
American Association of 
Orthodonlisls 

Date: _s 
CONFIDENTIAL 

American Association of Orthodontists 
MEDICAL DENTAL HISTORY FORM - ADULT 

_ 

Patient's Last Name: First Name: Middle Nameilnitial: _ 

Birth Date: Age: Sex: Male 0 Female 0 I Prefer To Be Called: _ 

S.S.N.lS.LN., _ Home Phone No.:' _ E-mail address: _ 

Cell phone number; _ Pager number" _ 

Patient's Address; _ 

City: StalelProvince: ZiplPostal Code: _ 

Years at above address: 

If less than 5 ycars al eurrenl address, previons address: _
 

Years at previous address: _ Patient is: Single D Married D Wido~d D Separated D Divoreed D
 
Oceupation: _ Employer: Years with Employer: _
 

Business Phone No.: _
 

Name Of Spollse/Closest Relative: Phone No.: (if different than yours) _
 

Relationship To You: _
 

Address (if different than yours): _
 

City: State/Province: Zip/Postal Code:
 

Name Of Patient's Dentist: ~ _
 

Phone No.; _
 

Dentist's Address: _
 

City: StatelProvince: ZiplPostal Code: _
 

Date last Seen:
 Reason: _ 

Name Of Patient's Physieian(s): _ 

Phone No(s)., _ 

Physieian'sAddress: _ 

StatelProvinee: _ ZiplPostal Code: _ 
CitY' = ----.:=-= 

Reason: _ 

Who suggested that you mighr need orthodontic treatment? _ 

Why did you seleet our offiee? _ 

Who Is Financially Responsible For This Aecount? 

Last Name: First Name: Middle Name/Initial: _ 

Address (if different than patient's)I _ 

Phone No.: _ 
CitY' _ 

StatelProvinee: Zip/Postal Code: _ 

Hi~lory Form Adul! 6/03 

Date Last Seen: 



Insurance Coverage For Orthodomic Tre:itment? Yes 0 No D
 

Primary Policy Holder's Name: S.S.NjS.l.N.:
 

Birth Date: Employed By:
 

Dental Insnranee Company: ____________._ Gronp No:
 

Secondary Policy Holder's Name: S.S.N.lS.LN.:
 

Birth Dale: Employed By: _~ ~ _
 

Dental Illsur.:mce Company: Group No.: _
 

Medical Insurance Company: _
 

For the following questions mark yes, no, or don't know/understand (dkJn). The answers aTe for office rceords only and will be 
considered confidential. A thorough and complete history is vital 10 a proper orthod"nlic evalnati"n. 

:VIEDJC~L HISTORY 

Now or in the past, have you had: 

DJe~ Dno Ddklu 

OJes Ono Ddklu 

O)'e! Ono Ddklu 

O)'e! Ono Ddklu 

Oye~ DDIl DIlkiu 

Oye~ 000 Ddklu 

D)ef Dno Ddklo 

OJ'e~ Ono Ddklu 

Dye!! Dno DdkJu 

DJ'e~ Dno DdkJu 

Dye~ DDo DdkJlI 

Dye~ DDo Ddklu 

Oye~ Dno Ddklu 

OJ't'i Dno Odklu 

OJ"t'!1 0"0 DdkJu 

Dye~ Dno DdkJu 

D\'e~ Dno Ddkiu 

Ove!! Dno Ddkill 

DJe~ Dno Ddklu 

D,es Dno DdkJu 

D~'ei Dno DdkJu 

Dye!! 000 DdkJlI 

Dye~ 000 Ddkiu 

Dyes Do" Ddklu 

Dye~ Dnn DdkJu 

Dye, Dnn DdkJn 

Dl'c~ Dno DdkJu 

Dyes 000 Odklu 

Dye!! Don Ddkln 

Birth dcfccts or h~reditary pmhlem~') 

Bon. fracrurcs. any major accidents?
 

R!lc<.UnalOid or arthrilic modilions'.'
 

EnJocrinc or thyroid prohlem5'!
 

Kidney problem,?
 

Diabclcs')
 

Cancer, hlmor. rallialiun trealment or rhemotherapy~
 

SlOlUaeh uicer clr hyperacidity'!
 

P,'Jio. mononHcleo~is, lUberculosis, pnellmonia?
 

Pr'lblems of the immune s'dtem:'
 

A[[)S or HIV po>itive',>
 

H,;patitis. jaundice or h~r problem?
 

Fainting ~relk ~~,mres, epilepsy or nemological probl~m'!
 

