
MEDICAL	HISTORY	

Physician		 	 	 	 	 	 									Date	of	Last	Visit	 	 	 	 	 	 										
Please	circle	Yes	or	No	(if	Yes,	please	fill	in	details)	
Yes	 No	 Are	you	taking	any	medication?	
Yes	 No	 Are	you	allergic	to	anything	or	any	medication?	
Yes	 No	 Do	you	have	a	history	of	a	major	illness?	
Yes	 No	 Have	you	had	any	major	operations?	
Yes	 No	 Have	you	ever	been	involved	in	a	serious	accident?		
								Female	patients	only:	
Yes	 No	 Are	you	pregnant?	
Yes	 No	 Has	menstruation	started?	
	
Circle	any	of	the	medical	conditions	below	that	you	have	had	or	currently	have.	
	
Abnormal	bleeding/Hemophilia	 Diabetes	 	 	 Hepatitis/Liver	problems	 							Pneumonia	
Anemia	 	 	 	 Dizziness	 	 	 Herpes	 	 	 							Prolonged	Bleeding	
Arthritis	 	 	 	 Epilepsy	 	 	 High	Blood	Pressure																								Radiation/Chemotherapy		
Asthma	or	Hayfever	 	 Gastrointestinal	Disorders	 HIV/Aids	 	 	 							Rheumatic	Fever	
Bone	Disorders	 	 	 Heart	Problems	 	 Kidney	Problems	 	 							Tuberculosis	
Congenital	Heart	Defect	 	 Heart	Murmur	 	 Nervous	Disorders	 	 							Tumor	or	Cancer	
Are	there	any	medical	conditions	we	have	not	discussed	that	you	feel	we	should	be	aware	of?	

	
	

DENTAL	HISTORY	
	
Dentist	 	 	 	 	 	 	 Date	of	last	visit	
What	concerns	you	most	about	your	teeth?		
Yes	 No	 Have	there	been	any	injuries	to	face,	mouth,	or	teeth?	
Yes	 No	 Do	your	gums	bleed	when	you	brush?	
Yes	 No	 Do	you	have	any	type	of	thumb	or	tongue	habit?	
Yes	 No	 Have	you	ever	seen	an	orthodontist?	If	yes,	who	and	when?	
Yes		 No	 Are	your	jaw	muscles	or	jaw	joints	ever	sore	when	you	awake	in	the	morning?	
Yes	 No	 Are	you	aware	of	your	jaw	clicking	or	popping?	
Yes	 No	 Have	you	ever	been	told	that	you	grind	your	teeth?	
What	is	your	attitude	toward	receiving	orthodontic	treatment?	
	 	
	

APPOINTMENTS	
	
The	number	of	appointments	required	to	complete	your	orthodontic	treatment	will	depend	on	the	complexity	of	the	treatment.	The	
majority	of	appointments	are	usually	relatively	short	(15-20	min)	and	are	scheduled	at	4-6	week	intervals.	In	addition	to	these	short	
appointments,	there	are	typically	several	longer	appointments	interspersed	throughout	the	treatment	for	procedures	such	as	
putting	braces	on	and	taking	braces	off.	As	you	might	expect,	many	of	our	patients	prefer	afternoon	appointments.	Although	we	will	
make	every	effort	to	accommodate	your	schedule,	please	be	advised	that	some	appointments	will	probably	need	to	be	during	
school/work	hours.		
	
	
	
	
I	have	read	and	I	understand	the	above	statement	regarding	appointments,	and	I	have	truthfully	answered	all	of	the	above	questions	
regarding	medical	and	dental	history.	I	agree	to	inform	this	office	of	any	changes	in	my	medical	or	dental	history.	In	addition,	I	
authorize	Dr.	Swenson	to	perform	a	complete	orthodontic	evaluation.	
	
	 	 	 Signature:	 	 	 	 	 	 Date:	


