Dr. M’Lissa Rajcich

Dr. Alex Solis

Practice Limited to Orthodontics

For Children and Adults

Patient Health History

Patient Name:







Age:

Date of birth:




Sex:   FORMCHECKBOX 
Male
 FORMCHECKBOX 
Female


Has the patient ever had:

 FORMCHECKBOX 
Asthma

 FORMCHECKBOX 
Diabetes

 FORMCHECKBOX 
Head or face injury
 FORMCHECKBOX 
Kidney disease

 FORMCHECKBOX 
Anemia

 FORMCHECKBOX 
Emotional problems
 FORMCHECKBOX 
Hearing disorder
 FORMCHECKBOX 
Previous surgery

 FORMCHECKBOX 
Arthritis

 FORMCHECKBOX 
Endocrine problems
 FORMCHECKBOX 
Heart condition
 FORMCHECKBOX 
Rheumatic fever

 FORMCHECKBOX 
Blood disease
 FORMCHECKBOX 
Epilepsy/Seizures
 FORMCHECKBOX 
Hepatitis

 FORMCHECKBOX 
Thyroid problem

 FORMCHECKBOX 
Bone disorder
 FORMCHECKBOX 
Fainting/Dizziness
 FORMCHECKBOX 
Herpes 

 FORMCHECKBOX 
Tuberculosis

 FORMCHECKBOX 
History of Eating Disorder                                                                      FORMCHECKBOX 
Birth defects

 FORMCHECKBOX 
None of the above


 FORMCHECKBOX 
Other (describe below) 

Comments:

Has the patient been under care of a physician during the past two years, other than routine examination?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

Condition:

Present drugs or medication:

Ever  taken bisphosphonates for osteoporosis, bone disorders or cancer?   __________________

Has the patient reached puberty? 
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

Does the patient have allergies?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No


If yes, please explain:

Ever had reaction to:  FORMCHECKBOX 
Latex   FORMCHECKBOX 
Aspirin   FORMCHECKBOX 
Ibuprophen   FORMCHECKBOX 
Metals    FORMCHECKBOX 
Acrylics    

Does the patient:

Snore when sleeping?



 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

Have frequent colds?



 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

Have frequent “stuffy nose”?


 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

Have frequent sore throat or tonsillitis?

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

Have difficulty chewing or swallowing?

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No
(OVER)

Does the patient breath through the mouth rather than the nose?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

Has the patient received medical treatment from an allergist or ear, nose and throat specialist?

 FORMCHECKBOX 
Yes
     FORMCHECKBOX 
No
If yes, when?


By whom?

Nasal surgery?



 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

Tonsils removed?


 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

Adenoids removed?


 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

Does the patient have pain or clicking in the jaw joint? 

 FORMCHECKBOX 
Yes
     FORMCHECKBOX 
No

Ever  been treated for jaw joint issues?  __________________
Have any teeth been injured due to accidents or blows to the mouth? 
         FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

Has the patient received or been requested to receive speech correction?           FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
 No

Is there a family history of:   FORMCHECKBOX 
Overbite   FORMCHECKBOX 
Underbite   FORMCHECKBOX 
Missing teeth from birth?      

The following habits are of interest.  List information as it pertains to this patient:


Thumb or finger sucking until age  ____
  Grinding of teeth   FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No


Lip-biting or sucking


  Other habits 
      FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

    
Baby teeth removed before they were loose?  ______________
Has the patient had any unusual dental experiences?     FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No


If yes, please specify:

Date of last dental check-up?


Were the patient’s teeth cleaned?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Any pending dental procedures?


Patient’s dentist

Has the patient had previous Orthodontic consultation? 
    FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

Has the patient received previous Orthodontic treatment?   FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

Who prompted this consultation?

Patients interest in Orthodontic treatment:

   FORMCHECKBOX 
Wants treatment
        FORMCHECKBOX 
Treatment if necessary

 FORMCHECKBOX 
Unwilling but agrees

Why did you seek this consultation for the patient?


List patients hobbies or interests:

I have read the above questions and understand them.  I will not hold my orthodontist or any member of her/her staff responsible for any errors or omissions that I have made in the completion of this form.  I will notify my orthodontist of any changes in my child’s medical or dental health.

Signature:






Today’s Date:




Parent/ Legal Guardian




