
Name ___________________________________  Nickname: ______________________  Date: _________________

Date of Birth: _______________________ Age: ________ Physician: _______________________________________

Dentist: ____________________________ Who may we thank for referring you: _____________________________

Previous Orthodontic Experience: ___________________________________________________________________

Name and Ages of brothers & sisters: _________________________________________________________________

________________________________________________________________________________________________

Please complete the following:

1. IS PATIENT NOW UNDER THE CARE OF A PHYSICIAN? □ □

 IF SO, FOR WHAT REASON: __________________________________________________  

2. ANY OPERATIONS? □ □

 IF SO LIST THE OPERATION AND YEAR ______________________________________

3. ANY SERIOUS ILLNESSES? □ □

 IF SO, LIST THE ILLNESS AND YEAR _________________________________________

4. EVER HAD A NOISE IN YOUR TEMPOROMANDIBULAR JOINT? □ □

 (JAW JOINT/TMJ) OR TREATMENT ___________________________________________

 EVER WORN SPLINTS? IF SO, PLEASE LIST ___________________________________

5. PRESENTLY TAKING ANY MEDICATIONS? □ □

 IF SO, PLEASE LIST __________________________________________________________

6. ALLERGIC TO ANY MEDICINE OR DRUGS? □ □

 IF SO, PLEASE LIST __________________________________________________________

7. (FEMALES) NOW PREGNANT? WHAT MONTH? ________________________________ □ □

8 WEAR CONTACT LENSES? □ □

9. ARE YOU ALLERGIC TO LATEX? □ □ 

YES NO
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