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WELCOME TO OUR OFFICE!

PLEASE FILL IN THE FOLLOWING:

Patient’s Name Age Date
First Middle Last
Home Address Grade Birthdate Sex ( ) ( )
Mo. Date Yr. M F
City Zip Home Phone
Married [ ] Single [ ] Name of spouse or closest relative Relationship
IF MINOR:

Father's Name (if applicable)

Employed by Occupation
Business Address Bus. Phone
City State Zip

Mother's Name (if applicable)

Employed by Occupation

Business Address Bus. Phone

City State Zip
Person responsible for this account Relationship

Address (if different from above)

City State Zip

List siblings in the family Name Age
Name Age
Name Age
Name Age

Has patient or immediate family member had orthodontic treatment?  Yes No

If so, please give name of Orthodontist

Whom may we thank for referring you to this office?

Family Dentist

Address

City State Zip

Patient’s special interests:




MEDICAL HISTORY

For the following questions, circle yes or no, whichever applies. Your answers are for our records only
and will be considered confidential. Please note that during your initial visit you will be asked some
questions about your responses to this questionnaire and there may be additional questions concerning
your health.

1. Is patient in GO0 NEAITNT......... e et e e e e
2. Has there been any change in patient’s general health within the past year? .........ccccccoiiiiiinnnn,
3. Is patient under the care of @ PhYSICIANT .........eiiiiiii e

If so, what is the condition being treated?
4. Height Weight

5. Patient’s last physical examination was on

6. The name and address of patient’s physician(s) is

7. Has patient had any serious illness, operation, or been hospitalized?............ccccoiiiii i,

If so, what was the illness or problem?

8. Is the patient taking any medicine(s) including birth-control and non-prescription medicine? ..................

If so, what medicine(s) are you taking:

9. Does patient have or have they had any of the following diseases or problems?
a. Damaged heart valves or artificial heart valves, including heart murmur or rheumatic heart
Lo [1SToT T TSP PEPPRRP
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary
occlusion, high blood pressure, arterioSclerosis, StrOKE) ........iiiiiuiiiiiiiiiiiie e
1) Does patient have chest pain UPON EXEITION? .......ociiiiiiiiii i e
2) Is patient ever short of breath after mild exercise or when lying down? ..........cccoiiiiiiiiiiiiiiniieeens
3) Do patient’s @nKIES SWEIIT ... it
4) Does patient have inborn heart defECtS?........cooi i
5) Does patient have a cardiaC PacemMaker? ..........ooiiiiiiiiii ittt