Memal health rll~turhance or dcpre,sion:
 

Vision, _~~ann~. la>tmg or ~peecb dilfiel1!ties~
 

Lo~s ofweighl recently, pOOl' appetile'.'
 

Jlislar}' of e~tmg rll<Llrda IJOIJrcxia. bulimia)?
 

E\eessive bleelling or bruising tenrleney, anemia '"
 
hl~eding di~order? 

Hlg~ M low blood pressure'.' 

Tir~d ~a,il\": 

ehe,l pain. ;hortnes~ ofhreath <lr , ....elling ~ill;:jes? 

Cardiovascular problem (heart tmuhlc. heart attack, angina. 
(ol'Onary in8ulficiency, artortosdcrosis, stroke, inborn heart 
rlerects, heart mUlmnr ,'r rhe'lmatic heart Ilis~aser) 

Skin di~OTder~ 

Do you have a ....ell·balanced diet? 

Fr...quent h~Jdaehe;:, colds Or sore t~roat~O 

Eye, ~aL nmc or tbroat condition: 

Haylher. Jsthma. sinus trouble or hiv...,~ 

Ton8il or ~d~noid condilions'! 

Osteoporo,;i~~ 

Allergies or n>actions to any of the following: 
Ores Dnll Ddklu Lo,ol Jnesthetics (Novocaine or Lidocainel 

Dyes Dno Ddklu -""pirin 

Dyes ODO DIlkiu Ibuprofen (Molrin. Advil) 

D~'es Dno DdkJu 

Dy'es Dno Ddkiu 

Oyr~ 000 Ddklu 

O,e~ Dno Ddklu 

Dyc. Dno Ddklu 

Dyes Dnu Ddklu 

D,e~ Dnn Odklu 

Dye~ Dno Odklll 

Dye~ DOG DdkJu 

Dye~ODo Ddklo 

Oy" 0,,0 OdkJu 

Medication 

Medicatitlll 

Mellir1lion 

Melllcauon 

McdJCalioo 

Medication 

Medkatioll 

DynDnoOdkiu 

Dyes Dno Ddklu 

Dye~ Dno DdkJu 

Dye!! Dno DdkJu 

Dye~OooDdklu 

Dye~ Dno DdkJu 

Penicillin or other antibiotiC'; 

Sulfa Ilrugs 

Co<J~ine Or Olber narcotic~ 

Metal, llev.dry, elothing snaps) 

Lat~x (gilAc>, baJloons) 

Vinyl 

Acrylic 

Animal;; 

Food;: (spccify) 

Other substallces (~P<'c'i(yl _ 

Are you laking medication. num~m supplements, herhal med· 
icatl,ms Or non prcscription meJicine':' Plea~e name them. 

Taken r,,, _ 

T~ken for _ 

Taken for _ 

Taken l"or _ 

Taken tor 

_ Taken for 

_ Taken Jr.r 

Do you currently have or ever had a sHb~tan~~ ahuse 
problem? 

Do you chel\>' or ~m,)kc IObacco? 

Opernlions? Describe: __ 

Hospitalized? Descnbe" 

Other physical pwblems or symptoms? D.:scribe _ 

B<ing Ircalcd by another health ~",e profes;;ional? 

For 

Dal~ of most recent physical eum? _ 

Do you hJve any other medic~1 Cl'nditions thaI we should kno'" ahouf.' 

, History Fonn - Adull 6/03 



Dye!! Duo Ddk./u Food impacn,'n bel",,,en teelh"!\YO M E '\J2'\L}'_ 
Dyes Duo Ddk./u "Gllm b"ils·. frequent canku ,<lre, or cold 50re~~ 

Dye~ Ono Ddk./u Are y011 pregnant! 
Dyes Duo Ddk./u Thllmb. finger. ,lr sudan)!: habLt"' Lrllil what Jge ' 

Dye!! Dno Ddk./u Are you anticipating becoming pregnanl":' 
D,,~s Dno Ddk./u Abnormal s"'alkw.in~ hahll (hlngue thru5lingJo 

D~e~ Duo Ddk./u Histol)' of speech pwblem," 

B~mX \IEI)ICAL HISTORY 

Do your parents or siblings have, or have !:'Ver had any «fthe foll""iu); he_(th
 
problem8: If w. plea,e cxplam.
 

Bleeding disorders _
 

Diabetes , _
 

Arthritis 

Severe allergies _ 

L1nu,llaJ Jenml problems . 

.law sile imbalance _ 

An'" (nhcr family medical conditions lhal we ~hOllld Jrnow aOOm'! 

