ORTHODONTIC ACQUAINTANCE CARD

INNA GELLERMAN, D.D.S.

Date /
Patient’s Name Date of Birth
Last First MI.
Res. Address Apt.# Age Sex Height Weight
City Zip Telephone
School State
Summer Camp if Applicable Grade Summer Telephone
Referred By E-Mail
Patient’s Dentist Address
Pediatrician Oral Surgeon
Father’s Name Occupation
Employed By Bus. Telephone
Bus. Address Father’s Dentist
Mother’s Name Occupation
Employed By Bus. Telephone
Bus. Address Mother’s Dentist
Person assuming financial responsibility
Address Apt.# City & State
INSUrANCEe COVETAZE ....ovuvieuiiriiieiiiiiieeiie ettt Yes No
Primary Insurance Co. Policy No.
Secondary Insurance Co. Policy No.
Names and ages of other children in family
Person to contact in case of emergency
Telephone
Reason for consultation
MEDICAL HISTORY
Is patient in GOOA NEAITIT .........coiuiiii ettt b et b et a bbb st b ekttt bt et e h et ettt b ettt be et ne Yes No
Does patient have any history 0f Major 1INESS? ........c.oouiiiiiiiiie ettt ettt e et et e e et et e st st en e et e e e st et eneebenteseebeneebenneneane Yes No
Has patient ever been under the care of @ physician fOr IlINESS? .........ccovuiiiiiriiiiiiiiicet ettt ettt ettt sttt ne Yes No
Has patient ever DEen NOSPItAlIZEA? ... ....ooiiiiiiieee ettt ettt ettt h st e st et et e st et e m e e b et eae et e st ebeeseneeb e e es e s eseebe e eseabeneenenseneanane Yes No
Please explain
Date of last examination by physician
D0ES PALIENE DITISE CASILY? ...c.vuitinieiiriiietetetert ettt ettt ettt b bbbt e h et ettt e h bttt e bt atea et e bt et e et ettt e bt sa st eb et e bt st st ebe st ebeen et ebe e eseane Yes No
Has patient ever required @ Dlood tranSTUSIONT .........co.coiiiiiiiiieee ettt ettt ettt st e et e et e e e et et e s e st eee e es e st ene et et esesteneebeeeneeseneanens Yes No
Does patient have teNdENCY t0 COIAST .....oouiiiiiiiiriiriiietite sttt ettt sttt b et b et et b e e bbbt bt e b et e bbbt et et eb et es e et e e ebenae st etetenens Yes No
sore throats? . ..Yes No
Have tonsils and/ or adenoids been removed? ... ...Yes No
If yes, at what age?
Does patient have chronic ear pain or infections? ............cececeeveerrererereriereeene . . . . . . . . . . . <. Yes  No
Does patient take sedatives, tranquilizers, sleeping pills or medicine to relax? .. ..Yes No
Does patient have trouble sleeping? .. ...Yes No
Does patient SNOTE WHEN SICEPINE? .....c.couirieiiiiieiiieiete ettt st te ettt e e te st e st et et eae et ese et e e es e et e st eb e e eseebenees et eseebenees et eseebenses e beneesenseseaseneasenseneas Yes No

List any drugs or medications now or previously taken:




Please indicate yes or no for any condition patient has experienced:

