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ORTHODONTIC EXAMINATION QUESTIONAIRE
Date ___
Patient's Name . Nckname _ _Bithdate Age ___Sex
Address Gty ‘ )  State _Ip
School ‘ ) . | - - | e e Grade Weight = Height ______
* RESPONSIBLE PARTY INFORMATION .-

Father's Full Name SR . . . - Birfh'dc:‘re. ; Age
Address _ . : R | ndiao B : :-' - Hew Leng? o
City ___ - L saten __Ip
Prewious Address (if lags than 3 yoars) | - _ . ‘ |
Home Phoneg - | Work Phong . 1 - : Cell Phone . —_—
Emploved By _ o R .. o décupcﬂén . | _ Hew Lang?
social Secunty Number . _ Tl L Marital Status __
Email Address . | |

Is erthodentic insuranee a benaflt of this 'fc'ompd'nw' . Gk,

INSURANCE COMMANY ' S —

ADDRCSS o . PHONENUMBER
Mather’s F-ull Nesrres o ‘ e - Dirthdq’re i , ' Age —
Addlress e T _.__ How tong?
Chty S B o .' | . State _ ‘ Zip |
Frevious Adurasy {7 less Thmn 3 yedars) ‘ -
Hema Fhone " Work Phone Call Phons
Employed By — i ' chﬁpq‘rioh _ o | ‘ | ‘, L " How Long? —

Socdnil Soacunity Numiber _ e f I S SR O Muarilal Status

Emaqil Address

I3 orthodontic insurnge o bénefi’r of nis E‘:Of'ﬁpﬁny‘?; ,,,,,, Group # _.
INSURANCE COMPAINY | :
ADDRESS I R . PHONE NUMBER - ..
Name and phone number of nearest relotivi nat I'ivlrjg‘ with yau; N |
Chiled | lvers With — Marmes and ages of ctlien ‘uhilulgri In tha farmiy? .

Who mary we thank for this referral? .~




* * * MEDICAL HISTORY * = *

PHYSICIAN: (FULL NAME) PHOME #

DATE LAST SEEM:

FAMILY DEMNTIST: (FULL MAME) PHONE #

1. 15 YOUR CHILD PRESENTLY UNDER THE CARE OF A PHYSICIAN FOR ANY MEDICAL PROBLEM?

WHAT?

15 YOUR CHILD ADOPTED?
. WAS YOUR CHILD PREMATURE? HOW MANY WEEKS?

S e B3

IF YES. EXPLAIN

DID YOUR CHILD HAVE A HISTORY OF HEALTH PROBLEMS AT BIRTH OR DURING INITIAL YEARS?

15 YOUR CHILD CURRENTLY TAKING ANY MEDICATIONT WHAT?

HAS YOUR CHILD HAD A HISTORY OF TAKING MEDICATIONS FREQUENTLY?

15 ¥YOUR CHILD ALLERGIC TO ANY FOOD. MEDICINE OTHER? WHAT?

5
]
7. HAS YOUR CHILD EVER BEEN HOSPITALIZED OR HAD SURGERY? WHAT?
]
o

HAS ANY MEMBER OF THE FAMILY HAD A PROBLEM WITH A GEMNERAL ANESTHETIC?

DATE LAST SEEN
YES NO

| |

AREEN
NREEN

HAS YOUR CHILD EVER BEEN DIAGNOSED AS HAVING ANY OF THE FOLLOWING CONDITIONS? PLEASE CHECK YES OR NO:

¥ N ¥ M
|7 AIDS - HIV 7 [ Congenital Heart Disease
i1 1] Anemia i 1 Convulsions/Saizures
(117 Asthma [ L1 Developmentally Delayed
[1 17 Autism M Diobatas
[7 17 Blodder Condilions 1 Ear Stuffiness. Ilching or Noises
[ 17 Blood Transfusions [ Emotional Disturbonce

[ 1 Birth Defects [ Epilepsy

[m|
1
(m}
0
7 177 Bone or Joinl Problems 1 I Eye Problem
[0 171 Brain injury 1 [ Excessive Bleeding Problem
L1 [ Bruising Eqsily L1 [ Excessive Gogging
I [ Concet or Malignancies 1 U Fainting or Dizziness
1 1 Cerabral Palsy 1 1] Growth & Development Problams
01 1 Child Abuse 1 [ Headaches
[ [ Chronic Adenocid/Tonsil Infection [ 1) Hearing/Speech Problems
0 13 Chionic Ear Infactions [ 11 Heart Murmue
111 Cleft Lip/Palate O O Hemophilia

* * * DENTAL HISTORY * = *

HAVE TONSILS AND ADENOIDS BEEN REMOVED? WHAT AGE
HAVE THERE BEEMN ANY INJURIES TO THE FACE, MOUTH OR TEETH?

TREATED BY?
HAS THE PATIENT EVER SUCKED A THUMB OR FINGERS? UNTIL WHAT AGE? _____
I5 THE PATIENT A MOUTH BREATHER?

WHILE AWAKE? WHILE ASLEEP?

HAVE YOU EVER BEEN INFORMED OF MISSING OR EXTRA TEETH?
DOES THE PATIENT CLENCH OR GRIND THEIR TEETH?

DURING THE DAY _____ AT NIGHT?

DHOES THE PATIENT HAVE PAIN, CLICKING OR LIMITED MOVEMENT OPENING OR CLOSING THE MOUTH?

IF YES, PLEASE EXPLAIN
HAS AN ORTHODONTIST BEEM CONSULTED PREVIOUSLY?
HAS EITHER PARENT HAD ORTHODONTIC TREATMENT?
LIST ANY MUSICAL INSTRUMENTS PLAYED
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J Other

Hepaltitis or Liver Diseose
Hyperactivity/ADD
Kidney Diseqse
Leukemia

Mental Refardation
Mutritional Deficiency
Oral Uicers

Crhopedic Problems
Premature Birth
Rheumatic Fever
Scoliosis

Sickle Cell Anemiq
Syndrome

Tuberculosis

YES

WHAT I5 YOUR CHIEF CONCERN?

THE PERMISSION OF PARENT OR GUARDIAN I5 NECESSARY FOR DENTAL TREATMENT OF A MINOR.

I GIVE THE DOCTOR PERMISSION TO USE SUCH
MEASURES AS DEEMED NECESSARY IN HIS PROFESSIONAL JUDGEMENT TO RENDER A DIAGNOSIS FOR MY CHILD. THIS WOULD INCLUDE AN ORAL
EXAMINATION, RADIOGRAPHS, (X-RAYS) AND OTHER DIAGNOSTIC AIDS. | HAVE GIVEN AN ACCURATE REPORT OF MY CHILD'S PHYSICAL AND MENTAL
HEALTH HISTORY. | HAVE ALSO REPORTED ANY PRIOR ALLERGIC OR UNUSUAL REACTIONS TO DRUGS. FOOD. INSECT BITES, ANESTHETICS, POLLENS, DUST,
BLOOD OR BODY DISEASES, GUM OR SKIN REACTIONS. ABNORMAL BLEEDING OR ANY OTHER CONDITIONS RELATED TO MY CHILD'S HEALTH OR ANY

OTHER PHYSICAL CONDITIONS THAT MY CHILD'S MEDICAL DOCTOR HAS ADVISED ME SHOULD BE REPORTED TO A DENTIST,

| UNDERSTAND THAT WHERE APPROPRIATE. CREDIT BUREAU REPORTS MAY BE CBTAINED

SIGMATURE

RELATIONSHIP TO CHILD

DATE
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