
Orthodontic Health Data Sheet

Patient Name Date Chart# _

If yes to any of the above, please list name and dosage:

Are youIn·;~6r\~~p~~7ft :~.~ ~ -l;~~
Are you under the care of a physician?

If yes, why? _

Have you hodl (j'(W sefl6ys IHne$s'!or,op:erallon?\,.. YEs
'~'_~·I., <"'~'Cr-~~)" '~'\ . t:J.~~*-'_.._,'

Ifyes,whatq,-,·,;v ' ,.,~\I "
: ,< ,J,.,': ,"/1, .',;,:.

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

Damaged or drtlficlal O,eal:l vaiv~s:- ,,,, ";'L,' ;Y!i$> :/i6. ,.....~.

~ ~f',!;,~.;:¥..•:~. '~"'. :'::,r~·'·.- ' ,.',' , ,
Do-you hdVe anemia 01 bther-l~l0od disorder?
1tI""",J.. """"". • .....,,!~..' +~. ...~.. (" '~. '.',
Are you taking any of the following medicines:

Antibiotics/sulfa YES NO Blood Thinners
Blood pressure YES NO Thyroid

Cortlzone/sterolds YES NO Tranquilizers
Insulin/diabetes YES NO Aspirin/pain

Digitalis/heart YES NO Nitroglycerin

Antihistamine/Allergy YES NO Cold/fiu

Y'ES NO

YES NO

YES NO
YES NO

YES NO

YES NO

YES NO

Congenitol heart lesions or murmers

- Cardlovascular'dlsease d'1eart tr6~8Ie)

YES NO

'YES 'NO'." ..

YES NO

Date

Date

YES NO

YES NO,

•.; . " ,YES NQ
.';; '<'1 ,. •Y~E' .J: NO'iJ~,.l·;!.;..A"·;- ,.1,. S

~.:., •.~., ,.j;, t!:.",<.. t ~

/' ~;....;?-:~, YES', NO"",'''. ~ , , ...
,"',:, ,; YES Nb

Dentist

Patie,,! !parent/guardian

By signing I certify that I have read and filled out this health
questionnaire completely, I have advised you of all medical
problems of which I am aware,
I further consent to necessary x-rays and orthodontic exam for
myself or the above named minor. of whom I am parent or
legal guardian,

Address _

Do you have any other disease, condition or
problem that you think I should know about?

If yes, what? _

QO-YOlJ ~te aoy of the'folloWlng:
-"'~r<' :..... i'.t ," '., .. '
Blee,dJn\1l1sore gum~ YES NO Blllng.Gh'eeks YE~ NO

" .... ~!:, • ..'.. J ....-".. '... r.
'Poppl<1lJ/paln)r1'jaw, 'YES NQ~ow Iq"ks'op'E\n, YJ;.S NO
~9.!i,~~/sen'S1tjv:t~,f"ih YES NO ' ailSf'ilrsl~i?r~s,t~s NO
,~ttjn'g,~(!&i!.ii3: ~., 'YES No, ' Gnqng~ 1h,J2lte '~S' NO

Your medical doctor Is:
Name Phone _

he you ~11$rgic pi ha~e you hod a reqctlon to:

L66~lcin~sthetlcd;
i! '". .' 'tJ..,,' " .

Barbiturates/sedatives/sleeping pills "
J:,.' • u' ," '~" .'

Antibletics/penlclilin/sulfo "",

Asplrtn/cooelAe
Latex or rubber products

,'Nlckel:or othe'r metals
other allelgle~ ,b., ' " .

NO

NO

YES NO

YES Nb
YES NO

YES NO

YES NO

YES

, 'YE$'

YES NO

,,',",. YES '''N'o
~~~~:.:;"\ ,r,.~:~.:l .w

YES NO

~::'fJ :' t

~~>tf;i1!." ....IIl' '.
{':'l. (: ~,-~_;;:,.

.. ":'~

,-

Astli,rha

Allergy

Venereal Disease

Do you havt" q£,r§'Sl/'1~!!9i~!P.~!Plnt;, '" ". '
pro~the~l~~!'1lplants~: .:r.t:?e~.e p'ldt~-;::j'~ :/.,.." ~" ,
bonescrews , ' oilier"'>,,' "",.,,:"~,.,J >':;,;"y . YES~'NO'"

-- ·..··l. e ".'" -".•.,;',. ,~. ''''1 ",,',.'"

Arthrills/rheumatism/paimful Joints

Stormach,ulc;:",rs

Kidney trouble
" I 1 'I. ) .' :~.'N~.I'~~';:;~ tji-"'3Uo'"\'.:o.,

TUQe,(¢uipslsj'~' ·~;l"ifl1,x,;;,,"·";",' /if,
..·oF.. ,', ,---Ie!'"'' ,~"'~~ :..:r' - *'l

Persistant cough, or cough up blood

Low blood pressure

Have you had abnormal bleeding associated
with previous extraction, surgery ar trauma?

Do you bruise easily?

Have you had a blood transfusion

Are you short of breath aftermild exercise?

Do youhQlie Q cqrd!ac pa9,emaker?

Have you ever had rheumatic fever?

Sinus trouble

Hepatitis, Jaundice or liver disease

HIV/AIDS

Hives or skin. raSh

Fainting spells or seizures

Diabetes'

If yes, why? _

Have you ever token Re:clUi< or Fehij>"Einii.:,;;'%:L',Y-!'$~.NoS
" ... ,

Are you pregnant? YES NO


