
 
 

PATIENT INFORMATION - ADULT 
 
 
 

All About You 

Patient’s name__________________________________________________ I prefer to be called __________________ 
 Last                                                           First                         Mi 

Residence _______________________________________________________________________________________________  
 Street City Zip 

Home phone _________________________ Email ______________________________________________________________  

Cell Phone__________________________ Birthdate_______________ Social Security # _______________________  

Marital Status:       Single       Married       Widowed       Separated       Divorced  

Employer_____________________________________  How Long?________ Title:  ________________________________  

Work Address _____________________________________________________Work Phone________________________ 
 Street                                                                City Zip 

Do you prefer email or text message reminders for upcoming appointments?:     Email     Text Msg 

Whom may we thank for referring you to our office? _________________________________________________  

Emergency Contact ___________________________________ Phone __________________________________________ 

Other  Contact Information 

His/Her Name ______________________________________ Relation ___________________________________________ 

Employer ___________________________________________ Phone ______________________________________________ 

DENTAL HISTORY 
 

General Dentist _______________________________________ Date of last visit ________________________  

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

____________________________________________________________________________________________________ 

        
 Have you ever been evaluated for orthodontic treatment? 
 Have you ever had a serious/difficult problem with any previous dental work? 
 Have you ever lost or chipped any teeth? 
 Do you like your smile? 
 Do your gums ever bleed? 
 Have you ever had an injury to your: mouth/teeth/chin? 
 Do you have any missing or extra permanent teeth? 
 Are you a mouth breather? 
 Has anyone in your family received orthodontic treatment? 
 How did they feel about the result? ______________________________________________________  

 _____________________________________________________________________________________ 
 Do you now or have you ever experienced pain or discomfort in your jaw joint (tmj)? 
 Are you aware that some appointments will be during work hours? 
 
  Your current dental health is:    Good      Fair     Poor 

 
 

 
 
 

Annelise H. Sullivan D.D.S., M.S., Inc. 
 



Patient Information Adult  
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MEDICAL HISTORY 
 

Physician ______________________________________________ Date of Last Visit _______________________  

Address _______________________________________________ Phone ___________________________________  

Please circle Yes or No (If Yes, please fill in details)        
Yes No Are you taking any prescription/otc medications?  _______________________________  
Yes No Are you allergic to any medications/Materials?  _________________________________  
Yes No Do you have a history of a major illness? _________________________________________  
Yes No Have you had any operations? _____________________________________________________  
Yes No Have you ever been involved in a serious accident? _______________________________  
Yes No Have you ever smoked or chewed tobacco? _______________________________________  
Yes No Have seen a physician in the last 12 months? Why? ________________________________  
Yes No Are you pregnant? _________________________________________________________________  

Your current medical condition is:    Good      Fair     Poor 

Circle any of the medical conditions below that you have had or currently have:    
     Abnormal bleeding Depression/Anxiety Hepatitis       Pneumonia 
     Add/Adhd Diabetes Herpes/Fever Blisters       Psychiatric Problems 
     Anemia Difficulty Breathing High/Low Blood Pressure       Radiation/Chemotherapy 
     Arthritis Dizziness HIV / Aids        Rheumatic Fever 
     Artificial Bones/Joints Epilepsy Kidney problems       Sinus Problems 
     Asthma or Hayfever GI Disorders Migraines/Headaches       Tuberculosis 
     Bone Disorders Heart Problems Mitral Valve Prolapse       Tumor or Cancer  
     Congenital Heart Defect Heart Murmur Nervous Disorders    

Are there any medical conditions we have not discussed that you feel we should be aware of?  

 ___________________________________________________________________________________________________  

 

 

DENTAL INSURANCE INFORMATION 

Insured’s Name______________________________ D.O.B. _____________ Insured’s SS#/ID# _______________________________ 

Insurance Company_________________________ Group No._________________ Plan No. ___________________________________ 

Insurance Co Phone No.__________________________________________ Employer ________________________________________ 

Do you have dual coverage?    Yes_____       No_____         If yes: 

Insured’s Name_______________________________ D.O.B. _____________ Insured’s SS#/ID# ______________________________ 

Insurance Company_________________________ Group No._________________ Plan No. ___________________________________ 

Insurance Co Phone No.__________________________________________ Employer ________________________________________ 

 

BENEFITS 
 

Benefits of Orthodontics:  Aesthetics, Health, and Function.  Orthodontics is a service that provides an 
improvement in the appearance of the teeth, in the general function of the teeth, and in general dental 
health. Teeth, gums, and jaws are an intricate body part and can fail to respond to treatment. If good oral 
hygiene is not practiced, tooth decay and enlarged gums can result. Joint discomfort and root shortening 
are observed in a small percentage of cases. Teeth change throughout our lifetime and there can be some 
movement of teeth and some change after treatment. I have read and understand this paragraph. I also 
understand that my diagnostic records may be used for educational and promotional purposes. I have 
truthfully answered all the above questions and agree to inform this office of any changes in my medical or 
dental history.  In addition, I authorize the dental staff to perform any necessary dental services that I may 
need during diagnosis and treatment with my informed consent. 
 
 
   Signature: __________________________________________Date: __________________________ 
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