American Association of
Orthodonlists

Date:

CONFIDENTIAL

American Association of Qrthodontists
MEDICAL DENTAL HISTORY FORM — ADULT

Patient’s Last Name; First Namc: Middle Name/Initial;
Birth Date: Age: Sex: Male[] Female (] I Prefer To Be Called:
SSNJ/SIN: Home Phone No.: E-mail address:

Cell phone number: Pager number:

Patients Address:

City: State/Province: Zip/Postal Code:

Years at above address:

If less than 5 ycars at eurrent address, previens address:

Years at previcus address: ___ Patient is: Single [1 Married [J Widowed [0 Separated [] Divoreed ]

Oceupation: Employer: Years with Employer:

Business Phone No.:

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

Relationship To Youw:
Address (if ditferent than yours):

City: State/Province: Zip/Postal Code:__

Name Of Patient’s Dentist:
Phone No.:
Dentist’s Address:

City: State/Province: Zip/Postal Code:

Date Last Seen: Reason:

Name Of Paticnt’s Physician(s):
Phone Nofs).:

Physician's Address:

City: State/Province: Zip/Postal Code:

Date Last Seen: Reason:

Who suggested that you mighs need orthodontic treatment?

Why did you seleet our offiee?

Who Is Financially Responsible For This Aecount?
Last Name: First Namc: Middle Name/Initiai:

Address (if different than patient’s)
Phone No.:

City: State/Province: Zip/Postal Code:

1 Hislory Form  Adulr 6703



Insurance Coverage For Orthodomic Treatment? Yes ] No [

Primary Policy Holder’s Name:

Birth Date:

S.SNJ/SIN.:

Employed By: ____

Dental Insurance Company:

Sceondary Policy Halder's Name:

Birth Date;

Group No.: _

Employed By:

Dental Insurance Company:

Mcdical Insurance Company:

SS.N/SIN:

Group No.:

For the following questions mark yes, no, or don’t know/understand (dk/u). The answers are for office reeords only and will be
considered conflidential. A thorough and complete history is vital to a proper orthodontic evalnation.

MEDICAL HISTORY

Now or in the past, have you had:

Clyes Cno Cldkiu
Oyes Tno [(Hdk/u
Oves Cno Cdkiu
[Oyes Cno C1dkiu
Oyes Ooe [Juk/u
Oyes Tlno Cdkiu
Oyes (no Cdkio
Oyes Cno (Jdk/u
Oyes Ono Cldivu
Oves Clno C1dkiu
Oyes One Cdk/n
Clves Ooe [Jdku
Oves (no [Jdk/u
Oyes Cno dkiu
COves Clna Cdkiu
COyes CIno Odk/u
Oyes CIno Odkiu
Oyes CIno Odkiu

Oyes Ono Odkiu
[Jyes COOno Cldk/u
Oyes One Odk/u
Oyes Ono Odk/u

Oyes Cno Ddkiu
Oyes [ae Cldkiu
[Jyes CIne [Jdk/u
CIves Cno Cdk/u
(ves Cno Cdkia
Clyes COne Cdk/u
Oyes Clne Cdkin

Birth defects or hereditary problems?

Bone Jractures, any major accidents?

Rhcumartoid or arthritic condilions?

Endacrine or thyroid prohlems?

Kidney problemns?

Diaberes?

Cangcer, tumor. radiuliun treatment or chemothecapy?
Srowach wicer or hyperacidiry?

Polic. monomicleosis, uberculosis, pneumonia?
Prablems of the immune svalem?”

ALDS or HIV posiove!

Hepatitiz, jaundice or hver problem?

l'ainting spells, serzures, epilepsy or neurological problem’
Menral healtk disturbance or depression”

Vision, heanny, wsting or speech difficiities?

Loss of weight recently, poor appetice?

History of eating disorder (onerexia. bulinia)?

Excessive bleading ot bruising tendency, anemia o1
hleeding disorder?

Higk or low blood pressure?
Tired easilv’
Ches pain, shortness of hreath or swelling ankles?

Cardiovascular problem (heart trouhle, heart atlack, angina.
<olonary insufTiciency, arlorioscierosis, stoke, inborn heart
defects, heart mormnr or rheamatic beart disease)?

Skin disorder?

Do you have a well-halanced diet?
Frequent headaches, colds or sore throats?
Fye, ear, nasc or throat condition?
Haylever. asthma. sinus trouble or hives?
Tonsil or adenoid conditions?

Osteoporosis?

Allergics or reactions to any of the following:

Oves [Ino COdk/u
Oves Cno Odk/u
(Oyes Cne (dkiu

Locai anesthetics (Novocaine or Lidocaine)
Agpnin

Thuproten (Morrin. Advil)

28]

Clyes Clno (Jdk/a  Penicillin or other antibiotics

Chyes Ono Odku Sulfa drugs

Oyes Ono Odlu Codeine or other narcotics

Oyes OnoCJdkiu Metals (jewelry, clothing snaps)

Cyes COno Odk/u  Latex (ziones, balloons)

Oyes Cnu Cldk/u Vinyl

Oyes Olon Cldkiv Acrylic

Clyes COne Cldkiu  Animals

Clyes One (ldkiu ~ Foods {specify)

Oves Ono Cldk/e  Other substances (specily)_

Oyes Ono TJdku  Are vou taking medicalion, nument supplements, herbal med-
ications or non prescription medicing? Please name them.