Heart MUIMUT .......coociviiiiniec e Yes No SINUS rOUDBIE ..ot Yes No
Rheumatic fever ........ocooiivieiieeceee e Yes No EPILEPSY .eevenieiiiieietee ettt Yes No
High blood Pressure..........coeoveeeveerieieinieenieieeneeneeeennene Yes No Fainting ...c.coviiiiiieiniciiic ettt Yes No
Low blood PreSSULe........ceevveuirieieriieiieieceieieieeieceieeeiesieneas Yes No ATEATTEES -veeeiee e Yes No
HEPALILIS. c..ceeeviciiiccieicerc et Yes No Anemia / blood diSEaSse.........c.ceueerueirienieiriiieieneeneeesee e Yes No
DHADELES ...cveeeeeeeeiceee e Yes No TUMOTS / GrOWLNS...c.eeiiiiieiieiiee e Yes No
Kidney diSEase .......ccvevuevierierieriiriieiieieieierie et Yes No Thyroid / parathyroid problems.............cceceeeievierieneneneneeeeeeene Yes No
AStNMA. ... Yes No BOne diSOTAETS........civeuieiiieiieieieicree et Yes No
TUDETCULOSIS ... Yes No SCIZUIES...c.vvevitciiteerte ettt sttt st Yes No
PReumMONia......ccouevieiiieieieeeeee s Yes No Endocrine problems..........c.cooeieirieirienieieieeeeeeeeecee e Yes No
Often fatigued / exhausted .........cocooeoereeivieneiineeeee Yes No Frequent headaches...........coovoiieerieiieineeeceeeeeeeee Yes No
NEIrVOUS / ANXIOUS ...cueeuienienreieeiieteeieeteieteseeseeseesreereeeesensens Yes No Immune system problems............cceveeieiriieieierienienese e Yes No
Any recent weight gain / 10SS ....c.coevveirerieirieineieeeeene Yes No PSYChIatric CAre......c.evveuieieietiieieeieeee et Yes No
Cancer treatmMent.........cveeereierierienieneesteereeeeeneeeeteeesesseseenes Yes No Prolonged bleeding...........ccuevuevieriereneninieieieeiee e Yes No
Is patient allergic or have reacted adversely to:
LLOCAL ANESTNELICS ...ttt b et bt b bbb st b et bt eh e bt bt b h e bt ekt R e h etk E et h et h et a bt b et s bbbt b et be e ne Yes No
POIICTIII 7 ORIttt bttt ettt e bbbt e bt e st e st ea b et et e b e e b e e bt eb e eb e e st e st em b en b et e b e e bt e bt e bt ea b e st en s et enbenbenbenbeebeeneene Yes No
SUITA AIUEZS? ..ottt ettt st e bttt et e s et e e e b e b e st e et eeseeseesaessensense s e s e eseeseastensensansens et e aseeseesees s ensessens e seeseeseeseeseaneansensensenseese et eeneeseeneensenes Yes No
Barbiturates, sedatives or sleeping pills... ...Yes No
ASPITIN .. ...Yes No
Todine......cccooevevenininininene ...Yes No
COARINEG OF OtHET NATCOLICS ...ttt ettt ettt ettt ettt eb bt b et b et et eb et e st ettt ekt e st eb et e bt e et e b et e bt s e ea e b et eh e et e st e bt st eb e e b e st e bt st e bt eb et eb et e s e ebeneebeane Yes No
Other
DENTAL HISTORY

Date of patient’s last dental examination or treatment
Has patient had any serious problems associated with previous dental treatment? ............cccoeiiiiiinirieieieeeee ettt Yes No
Has there been any injuries to your face, MOUth OF tEETN? ........cceiiiiiiiiiieieieieeee ettt ettt et et e be st e s b e ebeeseeseensensensessessessessessnens Yes No
Has there been any treatment for problems of your jaw joint or for facial muscle SPASMS? ......cc.coeririririniiitiieeee et Yes No
Has the patient ever sucked @ thumb OF fINGEIS? .......ccveoiiriiriiiieieieiete ettt ettt steeae et e eseesse st essessessessesseeseeseeseensensensensenseeseeseaseensenes Yes No

Until what age?
Does the patient have any SPEECH PrODICINS? .........cccieuiiiiieieierierteeee ettt ettt et e et e et est et e setesse st eesesseeseeseensensensensenseeseaseessensensensensensessessessesns Yes No
IS the patient @ MOULI DICATNET? .......co.iiuiiiiie ettt b e bbbt e a e et e b et e st e et e e bt e bt e bt e st et et e b eeb e e bt eb e e bt eat et e b enbenbesaesbeebeene Yes No

At what times?
Have you been informed of any missing or extra teeth? .... ...Yes No
Does food catch or collect between teeth? ...... ..Yes No
Does the patient clench or @rind theilr TEET ...........coiiiiiiiii ettt b bbb e a et e b e b e s b e s bt e bt e bt est e st e st e benbenbeebeebeebeeneenean Yes No
Is there clicking, popping or grating noise from the patient’s jaw When ChEWING? .........ccvvierieiiiiiiiiieieeeeee ettt eaeenees Yes No
Is there numbness or tingling associated with the patient’s MOUth OF TACET ........cciiiiiiiiiiiiie et Yes No
Has the patient ever had orthodontic treatment or been treated for @ bad DIte? ........cccecvecieierieriiiiieeeeeeeee ettt ese e Yes No
Has an orthodontist been CONSUIEd PIEVIOUSIY? ......coiiiiiiiiiieieie ettt b ettt e et sttt s bt bt bt ebt e st et et et e b e sbeebeebeeneenee Yes No
Has the patient ever had periodontal (GUM) QISEASE? .......cceeiviririeiieiieieriertesteete et et ete et et estestestesseeseeseeseessessessansesseeseaseeseensansansensessessessessessesneen Yes No
Has either parent had orthOdONtIC TFEATIMENIE? .........oouiiiirtiriiiiietet ettt b e bt b e bt e st et e b e bbbt bt e bt e bt eat et e b et enbesbesbesbeebeestenteneens Yes No
Has either parent had periodONtal AISEASE? .........c.ecuieieieieieieitetertertesteste st eteestestestestesesesseaseeseesesseessessessensersenseaseeseeseessensessensansensensensessessesssensensens Yes No
Does the patient use @ MOUthZUATA QUIINEG SPOTTS? .......veieriirtirierieiteeitet ettt ettt ettt ettt et et et e st e stesbe e bt e bt ebees e e e et e beabeebeebeebeeatestenbenbenbesbesbesbeebeentens Yes No

List any musical instruments played:

Parent Signature




