Laura B. Glicksman, MS, DMD

Medical Dental History Form

     PERSONAL HEALTH HISTORY                                                                                       Date ______________

     Name _____________________________________________________Date of birth ___/___/____

                First                                                      middle initial                                       Last                                               mo     date     yr

     Address________________________________________________  Phone (___)______________

                  Street                                                                       City                                   Zip Code

       E-mail________________________________ Cell _______________________

     Physician ________________________________ Dentist ____________________________________

     Occupation ___________________________________________  Employed by___________________

     Business Address __________________________________________Phone (___)_________Ext ____

     Marital Status ______ Spouse’s Name ________________________ No of children & Ages _________

     Spouse’s Occupation ____________________________________Employed by __________________

     Spouse’s Business Phone(___)____________Ext_____  Cell(____)_____________

     Person Financially Responsible_________________________________Relationship_______________

     Dental Insurance Y  N 

     Plan Name _______________________ Ins. ID# __________ Group # ________ Ortho Coverage Y N
     MEDICAL HISTORY                (Please circle yes or no, and fill in blanks as required)

     Date of last medical exam ___/___/___  Are you in good health?



     Have tonsils and/or adenoids been removed?     At what age? ___________

            No  Yes

     Any history of major illness?  Please explain ______________________________________ No  Yes

     Any allergies or drug sensitivity? If yes, please explain _____________________________ _No  Yes

     Taking medication now?  If yes, please list _______________________________________  No  Yes

     Are you under medical and/or psychological care now? Explain _______________________ No  Yes

     Circle any of the following for which the patient has, or is being treated:


Diabetes
Hepatitis
Pos. HIV  Antibody
  Heart Trouble            Allergies


Arthritis
Cancer

Nervous Disorders
  Brain Injury

Thyroid Problems


Asthma
Herpes

Endocrine Problems
  Tuberculosis

Rheumatic Fever


AIDS

Epilepsy
High/Low Blood Press. Infectious Mono
Prolonged Bleeding

            Tonsillitis         ARC                Thyroid Problems          Pregnancy                Low Blood Pressure

     Do you have, or have you ever had any medical condition not mentioned above? _____________      No  Yes

     DENTAL HISTORY

     Are you in good dental health? ________________________________________________  No  Yes

     Date of last dental exam ___/___/___ Full mouth x-rays taken recently? When ___/___/___   No  Yes

     Have there been any injuries to the face, mouth, or teeth? Describe ____________________No  Yes

     Any oral habits such as lip biting, tongue thrusting, finger sucking, or nail biting? __________No  Yes

     Have you ever had speech problems, or speech therapy? ___________________________  No  Yes

     Are you a mouth breather while asleep or awake? __________________________________No  Yes

     Are you aware of any missing or extra teeth?______________________________________ No  Yes

     Have you ever had pain, clicking, or popping of the jaw joints,  Any TMJ problems? _______  No  Yes

     Do you brux (grind) your teeth? ________________________________________________  No  Yes 

     Have you ever seen an orthodontist? If so, Dr.’s name _____________ Records taken? ___  No  Yes

     Have any member of your family ever had orthodontic treatment? _____________________  No  Yes

     Are you overly sensitive to dental pain? _________________________________________   No  Yes

     Do you play a wind or reed instrument? __________________________________________  No  Yes

     What orthodontic problem are you most concerned about? __________________________________

      ________________________________________________________________________________

     What problem is your dentist most concerned about? ______________________________________

     Person filling out this form ______________________________________________  Date _____________
