Chief dental or orthodontic concern: ______________________________________________
Medical History

Are you in good health?


Y [ ] N [ ]

Date of last physical examination

__________________________________________

Are you under the care of a physician now?
Y [ ] N [ ]

Name of patient’s physician


__________________________________________         

Address 




__________________________________________

City/State/Zip



__________________________________________

Phone #




__________________________________________

Have you had any serious illness or been hospitalized recently?
Y [ ] N [ ]


Explain_________________________________________________________________

Do you have or have you had any of the following diseases or problems:

Rheumatic fever/heart disease

Y [ ] N [ ]

History of heart trouble


Y [ ] N [ ]

Asthma or respiratory problems

Y [ ] N [ ]

Diabetes




Y [ ] N [ ]

Allergies/hay fever



Y [ ] N [ ]

Hepatitis  (type_____)or jaundice

Y [ ] N [ ]

Arthritis




Y [ ] N [ ]

Ulcers




Y [ ] N [ ]

Kidney trouble



Y [ ] N [ ]

Tuberculosis



Y [ ] N [ ]

High/Low blood pressure


Y [ ] N [ ]

Venereal disease



Y [ ] N [ ]

HIV/auto immune deficiency


Y [ ] N [ ]

Blood diseases such as anemia

Y [ ] N [ ]

Surgery for tumors of head/neck

Y [ ] N [ ]

Glaucoma



Y [ ] N [ ]

Contact Lenses



Y [ ] N [ ]

Do you know of any reason you would need to be premedicated for dental procedures? _______


Explain_________________________________________________________________


Do you have any medical problem that may interfere with dental treatment? ________________


Explain_________________________________________________________________

Have you had your tonsils and/or adenoids removed?
Tonsils      
Y [ ] N [ ]

Adenoids  
Y [ ] N [ ]

Are you taking any other medications at this time?


Y [ ] N [ ]

If so, please list them              ___________________________________________________




___________________________________________________




___________________________________________________

Are you allergic, or had a bad reaction, to any of the following?:


Penicillin

Y [ ] N [ ]

Metal allergy

Y [ ] N [ ]


Sulfa

Y [ ] N [ ]

Latex Allergy

Y [ ] N [ ]


Aspirin

Y [ ] N [ ]

Females:
Are you pregnant?






Y [ ] N [ ]

Are you taking any birth control medication?


Y [ ] N [ ]

                     
Do you have problems associated with your menstrual period?
Y [ ] N [ ]

Please sign:

______________________________                 


__________________________

Patient/Parent/Guardian Signature                                    

Orthodontist Signature

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES


**You May Refuse to Sign This Acknowledgement**

I have received a copy of this office’s Notice of Privacy Practices.
___________________________________________

________________________

Patient/Parent/Guardian Signature




Date

PRIVACY CONSENT

This consent is optional under the new patient privacy regulations recently issued by the United States Dept. of Health and Human Services.

Prior to commencing your orthodontic treatment, you should review, sign and date this form. Your protected health information (i.e., individually identifiable information such as names, 
dates, phone/fax numbers, email addresses, home addresses, social security numbers, and demographic data) may be used in connection with your treatment, payment of your account 
or health care operations (i.e., performance reviews, certification, accreditation and licensure). You have the right to review our office's privacy notice prior to signing this Consent,
 a copy of which was given to you with this Consent. You have the right to request restrictions on the use of your protected health information. However, we are not required to, 
and may not, honor your request. We may amend the attached privacy notice at any time. If we do, we will provide you with a copy of the changes, 
and the changes may not be implemented prior to the effective date of the revised notice.

You may revoke this Consent at any time in writing. However, such revocation will not be effective to the extent that any action has been taken in reliance on this Consent.

Thank you for your cooperation. Please let us know if you have any questions.
​​​​​​​​​​​__________________________________________

_______________________

Patient/Parent/Guardian Signature




Date