Medicanon Taken for

Medicanon ___ Trken for

Medicaiion Taken ior

Medication Taken for

Medication Taken for _

Medicalion Taken for

Medication Taken for

Oyes OnoCldkiu Do you curremly have or ever had a substance ahuse
problem?

Oyes CIno Cldk/u Do you chew or smoke obacco?

Oyes COne Cldk/n Opecations? Descobe:

[yes (Ono Cldk/u  Hospitalized? Desenbe: L

Oyes OnoCdk/s  Other physical problems or symploms? Deseribe:

Oves COno CJdu  Being reated by another health vare professional?

For:

Date of most recent physical exam?

Dy you have any other medieal conditians that we should know about!
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WOMEN ONLY

(yes Ono Odk/u
Oves Ono (Jdkfu

Are you pregnant?

Are you anticipating becoming pregnani?

FAMILNY MEDICAL HISTORY

Do your parents or siblings have, or have ever had any of the following heaith
problems? If so. please explain.

Bleeding digsorders
Diabetes

Arthritis

Severe allergies

Uinusnel denial problems

Jaw size imbalance

Any oiher Family medical conditions thal we should know abour?

DENTAI HISTORY
Now or in the past, have you had:

Oyes Ono (dk/u
Oyes Ono Cdiiu
Oyes Oneo (dk/u

Oyes Ono (dk/u
Oyes Ono Cdk/u
Clyes (oo Cldk/a
Oves Cne Cdk/iu
[Iyes (oo [ldk/u

How often do you brush:

What is yonr primary concern? Why are you here?

Permanent or “extra” (supermumerary) teeth removed?
Supernuinerary (extra) or congenitally missing teeth?

Chipped or otherwise injured primary {babny) or permanent
teeth?

Teeth sensitive to hot or cold; 1eeth throb or ache?
Jaw fractures. cysts or mouth inlections?

“Dread teeth” or ool canals treated?

Bleeding gums, bad taste or mouth oder?

Periodonial “gum problems™!

Floss:

Oyes Cno Cdk/u
Oyes Cno Cdk/u
Oyes Cno Cdkru
[OJxes Cno CJdktu
Oyes Ono Odk/u
Ulyes One COdk/u
Ulyes CIno Odk/u
Oyes Cue Odkru
Oyes Cne Odksu

Oyes Cno Odk/u
Owes (no Cldk/n
Oyes COne Ddk/u
Oyes (Ono [ldk/n
Oyes COno [1di/u
Oves COno CJdk/u
Oves (oo [ldkfu
Oyes One Odk/u
Oves (oo Cldkfu
Oyes Clno Cldk/a

Oyes (Ono Odk/u

Oyes One Odk/u
Oyes One Odk/u

Food impaction between leeth?

“Ghinn boils”, frequent canker sores ar cald sores?

Thuinb, tinger, or sucking hatut” Unril whatage_ 7
Abnormal swallowing habut {tongue thrusting)?

History of speech problems?

Mouth breathing habit, snoring or difTiculty in breathing?
Tooth grinding or jaw clenching?

Any pain, clicking or locking in jaw or ringing n the ears?

Any pain or soreness in the muscles of the face or around
the ears?

Difficulty in chewing or jaw opening?

Have you ever been treated for “TMD” or “TMJI™ problems”
Aware of loose, broken or missing resterations (illings)?
Any teeth irritating cheek, hip, wngue or palate?
Concemed about spaced, crocked or pretruding teeth?
Aware or concerned aboul under or over developed jaw?
Any relative with similar tooth or jaw relationships?

Any wisdom tooth prohlems?

Had pericdontal {gum) ireaiment?

Had any serious trouble associated wilh any previows dental
treatment?

Been under ancther dentist’s care?
Specialist
Oiher

Ever had a prior erthodentic examination or treatment?

Would vou pbject ta weanng orthodontic appliances
{braces) should they be indicated?

I have rcad and understand the above questions. I will not hold my orthodontist ar any member of his/her staff rcsponsible for any errors
or omissions that 1 have made in the eompletion of this form. [ftherc arc any changes later to this history record or medical/dental status,
[ will so inform this praetice.

Signed:

{Patient)

Signed:

(Dental staff member)

MEDICAL HISTORY UPDATE OR CHANGES

Date Signed:

Date Signed:

Comments: B
Signed: Date Signed:

{Patient)
Signed: Date Signed:

(Dental staff member)
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MEDICAL HISTORY UPDATE OR CHANGES

Comments:

Signed: Date Signed:
(Patient)

Signed: Date Signed:
{Dental staff member)

MEDICAL HISTORY UPDATE OR CHANGES

Comments:

Signed: Date Signed:
(Patient)

Signed: Date Signed:
(Dental staff’ member)

MEDICAL HISTORY UPDATE OR CHANGES

Comments:

Signed: Date Signed:
(Patient)

Signed: Date Signed:
(Denta) staff member)

MEDICAL HISTORY UPDATE OR CHANGES

Comments:

Signed: Date Signed:
(Patient)

Signed: Date Signed:

(Dental staff member)
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