
CONFIDENTIAL 

Medical Dental History Form 
American Association of 
Orthodontists for Patients Under Age 18 

PATIENT 

Date _
 

Patient's last name _ First name _ Middle iniLial _
 

Prefers to be called _
 Hobbies, activities 

Bmhda~ _ Sex; 0 Male 0 Female Social Security#- _ 

School _ Grade Email address(es) _ 

Home address _ City, Stale, Zip code _ 

Home phone ( Cell phone ( ) _ 

PARENT/GUARDIAN 

Custodial pareot(s) name(s) __ 

Patienllives with (eNc/o: aU rhal apply) 0 mother 0 father 0 stepmother 0 stepfather 0 grandpareot(s) 0 other __ 

Father's full name Title: 0 Me 0 Dr DOther _ 

OCcupation Email address _ 

Address (ifdiffe"'"1! __ 

Home Phone (Ifdijfrn:nt) ( Cell phone ( Work phone ( 

Mother's full name _ Title: DMrs OMs DDr DOther __ 

OccupatioD _ Email address _ 

Address (ifdiffm",/) _ 

Home Phone (Ifdiffere1l1) ( Cell phone ( WOTk phone ( 

DENTIST 

Patient's Dentist _ Addre.ss, City, Slllte __ 

Last seeo _ ReasOD _ Next appointmem 

Other dentist.s/dental specialist.s now being seen: Name _ City, Slate _ 

Reason _ 

GENERAL INFORMATION 

What concerns you about your child's teeth'? _ 

Whal concerns your ehild about his/her leeth? __ 

How does your child feel about orthodontic tI'ealment? _ 

Who suggesled that your child might need orthodontic treatment'l __ 

Why did you select our office? __ 

Describe any previous orthodontic treatment or consuitaLions? _ 

Does your child playa musical instrurnent'l _ 

HislOry Form - Cluld - lCllOO 



Brotherhister lIame "'-- had orthodontic uealment? DYes DNo lfyes. wht'rt''I 

Brother/sister narne had orthodontic treatment? DYes D No If yes, where? 'g'- ­
Brother/sister name .g'-- had orthodontic treatment? DYcs ONe U yes, where?
 

Brother/sistcr namc .g'-- had orthodomic treatment? DYes 0 No If yes, where'!
 

Have any other family members been trealed in this office? Pleasc name lhem. _
 

FINANCIAL RESPONSIBILITY 

Who is fillancialLy responsible for this account? _
 

Address (!fdiffeml./lhaflf'U,e 1) _ Cily. State, Zip
 

Home phone ( ('.ell phone ( Email addressees)
 

Social Security # _ Employer _
 

Who will be responsible for bringing the patient to orthodontie appoinlment,.! _
 

DENTAL INSURANCE 

Primary policy holder's full name Birth date _
 

Social Security # _ Rdationship 10 paticnt _
 

Address and phone (if not listed above)
 

EmploycT _ Address _ 

ID# _Imurance company Group # _
 

Does Ihis policy have orthodontic benefits? DYes 0 No D Don't Know
 

Secondary policy holder's full name _ Birth date
 

Social Security # _ Rdalionship to patient _
 

Address and phone lif not listed above)
 

Employer _ Address _
 

Insurance company Group # _[0# _
 

Does lhis policy have orthodontie benefits? DYes D No D Don't Know
 

MEDICAL INSURANCE 

Policy holder's full name _ 

Insuranee Company _ 

PHYSICIAN 

Patient's Pbysician _ City, State _ 

Last seen _ Reason Ne>;:l appointment _ 

Most reccnt physical exam 

Other physicillnslht'allh cace proViders being seen now: 

N=', _ _Ci~y, State 

Reason _ 

N=, _ City, Stale _ 

Reason _ 

""10,. FOrni-Child _ 10109 



Your answef1li are for office records only, and are confidential. A thorough medical history is cssenliallo a complete or1hodontic evaluation. 
For IntJolI'J ....ing q"t,'I;'J1I5, plea.!e mark yes, no, or don '11c'1ow/uriderslwlti Idk!u), 

MEDICAL HISTORY 
Now or in the past, has your chUd had: 

);" No OK/V 

0 0 o Binh defects or hereditary problems?
 

0 0 o Bone fractures or major injuries?
 

0 0 o Any injuries to faee, head, neck?
 

0 0 o Arthritis or joint problems'!
 

0 0 o Cancer, tllmor, radialion lreaonent or chemotherapy?
 

0 0 o Endocrine or thyroid problems?
 

0 0 o Diabetes or low sugar?
 

0 0 o Kidney problems'?
 

0 0 o (mmune iiystem problems?
 

0 0 o History of OSleoporosis'?
 

0 0 o Gonorrhea, syphilis, herpes, sexually transmitted diseases?
 

0 0 o AIDS or HIV positive?
 

0 0 o Hepatitis, jaundice, or OIher liver problems?
 

0 0 o Polin, mononucleosis, tubereulosis, pneumonia?
 

0 0 o Seizures, fainting spells, neurologic problems?
 

0 0 OMental heallh disturbance or depression?
 

0 0 o History of eating disorder (anorexia, bulimia)?
 

0 0 D Frequent headaches or migraines?
 

0 0 D High or low blood pressnre?
 

0 0 D	 Excessive bleedin~ or broi~ing, anemia? 

0 0 D	 Chest pain, shortness of breath. tire easily, swollen ankles'! 

