





{1 Yes 1 No L dk/u Does the patient currently have or ever had a
substance abuse problem?

U Yes 1 No L dk/u Does the patient chew or smoke tobacco?
1 Yes 0 No U dk/u Operations? Describe:

1 Yes 1 No U dk/u Hospitalized? Describe:

J Yes (1 No L dk/u Other physical problems or symptoms? Describe:

0 Yes 0 No O dk/u Being treated by another health care profession?
For:

Date of most recent physical exam?

Are there any other medical conditions that we should know about?

FAMILY MEDICAL HISTORY

Do the patient’s parents or siblings have, or have ever had any of the
following health problems? If so, please explain:

Bleeding disorders
Diabetes
Arthritis

Severe allergies
Unusual dental problems
Jaw size imbalance

Any other family medical conditions that we should know about?

DENTAL HISTORY

Now or in the past, has the patient had:

U Yes 1 No L dk/u Started teething very early or late?

(1 Yes 1 No Q dk/u Primary (baby) teeth removed that were not loose?
(J Yes 1 No L dk/u Permanent or (extra) (supernumerary) tooth removal?
U Yes 0 No L dk/u Supernumerary (extra) or congenitally missing teeth?

(J Yes 0 No L dk/u Chipped or otherwise injured primary (baby) or
permanent teeth?

How often does your child brush?

Floss?

O Yes O No Q dk/u Teeth sensitive to hot or cold: teeth throb or ache?

(1 Yes 1 No O dk/u Jaw fractures, cysts or mouth infections?

U Yes 1 No O dk/u “Dead teeth” or root canals treated?

(J Yes 4 No U dk/u Bleeding gums, bad taste or mouth odor?

U Yes 0 No U dk/u Periodontal “gum problems™?

1 Yes 0 No O dk/u Food impaction between teeth?

{1 Yes O No O dk/u Thumb, finger, or sucking habit?
Until what age ?

(1 Yes O No O dk/u Abnormal swallowing habit (tongue thrusting)?

{1 Yes 1 No O dk/u History of speech problems?

(1 Yes 0 No O dk/u Mouth breathing habit, snoring or difficulty in
breathing?

J Yes 1 No QU dk/u Tooth grinding or jaw clenching?

(1 Yes L No L dk/u Any pain, clicking or locking in jaw or ringing in the
ears?

(J Yes 1 No O dk/u Any pain or soreness in the muscles of the face or
around the ears?

{1 Yes 0 No Q dk/u Difficulty in chewing or jaw opening?

{1 Yes 0 No Q dk/u Have you ever been treated for “TMD” or “TMJ”
problems?

(U Yes O No O dk/u Aware of loose, broken or missing restorations
(fillings)?

{0 Yes O No QO dk/u Any teeth irritating cheek, lip, tongue or palate?

(1 Yes 1 No O dk/u Concerned about spaced, crooked or protruding teeth?

(1 Yes 0 No O dk/u Aware or concerned about under or over developed
jaw?

(1 Yes 0 No O dk/u “Gum boils”, frequent canker sores or cold sores?

1 Yes 0 No O dk/u Taking any forms of fluoride?

(1 Yes O No U dk/u Any relative with similar tooth or jaw relationships?

{1 Yes 1 No O dk/u Had periodontal (gum) treatment?

(1 Yes (L No L dk/u Would you object to wearing orthodontic appliances
(braces) should they be indicated?

(J Yes L No L dk/u Any serious trouble associated with any previous
dental treatment?

1 Yes 1 No O dk/u Ever had a prior orthodontic examination or treatment?

(1 Yes ( No L dk/u Been under another dentist's care?
Specialist
Other

What is your primary concern? Why are you here?

I hereby give Dr. Brown permission to discuss any matters concerning my childs orthodontic treatment with our dentist or physicians. | have read and
understand the above questions and | will not hold my orthodontist or any member of his/her staff responsible for any errors or omissions that | have made in
the completion of this form. If there are any changes later to this history record or medical/dental status, | will so inform this practice. | also

understand payment is due at time of services.

Signed

Date Signed

(Parent or Guardian)

Signed

Date Signed

(Dental Staff Member)
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