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Patient Information

 Patient's Name:____________________________________________________________________________________  Date of Birth:_________________ Age:________   M or F




First

Middle

Last

Preferred First Name:_________________________________________________  School: ________________________________________ Grade:_______________________________

Address:______________________________________________________________________________________________________________     Home Phone:___________________________

                                    Street                   


City                            Zip            
                                        
Whom may we thank for telling you about our office?_ ________________________________________________________________________________________________

What do you think is the patient's orthodontic problem?______________________________________________________________________________________________

What do you hope orthodontics will accomplish?________________________________________________________________________________________________________

Name of siblings (or children) and birth dates?____________________________________________________________________________________________________________

Have any had orthodontic treatment? __________Who and when?______________________________________________________________________________________

Is the patient covered by orthodontic insurance?________ If yes, Name of Insurance Company______________________________________________

Responsible Party Information

 Name: ______________________________________________________________________________________________________________ Marital Status: ______________________________ 



First


Middle


Last
Date of birth:______________________   Social Security #:_______________________________________  Relationship to Patient_________________________________ 

Home phone: _______________________________ Work #: ________________________Cell#_____________________________ E-mail: ______________________________________

Mailing Address:________________________________________________________________________________________________________________________     o Own      o Rent  
                     


Street                          

City                                          Zip
How long at this address? _______  Previous address if less than 3 years: __________________________________________________________________________

Employer: __________________________________________________Occupation:________________________________________  No. of Years Employed: _________________

Spouse or Other Responsible Party
Name: ______________________________________________________________________________________________________________ Marital Status: ______________________________ 



First


Middle


Last
Date of birth:______________________   Social Security #:_______________________________________  Relationship to Patient_________________________________ 

Mailing Address:_______________________________________________________________________________________________  E-mail: __________________________________________

                     

Street                          

City                            Zip
How long at this address? ____________ Home phone: _______________________________ Work #: ________________________Cell#_____________________________

Previous address if less than 3 years: ________________________________________________________________________________________________________________________







Street



City

Zip
Employer: __________________________________________________Occupation:________________________________________  No. of Years Employed: _________________

I understand that where appropriate for treatment financing, credit reports may be obtained.   In the case of insurance, I authorize the release of all information regarding treatment and for payment of benefits directly to the doctor’s office. 

Signature (Parent’s signature if minor) ___________________________________________________________________________________
Date: __________________________

                                                                                                                       Over to other side

Dental History:

Yes No

___ ___  Has the patient had any face injuries involving teeth or jaws?  Explain: _____________________________________________________________

___ ___  Has the patient had a history of thumb sucking or finger sucking?    Stopped?_________    When?____________________________

___ ___  Has the patient consulted an orthodontist previously?  When? ________________________________________________________________________

___ ___  Has the patient had any previous orthodontic treatment?  How long ago? _________________________________________________________

___ ___  Did either parent have orthodontic treatment?  Treatment time? _____________________________________________________________________

Please check if there is a history of:
___ Clenching/grinding teeth 


___ Headaches (more than normal)
___ Jaw joint popping

___ Jaw joint clicking



___ Mouthbreathing


___ Ringing in the ears

___ Muscular soreness around head/neck

___ Bleeding gums


___ Cold sores or Canker sores

___ Jaw Soreness




___ Sensitive teeth to hot or cold

___ Difficulty chewing 

Medical History:
 Is the patient in good health?

___yes
___no
Explain:____________________________________________________________________________

Any major or unusual illnesses?

___yes
___no
Explain:____________________________________________________________________________

Currently being treated for illness?
___yes
___no
Reason: ____________________________________________________________________________

Currently taking medication?

___yes
___no
Reason: ____________________________________________________________________________

Allergies



___yes
___no
List: _________________________________________________________________________________

Drug sensitivity



___yes
___no
List: _________________________________________________________________________________

Please check yes or no for each of the following:

Yes  No



  Yes  No


      Yes   No

___   ___ Immune system problems    ___   ___ Heart problem or Murmurs    ___    ___ Frequent Colds or Flu

___   ___ Blood abnormalities
   ___   ___ Tuberculosis

       ___    ___ Tonsillitis and /or Adenitis

___   ___ Bleeding or bruise easily
   ___   ___ Diabetes              
       ___    ___ Birth defects- describe ______________________________

___   ___ Liver Problems/ Hepatitis
   ___   ___ Hormone problems
       ___    ___ Tonsils/Adenoids removed: Age: ________________

___   ___ Rheumatic Fever

   ___   ___ Bone disorders

       ___    ___ Skin disorder

___   ___ Eye, Ear, Nose problems
   ___   ___ Cancer


       ___    ___ Asthma

___   ___ Fainting spells

   ___   ___ HIV or AIDS

       ___    ___ History of eating disorder

___   ___ Arthritis


   ___   ___  Kidney problem
       ___    ___ Epilepsy/Neurological problem

            

___   ___ Is the Patient in a risk group for AIDS?         

       ___    ___  (Women only) Are you Pregnant

Emergency Information:

Relative/Friend to contact in case of emergency_______________________________________________________________________Phone:_________________________

Patient’s physician’s name: __________________________________________________Last Visit: ___________________________________Phone _________________________

Patient’s dentist’s name: ______________________________________________________Last visit ____________________________________Phone__________________________

Is there any other information that may be helpful in assessing the medical / dental condition? _______________________________________ _____________________________________________________________________________________________________________________________________________________________________________

I have read and understand the above questions.   If there are any changes later to this historical record or my medical/dental status changes, I will so inform the office.

Signature:____________________________________________________________________________________________________________________________  Date:_________________________


 
(Patient or Parent/Guardian)
Medical History Reviewed:  Date: _______________  Updated: ________________  Updated: _______________  Updated: ______________
Notes:

�
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MALAN ORTHODONTICS

Creating Smiles for a Lifetime



