


• 

"MEDICAL HISTORY 
Physician 's name __ ___ _____ _ _ _ ___ ___ ___ _ 
List any handicaps/disabilit ies of which we should be aware? _ ___ _ _ ___ ___ _ 
Does patient respond to instructions, given age level ? __ __ _ __ _____ _ _ __ _ 
Does patient have many ___ colds ___ ear infections sore throats ? 
(Estimated No . per year) __ _ 
Any mcdicaLion '1 If so, list names and dosage _____ _ _ __ ___ ___ _ _ _ _ 

Any broken bones? _ ____ _ _ __ Problems healing? _ _ __ _ __ _ __ _ 
Have tonsils and/ or adenoids been removed ? ____ _ _ __ _ __ _ _ Age _ _ _ _ 

Has patient reached puberty? Girls, started menstruation _ yes no 
Boys, voice change _ _ yes no 

Any speech problems? __ ____ _ __ ____ _ _ __ _ _ ~ ---- --
Any difficulty chewing? _ _____ Swallowing? _ ___ __ Yawning? ___ __ _ 
Any joint sounds, popping or clicking? ___ _ ___ _ _ ___ __ _ ____ _ 
Any pain in or about the jaw joints, ears, or cheeks? _ ____ __ ____ __ ___ _ 
Any injury to jaws, neck or head? __ __ ____ _ __ ___ __ ____ __ _ 
Any hospitalization? (Explain) _ _____ ___ ___ _ _ ___ _ __ __ _ 

PLEASE Cl IECK ANY OF THE FOLLOWING THAT YOUR CHILD HAS OR HAS HAD IN Tl IE PAST. 
IF YOU ARE AN AD ULT PATIENT, PLEASE LIST ANY PERTINENT MEDICAL HISTORY 

YOU ll A VE HAD. 

I-lean Munnur 
A.nemia 
Diabetes 
Arth1·itis 
Bone: Disorder 
Stroke 
Sinus Problems 
Nervous Disorder 
l~hcumatic Fever 

_ _ Prolapsed Mitral Valve 
_ Bleeding Disorder 

Gout 
__ Allergies 

Heart Trouble 
Blood Transfusions 
fa int/Dii.ziness 

__ Cancer 
__ Kidney Problems 

Low Blood Pressure 
_ _ High Blood Pressure 
__ Epilepsy 

AsihJJJa 
-- Hay f-ever 
-- TubcrculOsis 

HIV/Aids 
__ Hepatitis 

Endocrine Problems 

PLEASE SIGN IN BOTII BOXES BELOW AND BRING THIS FORM WlTII YOU TO YOUR 1<T,y1SIT . 
l have reviewed the above medical history and will ale1t you to any future changes in my/my child's health scarus if and when 
they arise. 

Signature Relationship to pfllieot 

1 hereby consent LO examination. consultation and if indicated, lhe making of diagnOstic records. including x-ra}'s to be used by 
the orthodontist in dctennining \Vhat treatment noeds my son/daughter/self may have by Dr. Heather Brnun Buccieti and/or her 
associates. 

Signature Relationship to Patient Dale 


	Patient Registration_ Medical History
	Patient Registration_ Medical History pg 2 