0 0 D	 Hean defects, heart murmur. rheumatic hean disease? 

0 0 D	 Angina, ar1eriosclerosi~. stroke or heart auaek? 

0 0 D Skin disorder (other than common ~cnr)?
 

0 0 D Does your child eat a wrll-balanced diel?
 

0 0 D Vision, hearing, or sprech problems?
 

0 0 D Frequent ear infeetions. colds. lhmat infections'?
 

0 0 D Asthma, sinus problems. ha)'fever?
 

0 0 D Tonsil or adenoid condilion?
 

0 0 D Docs your child frequeml)' brealhe Ihrough hislher month?
 

0 0 D	 Has your child ever Laken intravenous hjspho<;phonate~ 

such as Zometa (zolendromic acid). Aredia (pamidronate) 
or Didronel (etidronale) for bone dimrders or cancer? 

D D D	 Has your ehild ever Ialen oral bi~phosphonates such as 
Fosamax (alendronale). AClone1(ridendronaLej, Boniva 
(ibandronate), Skelid (lilndronate) or Didronel (etidronatej 
for bone disorders? 

Has your chUd had allergies or reactions to any of the following? 

Yes No DKfU 

0 0 D Local anesthetics (novoeaine, lidocaine. xylocaineJ 

0 0 D Latex (gloves, balloons) 

0 0 D Aspirin 

0 0 D Ibuprofin (Momn, Advil) 

0 0 D Metals (jewelry, clothing snaps) 

0 0 D Penicillin 

0 D D Other antibiolics 

0 D 0 Acrylics 

0 0 D Plant pollens 

0 0 o Animals 

0 0 o Foods 

0 0 D Otber snbstanees 

DENTAL HISTORY 
Now or in the past, has your chUd had: 

Yes No DKIU 

0 0 o	 Erupting teeth very early or very late'? 

0 0 o	 Primary (baby) teeth removed that were not loose? 

0 0 o	 Permanem or extra (supernumerary) teeth removed? 

0 0 o	 Supernumerary (extla) or congenitally missing leeth? 

0 0 o	 Chipped or injured primary orpermanenlleeth? 

0 0 o	 Any sensitive or sore teeth'l 

0 0 o	 Any lost or broken t1llings'! 

0 0 o	 Jaw fractures, eyst.;, infections'! 

0 0 o	 Any teeth treated with root canals or pnlpotomies? 

0 0 o	 Frequenl eanker sores or cold sores? 

0 0 0	 HistMY of speech problems or speech therapy? 

0 0 D	 Diffi.::ulty breathing through nose? 

0 0 0	 Mnnth breathing habit or snoring at night'! 

0 0 o	 History of speech problems? 

0 0 o	 Freqnent oral habils (sucking finger, chewing prn, etc)? 

0 0 D	 Teeth can.sing irritation to lip, cheek or gums? 

0 0 D	 Tooth grinding or clenching? 

0 0 D	 Clkkmg. kJdJng in jllw joints? 

0 0 D	 Soreness in jaw muscles, jaw muscles or face muscles? 

0 0 D	 Has your child be~n treated for "TMJ" or "TMD" problems? 

0 0 o	 Any brokeu or missing fillings? 

0 0 D	 Any serious trouble associated with previous dental treatment? 

0 0 o	 Has your child ever been diagn(J~ed with gum disease or 
p)'orrhea'! 
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PATIENT HEALTH INFORMATION 

Do you think that any of your child's activities affect hislher face, teeth or jaws? How? ~ _ 

Lisl iUl)' medil;:ation, nutritional supplements, herbal medicatioM or non-prescription medieines, including fluoride suppJemenL~ dlat yOUf ehild takes. 

MediclUion Taken fllf
 

Medication _ Taken for _
 

Medication _ Takenfor _
 

Doe, your child have (or ever hadl a ~ubsUlnce abuse problem? _
 

Doe.'l your child chew or smoke lobacco? ~ _
 

Have you noticed any unusual changes in your chiLd's face or jaws? _
 

Any other physical problems? _
 

FAMILY MEDICAL HISTORY 

Have (he parenlS or sibliugs ever had any of the following health problems? U so, please explain. 

Bleeding di~orders _ Diabeles 

Severr allergiesAnhritis-------- ­
Unusual dental problems _ Jaw size imbalance _ 

Other family medical conditions? _ 

How often does your child brush? _ Aoss? _ 

RELEASE A\lD WAIVER 
1 awllOriu release ofan)' infontl(Jtiofl regarding my child's orthodontic Irealmenllo my MnUlI and/or medical insuronce Ct>mpany. 

Parent/Guardian SignalUre _ D.~ _ 

I have read Ihe above qrlesrions anti Iindustand Them. 1 will nol hald my onhodontist or allY memba of hi.tlher staff responsible for ony errors or 
omissions Ihal I have made in the complerion of/hisfonn I will rw/ify my onhodomist ofany changes in m.y child·s medical or denial health. 

Parent/Guardian Sigrrnture _ Date _ 

MEDICAL HISTORY UPDATES OR CHANGES 

Changes _ 

Parent/Guardinn Signllllire _ Date _ 

Dental Staff Signature _ Date _ 

Changes _ 

Parent/Guardian Signature Date _ 

Denial Staff Signature _ D'~ _ 

Changes ~ _ 

Parent/Guardian Signature _ Date _ 

Dental Staff Signature _ Dare _ 

Hi,tory Fl'llll- Cruld - [(),IOO 


