7~
JEFF THOMPSON
ORTHODONTICS

N

CONFIDENTIAL MEDICAL DENTAL HISTORY
FOR PATIENTS UNDER 18 YEARS OF AGE

JEFFREY ). THOMPSON, DDS, MS
4851 West |34th Screet
Leawood, Kansas 66209

Phonc: 913.681.8300
Fax:913.681.8303
JeffThompsonOrtho.com

Patlent's Last Name:

Flrst Name:

Middle Initial:

Blirth Date: Age: Sex: Male d Female  Profers to bo Called:
S.S.NJS.LN.: Home Phone No: | 1

Father's Cell Phone No: { )| Mother's Cell Phone No: { )
Patient's Address: City:

State: _______ Zip/Postal Code: Resposible Party emall address:

School Name: Grade: ______ Musical Instruments Played:
Sports and/or Hobbies:

No. of brothers and sisters: Ages:

Other family members treated here:

Who referred you to our office?

Father's namo: Home Phone:

Address:

Mother’s name: Home Phone:

Address:

Father's Employer: Father's Work Phone:

Mother's Employer: Mother's Work Phone:

PRIMARY INSURANCE INFORMATION

Name of Insured:

Date of Birth:

Social Security #: - B

Employer:

Work Phono:

Employer Address:

City State Zip

Insurance Company:

Group #:

Address:

Insurance Co. Phone No.:

Name of Insured:

SECONDARY INSURANCE INFORMATION

Date of Birth:

Social Security #: -

Employer:

Work Phone:

Employer Address:

Cily State

Zip

Insurance Company:

Group #:

Address:

Insurance Co. Phone No.:




PATIENT PROFILE

(I Yes O No
QYes Q No

QYes QNo
OvYes ONo

Doas palent follow directions well?

Doas patlent brush hig/er testh
consclentiously?

Does patient have leaming disabilitias or
need exira help with instructions?

is patien! sensitive or seif-conscious about
thelr smiles?

MEDICAL HISTORY : Now or in the past, has the patient had;

Allarglas or reactions to any of the following:

OvYes CdNo  Localanesthetics (Novocaina or Lidocaine)?
QYes QNo  Aspiin?

QAvYes O No tbuprofen (Motrin, Advi)?

QYes O No Paniciliin or other antibiotics?

QYes QNo  Sufadnugs?

QYes QNo  Codeine orother narcotics?

QvYes ONo  Mslals (ewelry, clothing snaps)?

QOYes QNo Latex{gloves, balloons)?

QvYes ONo  Vinyi?

QO ves Q No Acrylic?

Oves QNo  Animals?
OYes QNo Foods (spediy)?

QvYes O No  Othersubstances (spedify)?

Qves QONo Birth defects or heredilary prebloms?

Q vYes QNo  Bono fraclures, any major accidents?

OYes QNo  Rheumatold or srihritic conditions?

QvYes QNo  Endocrine of thyroid problems?

QvYes QNo  Kidnoyproblems?

QvYes QNo Dizbetes?

OvYes QNo  Cancer, umor, radiation treatment or
chemotherapy?

OYes QNo  Stomach uicer or hyperacidity?

Q Yes Q No  Polio, menonucisosis, tuberculosis or
pnsumonia?

QYes QNo  Problams of the tmmune system?

QYes QNo  ADSerHV positive?

QYes ONo  Hepafilis, jsundice or fiver problems?

QYes QNo  Falnling spells, selzures, epilepsy or
neurological problem?

QvYes QNo  Mental health disturbance or behavioral
preblam?

QvYes QNo Vision, hearing, tasting or speech difficulties?

OYes ONo  Lossofweight recently, poor appetite?

QYes QNo History of eating disarder (ancrexia, bulimia)?

QYes QO No  Bleeding disorder, bruising tendency,
axcassive bleeding or anemia?

QVYes QO No  Highorlowblood pressure?

