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ORTHODONTICS

%, t Annelise H. Sullivan, DD, M.
i+ B;:rd ;:niﬁed Ot;rodnnrisl
ALL ABOUT YOU
PATIENT’S NAME | PREFER TO BE CALLED
LAST FIRST Mi
RESIDENCE
STREET CItYy Zip
HOME PHONE EMAIL
CELL PHONE BIRTHDATE SOCIAL SECURITY #

MARITAL STATUS: I:lSlNGLE I:lMARRlEDI:lWIDOWED I:lSEPARATED I:lDlVORCED

EMPLOYER How LONG? TITLE:

WORK ADDRESS WORK PHONE
STREET crry ziP

DO YOU PREFER EMAIL OR TEXT MESSAGE REMINDERS FOR UPCOMING APPOINTMENTS?:DEMAILDTEXT 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?

[CJHAVE YOU EVER HAD A SERIOUS/DIFFICULT PROBLEM WITH ANY PREVIOUS DENTAL WORK?
HAVE YOU EVER LOST OR CHIPPED ANY TEETH?

[1Do You LIKE YOUR SMILE?
DO YOUR GUMS EVER BLEED?

D HAVE YOU EVER HAD AN INJURY TO YOUR: MOUTH/TEETH/ CHIN?

[CJDO YOU HAVE ANY MISSING OR EXTRA PERMANENT TEETH?

] ARE YOU A MOUTH BREATHER?

[JHAS ANYONE IN YOUR FAMILY RECEIVED ORTHODONTIC TREATMENT?
HoOw DID THEY FEEL ABOUT THE RESULT?

[CJDo You NOW OR HAVE YOU EVER EXPERIENCED PAIN OR DISCOMFORT IN YOUR JAW JOINT (T™MJ)?
I:IARE YOU AWARE THAT SOME APPOINTMENTS WILL BE DURING WORK HOURS?

YOUR CURRENT DENTAL HEALTH IS ]GooD [] FAIR[JPOOR
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PATIENT INFORMATION ADULT

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 NoO 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 NoO 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:| 500D _IFarl IPoor

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 Gl 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 NoO. PLAN NoO.

INSURANCE CO PHONE NO. EMPLOYER

DO YOU HAVE DUAL COVERAGE? YES_ . No_ | IF YES:

INSURED’S NAME D.O.B. INSURED’S SS#/1D#

INSURANCE COMPANY, GROUP NO. PLAN NoO.

INSURANCE CO PHONE NoO. 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. | HAVE READ AND UNDERSTAND THIS PARAGRAPH. | ALSO
UNDERSTAND THAT MY DIAGNOSTIC RECORDS MAY BE USED FOR EDUCATIONAL AND PROMOTIONAL PURPOSES. | HAVE
TRUTHFULLY ANSWERED ALL THE ABOVE QUESTIONS AND AGREE TO INFORM THIS OFFICE OF ANY CHANGES IN MY MEDICAL OR
DENTAL HISTORY. /N ADDITION, | AUTHORIZE THE DENTAL STAFF TO PERFORM ANY NECESSARY DENTAL SERVICES THAT | MAY
NEED DURING DIAGNOSIS AND TREATMENT WITH MY INFORMED CONSENT.

SIGNATURE: DATE:

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