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Practice limited to Orthodontics
                                                                                                                                     Today’s date _____________ADULT HISTORY
Patient’s Name ________________________  __________  ________________________________  ________________

                                          
 First                                 Middle Incial                                  Last                                                    Date of Birth

               Patient’s Address ___________________________________________ _____________________ ___________________
                                                                                                                               Home Phone                           Cell Phone

Employer ____________________________Occupation_______________________ Business Phone ________________

Family Dentist ______________________________Address ____________________________Phone _______________

 

Would you like to receive text text messages for appointment reminders?  If so, please list up to 3 cell phone numbers to receive text messages:
__________________________________________________________________________________________________

MEDICAL HISTORY
Present state of health: _____ Excellent _____ Good _____ Fair _____ Poor

Currently under physician’s care? __ Yes  __No    Why?  ____________________________________________________

Currently taking medication? __Yes __ No   What? __________Are you currently taking medication for osteoporosis?___

Is there any history of:
_____ Speech problems                   _____ Bleeding disorders                       _____ Birth defects
_____ Facial injuries                        _____ Facial operations                         _____ Vision impairment
_____ Hearing problems                  _____Tonsillitis                                     _____  Asthma, sinus trouble, hayfever
_____ Bone fractures/major accidents  _____ Rheumatoid or arthritic conditions  _____  Cancer, tumor, radiation, or chemotherapy
_____ Frequent headaches, colds, or sore throats                                           _____ Tonsil or adenoid conditions
_____ Cardiovascular problem (heart murmur, rheumatic heart disease, congenital heart defects, etc.)

Please explain any of the above positive responses:  ________________________________________________________

Allergies or reactions to the following: 
_____ Local anesthetics (novocaine or lidocaine)            _____ Aspirin                        _____ Ibuprofen (Advil, Motrin)
_____ Penicillin or other antibiotics                                 _____ Latex (gloves)             _____ Vinyl

Other Allergies? – Please list:  _________________________________________________________________________

Serious Illness? Operations?  __________________________________________________________________________

INSURANCE
Is there insurance covering orthodontics?_______ Name of insurance carrier  ___________________________________________

Phone # and address of insurance carrier_____________________________________________________________________________

Employer __________________________________ Group # ___________________ Employee Name  __________________________

Employee ID #_______________________________ Employee Date of Birth   _____________________________________________

Spouse’s Name ____________________________Employer_______________________ Occupation ________________

Charee Campbell Condict, DDS, MSD      Ronald L. Miller, DDS, MSD      Kara E. Smith, DDS, MSD

1010 South Main St.     Suite 120     Tipton, IN 46072     765.675.8080

110 Lakeview Drive     Noblesville, IN 46060     317.773.0016

www.alignorthoonline.com



Tongue thrust

Circle any symptoms you have had in the past or currently have.
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