PATIENT HEALTH INFORMATION p. 2
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Vancouver
ORTHODONTIC

ORTHODONTIST
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WHAT ARE THE MAIN CONCERNS THAT YOU
WouLD LIKE ORTHODRONTICS TO ACCOMPLISH?

Have you ever been evaluated or had
onthodontic treatment before?

Have there been any injurics to the face,
mouth, teeth or chin?

List any musical instruments played:

O Yes U No

QO Yes O No

Have adenoids or tonsils been removed? dYes UNo

Have vou been informed of any missing

or extra permanent teeth? O Yes ONo
Have you ever had any paintendemness
in your jaw jomt? i 1o O Yes UNo

O Yes O No
OYes UNo
O Yes ONo

Do yvou brush your teeth daily?

Do you floss your teeth daily!

Do vou bleach vour teeth?

Are vou currently under the care
of o physician?

Physician:

Phone NMumber; ————} Date of last visit;

Please describe yvow vour childs curremt
physical heath: Q Good QFair O Poor

Please list all medications currently being taken:

O Yes O No

Please list any food/drug u_fl.;;éms:

HAVE You EVER HAD ANY OF THE FOLLOWING
MEDICAL PROBLEMS?

Abnormal Blecding

A

yrtaficial Bones Joints/ Valves
Asthma: Anhimitis

Bloosd Transfusion

Cancer’ Chemutherapy
Evphysema

Epilepay: Seimares’ Fainting
Fever Blisters Herpes

v Clenchang Grinding Tecth
{ Congential Hean Defoct
Comviabwions’ Epalepsy
[hahetes

Dafficulty Breathing

D! Aleohiol Abuse
Mitral Valve Prolapse
Mouth Hreather

MNail Biting
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(360) 883-6713
fax (360) 882-0386

SALMON CREEK
1300 NE 134th St.

Vancouver, WA 98685
Y N Glaucoma Y & Pavciatric Problems
¥ N Handicaps' Disabalitics ¥ N Radianon Treatment
Y N Hearing lmpairment Y % Rheumatic Scarlet Fover
¥ N Hean Atk Stroke ¥ N Severe' Frequent Headaches
Y N Heart Muormur Y K Shingles
¥ N Heart Surgery’ Pacemaker Y N Sinus Problems
Y W Hemophila Y N Specch Problems
¥ & Hepotnus YN Thumb' Finger Sucking
Y W High' Low Blood Presswre ¥ M Tongue Thrms
YN HIV AIDS Y ™ Tubercubosis i TH)
¥ W Hospitalived for any reason Y N Dleers' Colitix
Y N Kudney Liver Prohlems Y ™ Vencrcal Discase
TN Lip Secking’ Bitimg

PLEASE LIST ANY OTHER MEDIC AL PROBLEMS THAT YOU HAVI
Ham:

MEIGHBOR OR RELATIVE NOT LIVING WITH YOu
Name:
Phone Number:
Address:

I understand that the information that | have given 1s comect o
the best of my knowledge. | authorize the shanng of this
information with my medical and/or dental provider(s).

| authorize the demal staff 1o perform the necessary dental
services necded.

I give my permission for any photographs, x-rays, or study
miodels to be used for displays at scientific mectings,
presentations and publications of a scientific nature or for
study group purposes to further the art and science of
orthodontics,

Signature of Patient! Signature of Parent or Guandian e

Doctor's Comments;

OFFICE USE ONLY
| verbally reviewed the medical/dental information above with the patient or guardian and patient named healthy,

Initials: Dang:




