CEDAR PARK

O rthodontics Date: Patient Information

AGE.......c..... BIRTH DATE........ Y YR SOCIAL SECURITY #

ADDRESS

HOME PHONE

FAMILY DENTIST ..ottt ittt ses s s s s sans s sn s s sns s LAST CLEANING ..ottt n LAST SEEN.....oiiieterecrccece s
IS ANY DENTAL WORK PENDING? D YES DNO PLEASE DESCRIBE.......otiiiuititiict ittt ittt bbbt b et b s b s 4 et sh s b es 4 s 4o d e h b ed b s b b d e he b eseh e s e bt e b e e b s e at s era e ena s
WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?.....ccuiuiiiiuiiiiiieiiieiiricic sttt d s h bbb a4 s b b d b e h s sa e b bbb b e bbb b s
SCHOOL ..ottt st s GRADE.......cccceceee. HOBBIES/SPORTS....ouvuieitieeteeine e ies et st ess sttt st ss b e b sttt et e sttt

SIBLINGS/CHILDREN INFORMATION

NAME . ..ottt s e R R 4R SRR SRR SRR SRR SRR R e eR SRR e eR R bR R et e e s e raes SEX..ovvvvervnvnees BIRTHDATE .o
NAME ..o s e s R R SRR e E AR SRR SE SRR bR b a b s SEX...ooveevvnenns BIRTHDATE .o
NAME . .ot a e e R 4R R R SRR S d e AR SR Se R SRR e eR SR b bR b h b naes SEX..oivvvevnvnees BIRTHDATE .ot
NAME . .o bbbt a b s s SR SRR e h SRR d S S h R SRR SRR e E SRR d SR bt b s seR s eeb R e e e e SEX.uoviiievviieeees BIRTHDATE. ..ottt

FULL NAME

ADDRESS

PREVIOUS ADDRESS (IF LESS THAN 3 YEARS).....cccsucvusureuniiniennas . CITY, STATE, ZIP CODE . OO OOt
SOCIALSECURITY #..coveniiiiiiicenccciccceici BIRTH DATE.....cooiiiriieniniesicnicic s RELATIONSHIP TO PATIENT ..ottt ittt ssss bt s sns st s st
EIMPLOYER. ... oottt i s bbb s s s s s s s e b e sae e s OCCUPATION.....cuctiitriiciies s # YEARS EMPLOYED.......ccoovvirieiricnnne.
SPOUSE’S FULL NAME......oiiiiiiiiicicii ettt ssnns e RELATIONSHIP TO PATIENT ..ottt

INSURED’S FULL NAME.......coititiiiiitci sttt bbb s b s s INSURED’S MEMBER ID#......cooiiiiiiiiiiiiiiiici e
INSURANCE COMPANY ....oouiitriiitiisit sttt bt sttt enes GROUP #...ooviiiiiiiiiic PHONE H....ooovviiiiccccicccs
INSURANCE CO ADDRESS......coiiiiiiiitrisisices st sis s sas st as e s 4 b 4 b4t b b e b s b e d b b e b b e d bbb s ssb bR s ses st st sb b EMPLOYER......ioiitiiciciicccr s
DO YOU HAVE DUAL COVERAGE? D YES DNO 2ND INSURED’S FULL NAME......coiiiiiiiiiiiiiiiicc st sss s s sna s DOB....oririeieicicee
INSURNCE COMPANY. ..ottt INSURED’S MEMBER ID#........ccciiiiiiiiiniiiiiciniccccens GROUP H..ooiiiiiiiiiiicici s

Emergency Information

EMERGENCY CONTACT c..oovirete ettt s eens HOME PHONE.......i ottt s e e

CELL PHONE. ...ttt st s e e s RELATIONSHIP TO PATIENT .....cciriiiiirintie ettt s e

Signature ( Parent’s signature, if minor)........ccoo. Date:



Please complete the following health questionnaire as fully and completely as possible.
Also write in any other information that you feel might be helpful.

WHAT ARE THE PATIENT’S OR PARENTS MAIN
CONCERNS REGARDING THE JAWS AND TEETH?

HOW OFTEN DOES THE PATIENT HAVE

HAS THE PATIENT EVER HAD , OR NOW HAVE ANY

CROWDING

OVERBITE

BUCK TEETH

MISALIGNMENT

RECEDED JAW

PROMINENT JAW

GUMMY SMILE

SPACING

GUM DISEASE

MOUTH TOO SMALL

CLICKING JAW JOINT
IRREGULARLY SHAPED TEETH
PROTURSION OF TEETH

RINGING IN EARS
HEADACHES/FACIAL PAIN

NECK PAIN

JAW PAIN

IRREGULAR FACIAL PROPORTIONS
CROSSBITE

UNDERBITE

OPENBITE

FINGER/THUMB SUCKING HABIT
TO SEE IF ORTHODONTICS IS NEEDED
TRANSFER IN CONTINUE TREATMENT
SECOND OPINION

DENTIST RECOMMENDED

N o o N

PATIENTS CURRENT MENTAL HEALTH?
......... EXCELLENT woeeeen. FAIR

LIST ALL CURRENT MEDICATIONS TAKEN
BY PATIENTS?

