Patient Name

Orthodontic Health Data Sheet

Date

Chart#

Are you in pOOT heqﬁh’f s A ) L .qnemla or othar blood disorder?  YES NO
Are you under the care of a phys:clon" YES NO Are you taking any of the following medicines: :
Antiblotics/sulfa YES NO Blood Thinners YES NO
If yes, why?
_ _ Blood pressure YES NO Thyroid YES NO
Have you had any serious lliness Cortizone/sterolds ~ YES NO Tranquilizers ~ YES NO
If yes. what? R o Insulin/dlabetes YES NO Aspiin/pain  YES NO
' Digitalls/heart YES NO Nitroglycerl YES
Do you have or have you had any of fhe o, ARSI -

following diseases or problems:

Damaged or artificlal heart valves: L7 VS NO
Congenital heart lesions or murmers YES NO —
Cardiovascular disedse (heaittrouble) — YES NO. o —

Are you short of breath after mild exercise? YES NO Aré you dlterglc or have you had a reacﬂon to:

Do you have a cardiac pacemaker? YES NO L & c dl qn & sth eﬂ cs VES NO

Have you ever had rheumatic fever? YES NO B YES NO.
Sinus trouble YES NO 3y YES NO

i AT L R YES NO.
Asthma L ; YES? NO
Allergy YES NO ‘ YES NO
Hives or skin rash - YES NO 'Othe" ullergles
Fainting spells or seizures YES NO Do you have any other disease, condition or

) iy e problem that you think | should know about? YES NO
Dlabetes ; : YES NO

; e ; If yes, what?
Hepatitls, jaundice or lliver disease YES NO
, 'Do ou que any of the followin
HIV/AIDS YES NO P ki o
3 . Bieedl,ng/sore gums YES NO Bitingcheeks YES NO
Arthritis/rheumatism/paimful joints YES” NO Poppln g/pain Injaw VES NO Jawlocksopen YES NO
Stomach ulcers YES NO Loose/sensitive teeth YES NO  Blisters/scres YES NO
Kidhey trouble VES NO Shifting of teeth . YES NO. . Chdngeinbite YES NO
i Your medical doctor Is:
Tubercuios[s A R ) ¢ 7 :
- : bi d S YES NO Name Phone
t cough, or cou hu 00
Persistan o] gh up - = e Address
Low blood pressure S aYESES NG
TR PP By signing | certify that | have read and filled out this health

Venereal Disease YES NO questionnaire completely. | have advised you of all medical

Do you have a:prosthefic hip... jolnf

prosthesls___ Implan'f

bone screws ofher. S e

Antlhistamine/Allergy  YES NO

Cold/flu YES NO

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

Have you had clbnormal bleedlng assoclcted
with previous extraction, surgery or tfrauma? YES NO

legal guardian.

problems of which | am aware.
| further consent to necessary x-rays and orthodontic exam for
myself or the above named minor, of whom | am parent or

Do you bruise easily? VES NO Patient/parent/guardian Date
Have you had a blood transfusion YES NO

Dentlst Date
if yes, why?
Have you evertaken Redux or Fen-Phen? ~  YES NO
Are you pregnant? YES NO




