orthodontics

MEDICAL HISTORY FORM

Name: Date:

Date of Birth: Age: Sex: M/ F Height: Weight:

Please circle yes or no, whichever applies, for the following questions. Your answers are for our records only and
will be considered confidential.

s E

10.

11.

12.
13.
14,

YN (Yo U I T o oo 41T 11 TSSO Yes No
Has there been any change in your health in the PASt YEAr?.........coviiiiiiiiie et Yes No
My last physical exam was on / /
Are you now under the care 0f @ PhYSICIANT ........iiiiiiiiccccs ettt e e e e e e tesresresreaneas Yes No
If so, for what condition?
The name and address of my physician is:
Have you had any serious illness, significant operation or hospitalization within the past 5 years? .........cccocvvrinieicnennn. Yes No
Have you had tonsils and/ or adenoids evaluated and/ OF FEMOVED .........c.iieii it et e e e Yes No
Have you ever been diagnosed with a craniofacial syndrome or other syndrome? .............cooiiiiiiiiiiii i, Yes No
If so, please list
Avre you taking any medicine(s) including non-prescription, homeopathic or “natural” remedies including diet pills......... Yes No
If so, please list
Do you have or have you had any of the following diseases or problems?
a. Damaged heart valves, artificial valves 0r hEart MUIMUL ...........cocoviiiireiire e e Yes No
D, RNEUMALIC HEAIM DISBASE. ... ..eeveeeierieieie st sttt eiees ettt e s e e es e stesaestesaeeseeseenee e eneeneeaae et e aneeneeseeneeseeseenreareerennes Yes No
c. Heart trouble, heart attack, angina, high blood pressure, stroke, arteriosclerosis
OF ANy OtNEr NEAIM CONTITION .......cuiiii ittt bbbttt b ettt b ettt sb ettt sb et et e sb et e Yes No
1. ChesSt PAIN UPON EXEITION? ....c.viuiiieiiiteieete ittt sttt b bbb bbbt b e e bt b e bt ekt e b et et b e bbb e bt et e bt b Yes No
2. Shortness of breath after Mild EXEICISE? ......c.ouiiiii et sb et ens Yes No
3. DO YOUF ANKIES SWETT? ...ttt bbb ekt b e bbbkt eb ettt sb et enr e b e Yes No
o T N 1 1= (o 1= U TS U ST TSPV Yes No
€. SHNUS TTOUDIE ... bbbttt bt bt bt bt b £ e ht e R £ et e b e eb e eb e e b e e bt e b e e st ent e e e sb e besbeebeebe e Yes No
L AN 1= o G 4 V0 =11 S Yes No
0. FaAINtING SPEIIS OF SBIZUIES......ecuiiie ettt sttt ettt et e e R e e et e e st et e be et e e teaReenee e et e beseenresneerennes Yes No
(TR B - 1= (=T OSSOSO Yes No
i.  Hepatitis, JaUNTICE OF TIVEE QISEASE ........oueiiirieiiitiiee bbbttt sttt st b b Yes No
Jo Frequent or reCUITING MOULN SOMES.........ciiiiiiiieieiirie ettt bttt bbbt bbb e et bbb e nbe e bt Yes No
SN I 1Y/ (o TTo I o1 ) o] =T34 SO Yes No
I.  Respiratory problems, emphysema, DronChItiS, BTC. ...t Yes No
m. Aurthritis or painful, swollen joints including jaw jOiNt (TIMJ) ..ot Yes No
N, StOMACH UICET OF NYPEIACTHILY ......veeeiiitiieiietie bbbttt bbbttt e nb s Yes No
0. KIANEY TrOUDIE ...ttt bttt bbbt bt bt b e e Rt ea e e e e b e e be b e e b e e Rt eh e e e e b e besbesbesbeebeens Yes No
Pr TUDBICUIOSIS ...ttt bbbt e bt h e e b e b e b e e Rt e a b e e e b e e beebeeb e e bt ebe e st e b e beseeebesbeabeens Yes No
g. Persistent cough or cough that Produces DIOOU............oiiiiiiiiee e e Yes No
. Persistent SWOIEN NECK GIANGS ........ceiiiiiicie et b et se et e st e sb e s tesbeeteeseesae e e st e sbeseesbesteaneas Yes No
ST o1V o] 0T o o] (= U OSSPSR PRSP Yes No
t. Epilepsy or NEUrolOgiCal QISOTUEN .........ciiviiiiiieiiie ettt ettt ettt sb et e e sbe et sb e ebesbe e sbesrereebe e Yes No
u. Are you taking vitamins or hOmMeoPathiC FEMEMIES ..........cvcieieiiiie s sr e sreereens Yes No
[ R O 1 - T TS U TP U PP PP UPTURUTUPTPRTRPRTRTON Yes No
w. Any disease, drug or transplant operation that has depressed your immune SYStEM .........ccccvvveeeieereresesiesesesesnennns Yes No
Have you had abnormal DIEEAING? ..ottt b ettt bbbt bbb Yes No
a. Have you ever required a blood tranSTUSIONT .........co.ciuiiiiiiii bbbt eb e Yes No
Do you have any blood diSOrder SUCH @S BNEIMIAT .........coieiiiieiie i bbbttt Yes No
Have you ever had treatment for a tUmOr OF GrOWEN? .........o.oiiiiii b Yes No
Are you currently taking or have you ever taken bisphosphonates ( i.e. Fosamax, Bonivaetc) ..............cooeveennnn. Yes No
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15. Are you allergic to or have you had a reaction to:

