PATIENT HEALTH HISTORY
Is patient in good health?


( Yes  (  No         Does patient wear contact lenses?
( Yes  (  No

Does patient have a history of major illness?
( Yes  (  No         Does patient gag easily?

( Yes  (  No

Has the patient ever been under the care of a

Physician for a major illness?


( Yes  (  No         Physicians Name ____________________________

Please explain any pertinent Medical History _____________________________________________________________

Do you have or have you had any of the following?  Please indicate with a check mark.

____ Any heart problems

____ AIDS


____  Fainting or dizziness____  Rheumatic fever

____ High blood pressure

____ Anemia


____  Glaucoma

____  Scarlet Fever

____ Low blood pressure

____ Arthritis


____  Hepatitis

____  Sinus problems

____ Circulatory problems

____ Asthma


____  Heart murmur
____  Stroke

____ Nervous problems

____ Chemotherapy

____  Liver disease
____  Typhoid fever


____ Radiation treatments

____ Diabetes


____  Malignancies
____  Tonsillitis

____ Excessive bleeding

____ Endocrine problems

____  Osteoporosis
____  Ulcers


____ Radiation treatments

____ Epilepsy


____  Psychiatric care
____  Venereal disease

*Have you ever been told that you need antibiotic pre-medication for dental work?
_____ Yes  _____ No

Allergies: ________Sulfa __________Penicillin _________Latex __________Nickel ___________Other

Medications currently taking ________________________________________________________________
What is the main problem as you see it? _________________________________________________________________

Are you sensitive about the appearance of your teeth? ______________________________________________________

Are you sensitive about the appearance of any facial feature? (nose, chin, lips, etc.) _______________________________

How do you feel about wearing braces?__________________________________________________________________

Has anyone in the family had orthodontic treatment?__________  Who? _______________________________________

What do you consider to be the main benefits of orthodontic correction? _______________________________________


Cosmetic __________  Functional ___________  Psychological/Emotional_________   Other ____________

Please check any applicable (now or in the past):

____  Apprehensive about dental care
____  Speech therapy


____  Jaw locks in open position

____  Discomfort from teeth

____  Injury involving teeth

____  Jaw “tires” when eating

____  Previous orthodontic therapy
____  Frequent teeth clenching

____  Jaw catches when opening

____  Discomfort from gums

____  Injury to either jaw

____  Jaw joint sounds

____  Teeth that are shifting

____  Grinding of teeth


____  Jaw joint pain

____  Frequent canker sores

____  Wake up with sore teeth

____  Facial pain

____  Thumb/finger sucking as a child
____  Wake up with sore jaw

____  Frequent headaches

____  Fluoride treatments

____  Jaw locks in closed position
____  Neck or shoulder pain

Please explain: _____________________________________________________________________________________

AUTHORIZATION

I certify that the above information is correct and authorize Dr. Luddington and/or staff to take diagnostic x-rays as necessary.

Signature (Parent’s signature if minor) ________________________________  Date __________________________