QvYes QNo  Tireseasly?

QYes QNo  Chestpaln, shortness of breath or swelling
ankles?

QvYes QNo  Cardiovascular problem (heart trcuble, heart
attack, angina, coronary insufficiency,
arteriosclerosts, stroke, inbom heast dafects,
heart munmur or rheumatic heart disease)?

QYes QNo  Skindiscrder?

Q Yes Q) No  Doesthe patient eat a well-balanced dlst?

QYes QNo  Frequsn! headaches, colds or sore throals?

Q Yes O No  Eys, ear, nose or throst condition?

QYes ONo  Haylever, asthma, sinus trouble or hives?

QYes C No  Tonsi oradencid conditions?

GIRLS ONLY

QYes O No  Hasthe patient started her monthly pariods?
if so, spproximately when?

Q Yes O No Is tha patlont pregnant?

QvYes Q No (8 the patient taking medication, nutrient
supplements, herba! medicatiens or non.

prescription medicine? Please nama them.
Medication: Taken for:
Medication: __________ Takenfor.
Madication; Teken for:

QYes ONo  Does the patient cumently have or ever had a
substance abuse problem?

QYes O No  Doesthe patient chew or smoke tobacco?

QYes QO No  Opsrations? (specily)
Q Yes Q No Hospitaltzed? (for)

Qves Q No Other physical problems or symptoms?
(describe)

OYes Q) No Being treated by another health care
professional? (for)

Date of most recent physicalexam;
QYes O No  Asethere any other medical oondiions that
we should be awara of?




DENTAL HISTORY: Now or In the past, has the pattant had: QYes QNo Tooth grinding, Jaw clenching, clicking or locking?
QYes ONo  Anypalninawor finging in the ears?

QvYes O No  Primarytesth removed that were not loose? QYes QNo  Anypalnorsorensss in the musces of the
QYes QNo  Permanentor“extra® (supemumerary) festh face or around the ears?

removed? QYes ONo  Difficulty in chewing or jaw opening?
OvYes ONo  Chippedorathemise injured teeth? O Yes QO No  Anylooss, broken, or missing filings?
QvYes ONo  Teethsensitive io hot or cold; thob of ache? QYes ONo  Anyteethinilating chesk, lip, tongue or palate?
QYes ONo  Jawfraciures, cysts or mouth infections? OYes UNo  Concemed about spaced, crooked or
QYes ONo  "Dsadteelh” or root canals treated? protruding teeth?
QvYes QNo  Bleeding gums, bad taste or mouth odor? QvYes QNo  Awareorconcemed about under or over
QvYes QO No  Startedtsething very early of late? developed jaw?
QYes UNo  Periodontal “gum® problams? QvYes QNo  “GumBolls, canker sores or cold sores?
QYes O No  Foodimpaction batween testh? O Yes QNo Taking any forms of fluoride?

Unidwhatage? relationships?
QYes QNo  Abnomal swallowing habit {tongus thrust)? QYes QNo  Had periodontal (gum) treatment?
QvYes ONo  Historyof speech problems? QYes Q No W;:ld paﬂe‘nt br::?; manm?; mm

appliances 8
QvYes QNo W@ham snoring of difficulty in OYes QNo  Anyserous toublo assodated withany
previous dental treatment?

Name of Patient’s Dentist: Phone No. { )
Dentist’s Address: State: Zp,
QYes O No  Has ke patient ever had a prior orthodontic exarmination of lreatment?

Doclor's name; Dale of treatment:

What is your primary concem? Why are you here?

| have read and understand the abova quastions. | will not hold my erthodontist or any member of his staf responsible for any errors or amissions that |
have mada in the complation of this form. ifthere are any changes fater to this history record or medical/dental status, | wiil 5o Inform this practice,

Signed:

Signed:

(Paren! or Guardian)

(Dental Staff Member)

Date signed:

Dalo signed:




