Patient Health Questions

Patient’s Name:
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Is there a history in your family of: irregular teeth? ..o O O O

protruding teeth? ... O O O

congenitally missing teeth?..................... O O O

Has any (other) member of your family had orthodontic treatment? ................. [I | |

Is your child’s orthodontic problem obvious to you?.........ccccceeiiiiiiiiiiieeiee O O O

Is your child becoming self-conscious because of his or her teeth?.................. | | O

Does your child have frequent indigestion? ..o O O O

Did your child suck his or her thumb during: infancy?.........cccoooeiiiiniiniiinenn. O O O

afterage 37 ..o O O O

afterage 77 oo O O O

Does your child play any wind inStruments? ..........cccoieiiieiin e O O O

Has your child had any severe accidents involving his or her: teeth?.............. | O O

JAWS? i O O O

lipS? v O O O

Does your child have frequent: sore throats? .....ccccvvveeeeeeeeeeeeeeeeee. O O O

(70 [0 [ RO O O O

ASthMA? ... O O O

hayfever?...... e O O O

otherallergies? ... | | |

Do you often notice that your child is breatpa | | |

Has your child had his/he€r tonsils or a oved?.... A O O

Has your child had arty baby teeth ed: because of decay? 4........... | | |
If baby teeth were @xtracted werg§Bpace maintainers usgeto closing

of the extraction space? ........fl.ceeeeivicicvieneccaat®.... A ... ........... O O O

Has your child had“anyiprevious orthodenti€treatme ultations?........ | | O

Is your child in good general'health?........ " o . .. . ... O O O

Has your ch

(First Name) (Last Name)

Yes No Not Sure

ild had any of the following?

Abpormalblood pressurey.. <= . ¥....

Lung diseasel.......... . k... L d ] Muscular dystrophyil...... .. ... K6

Kidney'disease

O

Speeeh problems==... 0.0 0L

everl........ooeeeee.

(I
Blood disorders.........ccccoveverenenne. ™ Thyroid disease.........ccccceveevivrnenne.
O
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Rheumaticfever.................pmee.. o =T o]1[=] ok R O
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Malignant hyperthermia..................

Diabetes ......cccovvveeeeeeeeeeieeeen, O

Is your child

Yes No Not Sure
taking any medicine or drugs at the presenttime?...........c.cc........ ™ ™ ™

Has your child experienced any unusual reaction to any of the following drugs?
Penicillin [] Aspirin [] codeine [] other medicine

Yes No Not Sure
Is your child allergic to latex O O Od

Is there anything that the orthodontist should know regarding your child’s
medical or dental history (background) that has not been mentioned............... | | O

(Date) (Parent/Guardian’s Signature)