I)EI\T\I. JIISTQRY 

Now or in the past, have you had: 

DYeli Ono Ddk/u Permanellt or "exira" (supernumerary) teeth remaved? 

Oycs Ono Ddk/u Supernumerary (extra) or congenitally missing teeth~ 

Oycs Dno Ddk/u ChIpped or olherv."ise injured primary (baby) or permanem 
leelh" 

Dyes Dno Ddk/u Teelh .>enS;!lve to hot or wId; lcelh throb or ache~ 

Dyes Dno Ddk/u Jaw fraClL1TI~S. cy.~l!; or mouth mreclion~~ 

O~'es Duo Ddk./u "Dead teeth" or root canal~ lrealed~ 

Dye~ Duo Ddk./u Bleeding gllms, bad laSle or mouth odor" 

Dye~ Duo Ddk./u Periodontal "gum problems'''! 

How often do you brush: Floss: 

What is yonr primary concern? Why are you here? 

D~e~ ODD Ddk./u 

D~e~ ODD Ddk./u 

D~'c$ Duo Ddk./u 

Dyes ODD Ddk./u 

Dy'u ODD Ddk./u 

Dy'u ODD Ddk./o 

Dy'es 000 Ddk./u 

Dy'es 000 Ddk./o 

Dy'l"J 000 Ddk./u 

Dy'l"J 000 Ddk./u 

Dy'es Duo Ddk./u 

Dy'es 000 Ddk./u 

Dy'es Duo Ddk./u 

Dy'es 000 Ddk./u 

Drl'~ 000 Ddk./u 

D~l'~ Dno Ddk./u 

Dyel Dno Ddk./u 

_ 

Momh brealhing habit, snorin~ ,lr ULfTiLL1lly i~ brealhing? 

Tooth grinding or jaw clenching?
 

Any pain, clicking 01' locking injaw or ringing In lhe ears','
 

Any pain or soreness in the musde... 01" the race or around
 
the ears?
 

Difficulty in chewIng or Jaw opening'!
 

Have you ever be;:n tn:ated for "TMD" or "'TMJ" plDbkms~
 

Av.lIre of loo~e, broken or ml,sing restormionii (lillings)?
 

Any teeth irritating cheek, hp, tongue or palate'!
 

Concemeu aoout >paced, crooked or protmding leeth~
 

Aware or concerned abollt under or over developed jaw?
 

Any relative with similar moth or jaw rclalion;:hip~?
 

Any wi5uom tooth prahlI'm,"
 

Had periodontal (gum) treatment'!
 

Had any serious trouble assoeiatoo with any previou.~ dental
 
lrcalmcm'i
 

Been under anolher denlisl's care?
 

Spcciali;:l _
 

Othrr _
 

Ever had J prior orthodontic examination Or trcmmenL' 

Would ,,'ou obje\:l to weanng orthodontic appliances 
Ibla\:~~) >h<!ul<.lth~y h~ indicated? 

. _ 

I havc rcad and understand the above questions. I will not hold my orthodontist or any member of his/her staffrcsponsible for any errors 
or omissions that I haw made in the eompletion of this form. If there arc any changes later to this history record or medical/dental status, 
I will so inform this praetice. 

Signed: =--,---,-­
(Patient) 

Signed: 
(Dental ~taff memhcr) 

MEDICAL ,HISTQRV jJPQATE OR CHANGES 

Comments: 

Signed: =--,---,-­
(Patient) 

_ Datc Signed:
 

_ Date Signed: _
 

_ Date Signed: _ 

Date Signed: _Signed: -:c---c--:c--,------------------- ­
(Dental stafl'member) 

J H,.,w" Form Adult 6/03 



MEOIGALH1~IORY UPDATE OFj GHANGES 

Comments: 

Signed: 
(Patient) 

Signed: 
(Dental staff member) 

Date Signed: 

Date SIgned: 

_ 

_ 

MEPIGA~J:nSTORY UPDATE OR_CHANGES 

Comments: 

Signed: 
(Patient) 

Signed: 
(Denial staff member) 

Date Signed: 

Date Signed: 

_ 

_ 

MEDICAl-HISTORY UPDATE OR CH_ANGES 

Comments: _ 

Signed: 
(Patient) 

Signed: 
(Dental staff member) 

Date Signed: 

Date Signed: 

_ 

_ 

MEDICAL t:tISTORY UPDi\TE9RCHANGES 

Comments: 

Signed: 
(Patient) 

Date Signed: _ 

Signed: 
(Dental staff member) 

Date Signed: _ 
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