a. Local anesthetics Yes No
D, PenIiCIHIIN OF ANTIDIOTICS ... bbbt b et r et r e n e Yes No
C.o SUITA AIUGS. ..ttt ettt et b bbb e bbb e bt e b e bt b £ e bt e b et e bt b e e E e Rt e bt b e b e e b b e bt e b e b bt e b et et s bbb Yes No
d.  Barbiturates o SIEEPING PITIS .. ..o bbb bbbkt b et b Yes No
LT X o1 1o OO TS PP PP PPRTPRPPRPRN Yes No
L 1o LT OSSPSR Yes No
Q. COAEINE OF OTNEE NMAICOTICS ... ettt ittt bbbtk b et b b st bt b e bbb ekt e bt e b e b et et b et et b e st b Yes No
N, LateX OF TUDDEE PrOQUCES. ...ttt bbbttt eb e bt eb e eb e bt bt e b e e st e s b e b e sbenbesbesbeebeeneas Yes No
[T © 10T TSSO P TSP UT ST RPRO Yes No
13. Have you had any serious trouble associated with previous dental treatment? .............cocveiiiieiiiiicie e Yes No

If so, explain:

14. Do you have any other condition or disease you think the doctor should know about? ............cccveeeveiivivcnnce s, Yes No
If so, explain:

15. Are YOU WEANNG CONTACT IEBNSES?.......eiuiiiiiitiiteieit ittt b ettt b et s bt bbbt h bt h bt bbbttt Yes No
16. Are you wearing removable dental aPPIANCES?.........coiiiiiiie bbb Yes No
17. Do you wish to talk with the doctor privately about anything? ..........cooiii e Yes No
Females

18. Have you started menstruation (reached PUDEBITY)?.......o. oo bbb Yes No
19. Are you pregnant or trying to DECOME PrEGNANT? .........ccui ittt s e e bbbt bbbt sb e b besbe b ens Yes No

Chief Dental Complaint:

I understand the importance of a truthful health history to assist the doctor in providing the best care possible. | have had the
opportunity to discuss my heath history with my doctor.

Date: Patient (or Responsible Party’s) Signature:

FOR COMPLETION BY THE DOCTOR

Comments on patient interview concerning medical history:

Significant findings from questionnaire or oral interview:

Dental management considerations:

Date: Doctor’s Signature:

Medical History Update:

Date Comments Signature
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