folus

ORTHODONTICS
MICHAEL PAULUS, DDS, MSD
WIiLLIAM PAULUS, DDS, MS

AboutYou

Medical History

Name

Last First Mi Mr Mrs Ms Dr
| prefer to be called [] Male [ ] Female

Birth Date £ L Age
Home Address

City State Zip
[]Single [ |Married [ |Divorced [ |Widowed [ |Separated
Cell Phone # (___)

Home # (___) Email

Work # (__) Ext.

Occupation

Employer How long?

Employer's Address
Where/when is the best time to reach you?
Other family members seen by us
Whom may we thank for referring you?
In the event of an emergency who should we contact?
Phone: ()

Spouse/Other Information

His/Her Name
Employer
Work # (___) Ext.
Birth Date / £

Dental History

Your current medical condition is []Good [JFair [ JPoor
Are you currently under the care of a physician?
[(INe [TlYes; please explain

Physicians's Name
Are you taking any prescription/over-the-counter drugs?

[INo [yes

Please list each one

Have you ever had any of the following diseases, medical
problems or medical procedures?
Abnormal Bleeding
Anemia/Radiation Treatment
Artificial Bones /Joints/Valves
Asthma

Arthritis

Blood Transfusion
Cancer/Chemotherapy
Congenital Heart Defects
Diabetes

Tuberculosis

Difficulty Breathing
Drug/Alcohol Abuse
Emphysema

Glaucoma
Epilepsy/Seizures/Fainting
Fever Blisters/Herpes

Heart Murmur

Heart Surgery/Pacemaker
Hemophilia

Hepatitis

High/Low Blood Pressure
HIV+/AIDS

Hospitilization

Kidney Problems

Mitral Valve Prolapse
Psychiatric Problems
Rheumatic/Scarlet Fever
Shingles

Sinus Problems
Severe/Frequent Headaches
Heart Attack

Ulcers/Colitis

Venereal Disease

Are you pregnant? [[IJNo [Yes
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General Dentist
Date of Last Exam

What are the main goals that you would like
orthodontics to accomplish?

Have you ever had or been evaluated for
arthodontic treatment? [JYes [INo

Have you ever had a serious/difficult problem with any
previous dental work? CJYes [No

Your current dental health is [ ]Good [ ]Fair [ ] Poor
Do you like your smile? [1Yes [INo
Do your gums ever bleed [lYes []No
Have you ever had an injury to your: mouth/teeth/chin
[lyes [INo

Do you have any missing or extra permanent teeth?
[JYes []No

Do generally breath through your mouth?

[OYes [JNo Ifyes: While awake? While asleep?
Do you now or have you ever experienced pain or discomfort
in your jaw joint (TMJ/TMD)? [Yes [INo

Please list any serious medical condition(s) that you have
ever had

Are you allergic to any of the following?

Y N Aspirin Y N Erythromycin Y N Penicillin

¥ N Codeine Y N Latex Y N Tetracycline
Y N Dental Anesthetics Y N Metals/Plastics Y N Other
Please list any other drugs/materials that you are allergic to:

| understand that the information that | have provided is
correct to the best of my knowledge. | also understand that
this information will be held in the strictest confidence and
it is my responsibility to inform this office of any changes in
my medical status. | authorize the dental staff to perform any
necessary dental services that | may need during diagnosis
and treatment with my informed consent.

Signature Date

Reviewed Date




	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Email_2: 
	Text262: 
	Check Box152: Off
	Check Box154: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	D No DYes please explain: 
	Text260: 
	Name_4: 
	Last First Ml Mr Mrs Ms Dr: 
	Text263: 
	Check Box216: Off
	Check Box217: Off
	Check Box27: Off
	Check Box190: Off
	Check Box213: Off
	I prefer to be called: 
	Check Box214: Off
	Birth Date_6: 
	Age_2: 
	Home Address: 
	City State: 
	Text261: 
	Zip: 
	Check Box215: Off
	Check Box171: Off
	Check Box218: Off
	Check Box219: Off
	Text265: 
	Cell Phone: 
	Text266: 
	Text267: 
	Check Box238: Off
	Home_4: 
	Work_4: 
	Ext_4: 
	Occupation: 
	Employer_6: 
	How long: 
	Employers Address: 
	Other family members seen by us: 
	Whom may we thank for referring you_2: 
	In the event of an emergency who should we contact: 
	Phone_2: 
	Text264: 
	Employer_7: 
	Check Box142: Off
	HisHer Name: 
	Text268: 
	Work_5: 
	Ext_5: 
	Birth Date_7: 
	orthodontics to accomplish_2: 
	Please list each one 1: 
	Please list each one 2: 
	Check Box196: Off
	Check Box188: Off
	Check Box189: Off
	General Dentist_2: 
	Check Box191: Off
	Check Box194: Off
	ever had 1: 
	ever had 2: 
	Check Box239: Off
	Text269: 
	Check Box247: Off
	Check Box244: Off
	Text270: 
	Check Box199: Off
	Check Box192: Off
	Check Box195: Off
	Check Box197: Off
	Check Box198: Off
	Check Box241: Off
	Check Box248: Off
	Check Box242: Off
	Check Box245: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box240: Off
	Check Box249: Off
	Check Box243: Off
	Check Box246: Off
	Please list any other drugsmaterials that you are allergic to 1: 
	Check Box231: Off
	Check Box220: Off
	Check Box223: Off
	Check Box225: Off
	Check Box227: Off
	Check Box229: Off
	Check Box221: Off
	Check Box224: Off
	Check Box226: Off
	Check Box228: Off
	Check Box230: Off
	Please list any other drugsmaterials that you are allergic to 2: 
	Check Box233: Off
	Check Box234: Off
	Check Box236: Off
	Check Box232: Off
	Check Box235: Off
	Check Box237: Off
	Signature: 
	Date_3: 
	Reviewed_2: 
	Date_4: 
	Check Box251: Off
	Check Box250: Off


