
                                                                                      

    PATIENT NAME:_______________________________________________________    Nickname_______________ 

      Welcome!   



DOES THE PATIENT NEED TO BE PRE-MEDICATED PRIOR TO ANY DENTAL PROCEDURES?   YES ☐    NO ☐ 

     Reason for Pre-Medication___________________________________________________________________________ 

PLEASE LIST ANY ALLERGIES OR DRUG SENSITIVITY:  Penicillin____    Codeine____   Other_________________________   

DOES PATIENT HAVE TENDENCY TO:   Colds ☐     Sore Throats ☐     Ear Infections ☐     Canker Sores ☐  

HAVE TONSILS AND ADENOIDS BEEN REMOVED?_____________________  WHAT AGE?________ 

LIST ANY DRUGS OR MEDICATIONS NOW BEING TAKEN AND GIVE REASON 

______________________________________ 

HAS PATIENT REACHED PUBERTY?.................................................... HEIGHT________    WEIGHT_________ 

      GIRLS – Has she started menstruation?  Yes ☐   No ☐  

IS THE PATIENT NOW EXPERIENCEING A RAPID GROWTH “SPURT”? ………………………… Yes ☐      No ☐  

HAVE THERE BEEN ANY INJURIES TO THE FACE, MOUTH OR TEETH? …………………………   Yes ☐      No ☐  

HAS THE PATIENT EVER SUCKED A THUMB OR FINGERS?  UNTIL WHAT AGE?_______    …       Yes ☐      No ☐  

DOES THE PATIENT HAE ANY SPEECH PROBLEMS?   …………………………………………….       Yes ☐      No ☐    

IS THE PATIENT A MOUTH BREATHER?          WHILE AWAKE?   Yes ☐    No ☐            WHILE ASLEEP?   Yes ☐    No ☐  

DOES THE PATIENT HAVE A NOSE OBSTRUCTION OR EXPERIENCE DIFFICULTY BREATHING THROUGH THE 

NOSE?    Yes ☐   No ☐ 

HAVE YOU EVER BEEN INFORMED OF ANY MISSING OR EXTRA PERMANENT TEETH?........       Yes ☐      No ☐   

HAS EITHER PARENT OR OTHER CHILDREN HAD ORTHODONTIC TREATMENT?....................       Yes ☐      No ☐  

HAS AN ORTHODONTIST BEEN CONSULTED PREVIOUSLY? …………………………………….       Yes ☐      No ☐  

      IF YES, PLEASE PROVIDE NAME: ___________________________________________________________________ 

 

Other members of your family who have had Orthodontic Treatment:____________________________________________________ 

Referred to this office by:_______________________________________________________________________________________ 

Reason for Consultation:________________________________________________________________________________________ 

 

 

 

 

Parent’s Signature_______________________________________________________________     Date___________________ 

 


