucker?

___  __. Haveyouhad anadverse reaction to dental anesthesia?

o . Have you been treated for gum disease?

o —. Haveyou had previous orthodontic treatment or consultation? When?
. Doyouplay any musical instrument? What type?

. Doyouclench or grind your teeth?

— ——  Doesyour jaw click or pop?

e~ Istheredifficulty opening wide?

—r  ——  Doesyourjaw ever stick so you can t open/close?
— _—  Doesithurtto chew?

—  —— Isthere pain i front of your ears?

—— —— Isthere cheek or temple pain?

— —_ Doyousuffer from headaches?

. ___ Doyouhave neck or shoulder pain?

e e What are your concerns about your teeth or jaw?

I have completed this form to the best of my knowledge and it is my responsibility to inform this office of any changes in the
medical status:
Signature Guardian / Responsible Party: Date:

Reviewed By: Date:
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