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Patient’s Name:  (First)_________________________(Last)____________________________________________


Birth Date: ______________ Sex: _______ Home Phone: ______________________________________


Address: _______________________________ City_________________ State_____ Zip code_________

Patient’s main reason for today’s visit: ____________________________________________

How did you hear about our office? ________________________________________________________________

Emergency contact person: ________________________________________Phone:_________________________

Dental Insurance Company: ________________ Insured’s Social Security#: _________________

Name of Dentist: ________________________ Date of last dental examination: _____________

Name of Physician: ______________________ Date of last physical examination: ___________

*If patient is 17yrs or younger:  Parents are  ___ Married  ___ Separated   ___Divorced
___Widowed

Father’s Name: _________________________ Mother’s Name: __________________________


Home Phone: ________Wk: __________
HomePhone: ________ Wk: ____________


Occupation: ______________________
Occupation: ________________________

              Social Security Number_______________    Social Security Number________________                                                          

Patient’s school: ____________________ Grade: ___________ Patient’s sports/hobby:_______________________

Musical wind instrument played: ___________________________________________________

Please answer the following questions: (Dk/u-Don’t know or understand)

Dental History

How often does the patient brush?________ floss?_________

How would you rate patient’s dental hygiene? Good__, Fair__, 

Poor__.

Yes No  Dk/u  Does patient have to be premedicated for dental

 cleanings?

Yes  No  Dk/u  Does patient have a LATEX/glove allergy?

Yes  No  Dk/u  Primary (baby) teeth removed that were not loose?

Yes  No  Dk/u  Permanent teeth removed?

Yes  No  Dk/u  Extra or missing teeth?

Yes  No  Dk/u  Chipped or otherwise injured teeth?

Yes  No  Dk/u  Teeth sensitive to hot or cold; teeth throb or ache?

Yes  No  Dk/u  Jaw fractures, cysts, mouth infections?

Yes  No  Dk/u  Dead teeth, root canals treated? When?_____

Yes  No  Dk/u  Bleeding gums/periodontal “Gum problems”?  

Yes  No  Dk/u  Food stuck between teeth?

Yes  No  Dk/u  Gum boils, frequent canker sores, cold sores?

Yes  No  Dk/u  Currently taking any additional forms of fluoride?

Yes  No  Dk/u  Thumb, finger sucking habit?  Until age______

Yes  No  Dk/u  Abnormal swallowing habit (tongue thrusting)?

Yes  No  Dk/u  History of speech problems/therapy?

Yes  No  Dk/u  Mouth breathing habit, snoring, 

Yes  No  Dk/u  Tooth grinding habit?

Yes  No  Dk/u  Any pain in jaw/muscles of the face?

Yes  No  Dk/u  Any dental work needing to be done/scheduled? Yes  No  Dk/u  Concerned about under/over developed jaw?

Yes  No  Dk/u  Any relative with same tooth or jaw relationships?

Yes  No  Dk/u  Any wisdom tooth problems?

Yes  No  Dk/u  Has patient had any trouble with any previous

 dental treatment?

Yes  No  Dk/u  Any prior orthodontic examination or treatment?

When/What appliances?_______________________
Yes  No  Dk/u  Would patient object to wearing orthodontic

 appliances (braces)?

Medical History

Yes  No  Dk/u  Birth defects or hereditary problems?                    

Yes  No  Dk/u  Bone fractures, major accidents?

Yes  No  Dk/u  Cancer or been treated for a tumor?

Yes  No  Dk/u  Stomach ulcer or hyperacidity?

Yes  No  Dk/u  Polio, mono, tuberculosis, pneumonia?

Yes  No  Dk/u  Problems of the immune system?

Yes  No  Dk/u  AIDS or HIV positive?

Yes  No  Dk/u  Hepatitis, jaundice or liver problems?

Yes  No  Dk/u  Fainting spells, seizures, epilepsy?

Yes  No  Dk/u  Mental health or behavioral problem?

Yes  No  Dk/u  Onset of puberty?________________

Yes  No  Dk/u  Vision, hearing or speech problems?

Yes  No  Dk/u  Loss of weight recently, poor appetite?

Yes  No  Dk/u  Excessive bleeding, black and blue tendency,

 anemia or bleeding disorders?

Yes  No  Dk/u  High or low blood  pressure?

Yes  No  Dk/u  Tires easily?

Yes  No  Dk/u  Chest pain, shortness of breath or swelling ankles?

Yes  No  Dk/u  Cardiovascular problem (heart trouble, heart attack,

 coronary insufficiency, arteriosclerosis, stroke, inborn

 heart defects, or rheumatic heart?

Yes  No  Dk/u  Skin disorder?

Yes  No  Dk/u  Frequent headaches, colds or sore throat?

Yes  No  Dk/u  Eye, ear, nose, throat condition?

Yes  No  Dk/u  Hayfever, asthma, sinus trouble, hives?

Yes  No  Dk/u  Tonsil or adenoid condition/removal?When?_____

Yes  No  Dk/u  Allergies to medications/drug reactions?

Yes  No  Dk/u  Are you taking medication, nutrient supplements or 

non- prescription medicine? Name them____________

Yes  No  Dk/u  Does the patient currently have or ever had a

 substance abuse problem?

Yes  No  Dk/u  Operations?  (surgical procedures)?

_________________________________________

Female Patient

Yes   No   Dk/u   Are you Pregnant?

Yes   No    Dk/u  Are you taking birth control pills?

Yes   No   Dk/u   Are you anticipating becoming pregnant?

I have read and understand the above questions.  I will not hold my orthodontist or any member of her staff responsible for errors or omissions that I have made in the completion of this form. 

If there are any changes later to this history record or medical/dental status I will so inform this practice.

Signature of parent or guardian __________________________________________________________________________Date​_____________