OF THE FOLLOWING CONDITIONS?

OO0O0000 OJOOoOoooooddddoooooooododgdooooono

ANEMIA

BLOOD DISEASE

PROLONGED BLEEDING
HEPATITIS

AIDS OR HIV POSITIVE
RHEUMATIC FEVER
MALIGNANCIES, TUMORS, OR CANCER
HEART DISEASE OR MURMUR
TURBERCULOSIS

DIABETES

ENDOCRINE PROBLEMS
BONE DISORDERS

EPILEPSY

TONSILITIS
MONONUCLEOSIS

TONSILS REMOVED
ADENOIDS REMOVED
ASTHMA

AUTOIMMUNE

HIGH BLOOD PRESSURE
SLEEP DISTURBANCE

EATING DISORDER

MOUTH BREATHING

LOUD SNORING

ALLERGY: SEASONAL
ALLERGY: PENICILLIN
ALLERGY: LATEX

ALLERGY: NICKEL
ANTIBIOTIC PERMEDICATION
SEVER HEAD OR FACIAL INJURY

FINGER/THUMBSUCKING HABIT
CURRENT ......... PREVIOUS .........

BITES NAILS

PLAYS MUSICAL WIND INSTRUMENTS
PREVIOUS TMJ TREATMENT

FAMILY HISTORY ORTHOGNATHIC SURGERY
REPAIRED CLEFT LIP/PALATE
OSTEOPOROSIS

IF A CHILD HAS THE PATIENT REACHED PUBERTY?

DENTAL CHECKUPS?

DOES THE PATIENT HAVE PAIN/CLICKING
IN THE JAW JOING?

HAS THE PATIENT EVER BEEN TOLD THEY HAVE

A TONGUE THRUST SWALLOWING PATTERN?

HAS THE PATIENT HAD A PREIVOUS

ORTHODONTIC EXAMINATION/CONSULTATION?

......... YES (WHEN ....ovveeeeesenl)

WHAT IS THE PATIENT’S INTEREST IN

ORTHODONTIC TREATMENT?

......... WANTS TREATMENT

......... TREATMENT ONLY IF NECESSARY

......... UNWILLING, BUT WILL COOPERATE IF
TREATMENT IS NEEDED

......... UNCOOPERATIVE

ARE THERE ANY MEDICAL, DENTAL, OR

SURGICAL PROBLEMS WHICH HAVE NOT

BEEN COVERED ON THIS FORM?

SIGNATURE OF PERSON FILLING OUT FORM

DOCTOR’S NOTES:

PRINTED NAME

DATE



	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	16: 
	17: 
	18: 
	19: 
	20: 
	21: 
	22: 
	23: 
	24: 
	25: 
	26: 
	27: 
	28: 
	29: 
	30: 
	31: 
	32: 
	33: 
	34: 
	35: 
	36: 
	37: 
	38: 
	39: 
	40: 
	41: 
	42: 
	43: 
	44: 
	45: 
	46: 
	47: 
	48: 
	49: 
	50: 
	51: 
	52: 
	53: 
	54: 
	55: 
	56: 
	57: 
	58: 
	59: 
	60: 
	61: 
	62: 
	63: 
	64: 
	65: 
	66: 
	67: 
	68: 
	69: 
	70: 
	71: 
	72: 
	73: 
	74: 
	75: 
	76: 
	77: 
	78: 
	79: 
	80: Off
	81: Off
	82: Off
	83: Off
	84: Off
	85: Off
	86: Off
	87: Off
	88: Off
	89: Off
	90: Off
	91: Off
	92: Off
	93: Off
	94: Off
	95: Off
	96: Off
	97: Off
	98: Off
	99: Off
	100: Off
	101: Off
	102: Off
	103: Off
	104: Off
	105: 
	106: Off
	107: Off
	108: Off
	109: Off
	110: Off
	111: Off
	112: Off
	113: Off
	114: Off
	115: Off
	116: Off
	117: Off
	118: Off
	119: Off
	120: Off
	121: Off
	122: Off
	123: Off
	124: Off
	125: Off
	126: Off
	127: Off
	128: Off
	129: Off
	130: Off
	131: Off
	132: Off
	133: Off
	134: Off
	135: Off
	136: Off
	137: Off
	138: Off
	139: Off
	140: Off
	141: 
	142: Off
	143: 
	144: Off
	145: Off
	146: 
	147: Off
	148: Off
	149: Off
	150: Off
	151: Off
	152: Off
	153: Off
	154: 
	155: Off
	156: Off
	157: 
	158: Off
	159: 
	160: Off
	161: Off
	162: 
	163: Off
	164: Off
	165: 
	166: 
	167: Off
	168: 
	169: 
	170: 
	171: Off
	172: 
	173: 
	174: 
	175: 
	176: 
	182: 
	183: 
	185: Off
	186: Off
	187: Off
	188: Off
	189: Off
	190: Off
	191: Off
	192: Off
	193: Off
	194: Off
	196: Off
	195: Off


