MEDICAL/DENTAL HISTORY FORM FOR ADULT PATIENTS
Patient’s Name: ___________________________Nickname: __________________________  
Gender: ___

DOB: ___________

Age:  ____________      
Patient’s Address: ___________________________________________________________________
Home #: (___)___________Work # :(____) ________________ Cell # :(____) __________________
E-Mail:_________________________________________________________________________________
Other family members seen by us: __________________________________________________________
Who may we thank for referring you? ________________________________________________________
Your Marital Status: Married/Divorced/Separated/Single/Remarried/Widowed
Person Responsible for Account
Relationship to Patient: _________________________
Name: ___________________________ Social Security #:______________ DOB: __________
Address: ______________________________________  Apt #:___________    How Long? _______​
Hm #: (     ) ______________Wk #: (____) __________________   Cell #: (____) __________________
Previous Address: ________________________________________________________________________
Employer: ____________________________________________________________    # of Years: ______ 
Occupation: _____________________________________________________________________________
Emergency Contact Information
Who may we contact in the case of an emergency (someone who does not live in your home)
Name: _______________________________
Phone #: ______________ Relationship:_______________
Primary Dental Insurance Information
Insurance Co. Name: __________________ Policy/Group #:______________
Insurance Co. Address: ____ Phone #:______________
Do you have a Secondary Insurance Policy? YES or NO   
If yes, please provide us with Insurance Information
PLEASE COMPLETE OTHER SIDE
Name of Dentist: ____________________________________________   Date of Last Exam: ___________________

Do you require antibiotics before dental treatment? YES/NO If yes, list: _____________________________________

What is your primary concern? ______________________________________________________________________

Do you have any relatives with similar tooth or jaw relationship?
YES/NO If yes, relationship to Pt: ______________
Have you ever been evaluated or had orthodontic treatment before? Yes/No

Do you brush your teeth daily?    YES/NO     
Do you floss your teeth daily?   YES/NO
Do you currently smoke?  YES/NO    If yes, how much? _______ 
If no, have you in the past?   YES/NO  If yes, how long?_______

Have you ever had any of the following problems?
	 
	Clenching/Grinding Teeth
	 
	Jaw Fractures/Cysts/Abscess
	 
	Speech Problems

	 
	Extra (Supernumerary) Teeth
	 
	Missing Permanent Teeth
	 
	Thumb/Finger Sucking: Until Age ________

	 
	Frequent Canker/Cold Sores
	 
	Mouth Breathing/Snoring
	 
	Tongue Thrust/Abnormal Swallow

	 
	Gingivitis/Periodontitis
	 
	Permanent or Extra Teeth Removed
	 
	Tongue/Cheek/Lip Biting

	 
	Injury to Face, Mouth, Teeth
	 
	Ringing in Ears
	 
	Tonsils and/or Adenoids Remove 

	 
	Jaw Clicking, Popping, Locking
	 
	Spaced, Crooked, Protruding Teeth
	 
	Recurrent Tonsillitis

	 
	Headaches
	 
	Diabetes
	 
	Under or Over Developed Jaw

	 
	Abnormal Bleeding/Anemia
	 
	Endocrine/Thyroid Problems
	 
	Low Blood Pressure

	 
	ADD/ADHD
	 
	Epilepsy/Convulsions
	 
	High Blood Pressure

	 
	AIDS/HIV+
	 
	Handicaps/Disabilities
	 
	Lupus

	 
	Asthma
	 
	Birth Defects
	 
	Mental Heath/Behavioral Problems

	 
	Sinus Problems
	 
	Hearing Impairment
	 
	Mitral Valve Prolapse

	 
	Hay Fever
	 
	Hepatitis/Liver Problems
	 
	Osteoporosis

	 
	Cancer
	 
	Artificial Bones/Joints
	 
	History of Bisphosphonate medication

	 
	Cardiovascular Problems
	 
	Kidney Problems
	 
	Prosthetic Heart Valves

	 
	Chest Pain/Shortness of Breath
	 
	Congenital Heart Defect
	 
	Rheumatic Fever

	 
	Chipped or Injured Permanent or Baby Teeth
	 
	Pain/Tenderness in Jaw Joint (TMJ/TMD) or Facial Muscles
	 
	Tuberculosis


Your Physician: _______________________ Phone #: (____) ____________ Date of Last Physical Exam: _________
List all medications you are currently taking: ___________________________________________________________
Allergies To or Drug Reactions to: ____________________________________________________________________
Please discuss any serious medical problems: _________________________________________________________________
Release
Most orthodontic patients elect to pay their balance with a down payment and subsequent monthly payments.
I give Petty, Bielik & Burke Orthodontics P.C. permission to obtain a credit report for this purpose:
__________________________________________________________


_________________
Signature of Responsible Party







Date
