' KAPADIA
W onrhobontios

PATIENT INFORMATION
Note: The information on this form is necessary for our records. It is considered strictly confidential.
Please complete all parts.
PATIENT
Last First Middle
NICKNAME SEX- Male FEMALE
AGE ___  DATE OF BIRTH HEIGHT WEIGHY
HOME PHONE ( )
ADDRESS
Street City State Zip Code
- SCHOOL GRADE
HOBBIES & SPORTS
AGES OF BROTHERS AGES OF SISTERS
MOTHER’S FULL NAME EMPLOYER

MOTHER'’S BUSINESS ADDRESS

MOTHER’S BUSINESS PHONE ( )

FATHER’S FULL NAME

FATHER’S BUSINESS ADDRESS

MOTHER’S CELL ( )

EMPLOYER

FATHER’S BUSINESS PHONE ( )

NAME OF PERSON RESPONSIBLE FOR ACCOUNT

FATHER’S CELL ( )

BILLING ADDRESS

Street City State Zip Code
DO YOU HAVE ORTHODONTIC DENTAL INSURANCE? YES NO
IF YES, NAME OF CARRIER
WHO REFERRED YOU TO OUR OFFICE?
EMAIL ADDRESS
PATIENT DENTAL HISTORY
NAME OF DENTIST
1. Date of last dental cleaning and examination
2. Date of last dental x-rays
3. Number of times per day patient brushes his/her teeth
4. Has patient had any injuries to the face, mouth or teeth? .........cccocveeeieieiiereririerirecreie e rersieeneaeas yes no
If yes, please specify.
9. Does patienthave any speech Problems? .. it e e yes no
If yes, please specify.
6. Bas paticnt evessickediathumbior finger yes no
If yes, until what age?
7. Does patient have any chewing habits? (fingernails, gum, tobacco, pens, pencils, etc.)............... yes no
If yes, please specify.
8s-Is paentiamouthibreathenla ot en a0 L i e yes no
9. Has patient had any teeth removed at any time by a dentist? ........cccceoriecerirrerireescssuseesineentresssnennens yes no
10. Has patient been informed of any missing or extra permanent teeth? ............occoovvvieieveiiverieceeinnn. yes no
11 Boes paticnt grindehis e tecth ) . s e yes no
12 WocsipaticnithayelahabitoEbitinathiSerlip? e i o s aisoiorss (hosorieibssinsiossaanas ooy it s yes no

~OVER ~



13 Does patienthave any painin ornearthio Gars? . oo i oo o iaiia iy nar i i e yes no
14. Does patient have any clicking of discomfort of the temporomandibular joint (TMIJ) in front of ears? yes no
15. Has patient ever had any previous orthodontic consultations or treatment? ..............ccoeveneenee. yes no

PATIENT MEDICAL HISTORY

NAME OF PHYSICIAN
14 Is patientunisgeneraliooodhedlth? o0 . e e s e s yes no
2. s patientunderanymedieal treatment MOWZ - oo oo s s yes no
If yes, please specify.
3. Is patient now taking any drugs or MediCations? ......cc.oceeeeioiomiieiruininimiieeiiiineaiseniaenranaas yes no
If yes, please specify.
4. Ts patient allergic or had an adverse response to any drugs including penicillin? ........................ yes no
If yes, please specify.
5. Is patient allergic to any known materials resulting in hives, asthma, eczema, etc.? ..................... yes no
If yes, please specify.
67 Has'patient hadtanyimajoroperations? . o 0 yes no
If yes, please specify.
7= Hlasipatient had Ay Droken DONeS T o G e e e e R S yes no
If yes, please specify.
8. Has patient had any wounds that healed slowly or presented other complications? ...................... yes no
9 Boes pattentblecdicasilvils o8 - e e e yes no
1105 Dees patient have ahistory o fainfing e e yes no
111 Does patienithave aitendencydocolds? 2 o 0 T e e yes no
12 Haspatient had'tonsilsier adenoidS TemOVEdD . 0 i i ei et i oe ooy e i oo Ao e yes no
13- Bloespatientisel ont olibreathieastly o yes no
14 Do patienZs anldesioffenesswell? 0 o it s yes no
15. Has patient ever had radiation therapy to treat @ diSease? ..........ccioviiiiieiioiiiiieireiiaaiineriaenenn yes no
16: Eemalesonlye ISipatienGprcPnantl, it e e e s yes no
17. Does patient have or has patient ever had any of the following? Please check.
___ AIDS/HIV+ __ Diabetes _____ MVP (Mitral Valve Prolapse)
_____ Anemia _____ Epilepsy _____ Psychiatric Treatment
____Arthritis _____Eye, Ear, Nose, Throat Trouble ____Respiratory Disease
__ Asthma ___ Heart Murmur ____ Rheumatic Fever
___ Bleeding Problem _____ Heart Trouble _____Sinus Trouble
_____ Blood Disorder _____ Hepatitis ___ Stomach or Intestinal Disease
_____Bone Disorder _____High Blood Pressure ___ Stroke
.~ Cancer ______Joint Replacement ____ Thyroid Disease
_____ Circulatory Problem _____ Kidney Disease ____Tuberculosis
___ Congenital Heart Defect __ Liver Disease ____ Venereal Disease

18. Please indicate any disease, condition, or problem not included above.

PATIENT CERTIFICATION AND APPROVAL

1, the undersigned, certify that all of the above medical and dental information is true to my knowledge and I have not omitted
any pertinent information.

Patient Signature Date
(If minor, parent or guardian)