Asthma or hay fever difficulty in breathing through nose (mouth breathing)...........cccocociiiiiiiiiininens
FaiNting SPEIIS OF SEIZUIES ......cueiiiiiee e e e s
Persistent diarrhea or recent Weight 10SS ..o
D F= 10 1= (o PO PP PPPP P
Hepatitis, Jaundice OF [IVEr dISEASE.......coii i e e
AIDS OF HIV INFECHION ..ottt et aab e e ebe e e anbe e e sneeeans
Thyroid problems or other glandular ProbIEMS. ........oooiiiiiii e
Respiratory problems, emphysema, bronchitis, efC. ......c..ooiiiiiiiii i
Arthritis or painful SWOIIEN JOINTS ... e e e e e e e e e e e e reeeeeaeeeeannnnes
Stomach ulcer, hyperacidity repeated upset StomMaCh..........cc.eiiiiiiiiiii e
0 T (o T o] 1= PRSP
TUDBICUIOSIS .eeeeeee ittt et e e et et et e e e e e et e e e e e e e e s n e e e e e e e e
Persistent cough or cough that produces BlOOd...........ocuiiiiiiiiiii e
Persistent swollen glands iN NECK.........c.eii i
(031 VN o] (o ToTo I o) = 1=1=TU | £ SRR
Sexually transSMIttEd dISEASE........uii ittt be e e ene e e nae e e nbe e e
Epilepsy or other NeurologiCal dISEASE .........coiiiiiiuiiiie e
Problems with mental NEaltN ...
(@7 1o o= Lo PP RPPPRR
Problems of the IMMUNE SYSTEM ... e e e
REPEAEA COIUS ... e et e e e e e e e e e e e e e e e e e e e e e e e
Tonsils and adenOids FEMOVED..........uuiiiiiiiiie ettt et e e e e e e e e e e e e nnnaee e e e ennees
Ear disorders, psoriasis, gout, migraine headache .............oooiiiiiiiiii e
. Osteoporosis or any other bone related CoONAItioNS .........ooiiiiiiiiiiii e
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10. Has the patient had abnormal bIEEdING? .........ooo i Yes No
a. Has the patient ever required a blood transfuSION? ..........oooiiiiii i Yes No
11. Does the patient have any blood disorder SUCh as anemia?.........coocuuiiiiiiiiiiie i Yes No
12. Has patient ever had any treatment for @ tumor or growth? ..o Yes No
13. Is patient allergic or has he/she had a reaction to:
L= T o T o= 1 BT a1 =] 1 g T=Y (o O P PP PPPRRP Yes No
b. Penicillin or other antibDiotiCS ...........oiiiii e Yes No
LS TU - T | o TR Yes No
d. Barbiturates, sedatives, or Sleeping PillS ...........ueeeeiiiiiiiiii s Yes No
LI X o | ] o PP TP PPRPPPPPPI Yes No
L [0 T 11 TS Yes No
[« I @70 Te (=Y o[- R o g ] 1 g 1=T g g =T ot ] 1o TSP Yes No
L T == PSP PRSP PPPOPPPR Yes No
i. Other
14. Has patient had any serious trouble with any previous dental treatment? ..., Yes No
If so, explain
15. Does patient have any disease, condition, or problem not listed above that you think | should
KNOW BDOUL? ...ttt ettt e e e et e e o sttt et et e e e e e e e e e e e e e e e annnneae s Yes No
If so, explain
IF MINOR:
16. Has the patient:
= T o F= Yo e 11 3o U] VAR T =T o o] P EPPPRRRN Yes No
If so, explain
b. Had a history of hyperactivity or a learning disability? ... Yes No
d. Had a history of any behavior QiSOIAEI? ..o e Yes No
e. Had any professional COUNSEIING? .......ueiiiiiiiii e e Yes No
17. Is the patient:
a. A very SenSitive INAIVIAUAI? .........ooiiiiiiiii ettt e e e sttt e e s s aabe e e e e s snreeeeessnbeeeeeeanes Yes No
b. Very concerned with his or her orthodontic Problem?...........cooiii e Yes No
18. Does the patient:
= IS 10 Tor Q{10 .l o T o g 10T = SRR PPPRR Yes No
b. Play @ musical INSITUMENT? ...t e e e e s eee s Yes No
If so, what instrument
c. Had a history of sleeping or eating diSOrAEIS? .......coiiiiiiiiiieiiiie e Yes No
. BIte NAIIS OF fIPST .ottt et e e et e e e e e e e e e e e e e e e e Yes No
e. Have any difficulty With SPEECNT ... e Yes No
f. Have any toNQUE NabitS?.........eeiii e e et e e nneeas Yes No
g. Wear any removable dental applianNCes? ... Yes No
WOMEN
BT o o =N =T o o] =Y [ F= T 0 PSR Yes No



DENTAL HISTORY

1. Does patient clench or grind his/her teeth during the day? ... Yes
2. Has patient been made aware he/she clenches or grinds teeth during the night? ........cccocoiiiiie Yes
3. Does patient ever wake up with an awareness of, or about, teeth or jaw like he/she has had
them CIENCNE IN SIEEPT ... . et e e e e e e e e e e s Yes
4. Does patient get NeadaACNEST .........ooii i Yes
5. Does patient have chronic neck and shoulder PAINST ..........oeviiiiiiiie i Yes
6. Does patient now have, or ever had, a repetitively tight or stiff NECK? ..., Yes
7. Does patient now have, or ever had, pain in his/her jaw joint (in and about the ears)?..........c.ccccoieenne Yes
8. Does patient now have, or ever had, pain in the sides of his/her face, head and neck? ...........c...c.......... Yes
9. Does patient now have, or ever had, a binding or clicking jaw JOINT? ... Yes
10. Does patient have other joints that CICK? ... e Yes
11. Has patient suffered any dislocated JOINIS? .........oeiiiiiiiiiii e Yes
12. Has patient ever experienced an inability to move his/her jaw or open mouth widely? ...........cccccceeriieene Yes
13. Do any family members have jaw joint problems (clicking, pain, locking, €1C.)? .......ccccoviiiiiiiiiiiieiiiieee Yes

If so, explain

14. Has the patient ever injured his/her face, jaw, head or neck (i.e., sports injury, auto accident
Lo g -1 1 SRS Yes

If so, explain

15. Has the patient had any previous orthodontic treatment? ... Yes

If so, explain

Reason for consultation appointment

No
No

No
No
No
No
No
No
No
No
No
No
No

No

No

| certify that | have read and understand the above. |
acknowledge that my questions, if any, about the inquiries set
forth above have been answered to my satisfaction. | will
not hold Jarosz & Valente Orthodontics, P.C., or any other
member of his/her staff, responsible for any errors or
omissions that | may have made in the completion of this form.

Signature of Patient or Responsible Party - Relationship

For completion by the orthodontist.

Comments on patient interview concerning patient history:

(Date)

(Signature)



