




Medical/Dental History Form for Adult Patients
Patient Information
[bookmark: Text47]Date      
[bookmark: Text2][bookmark: Text3][bookmark: Text4]Last Name        First Name        Middle Initial       
[bookmark: Check1][bookmark: Check2][bookmark: Check3][bookmark: Check4][bookmark: Check5][bookmark: Check6][bookmark: Text5]Title  |_| Mr.  |_| Mrs.  |_| Ms.  |_| Miss  |_|Dr.  |_| Other     I prefer to be called      
[bookmark: Text6][bookmark: Check7][bookmark: Check8][bookmark: Text7][bookmark: Text8][bookmark: Text9]Birth Date        Gender: |_| Male   |_| Female	Social Security No.      -     -     
[bookmark: Text10][bookmark: Text11]Home Address         City, State, Zip Code      
[bookmark: Text12][bookmark: Text13][bookmark: Text14][bookmark: Text15][bookmark: Text16][bookmark: Text17]Home Phone No. (     )      -       Cell Phone No. (     )      -       
[bookmark: Text18][bookmark: Text19][bookmark: Text20][bookmark: Text21]Work Phone No.  (     )      -       Email Address      
[bookmark: Text22][bookmark: Text23]Occupation         Employer      
In Case of Emergency
[bookmark: Text24][bookmark: Text25]Name         Relationship to You      
[bookmark: Text26]Address (if different from yours)   
[bookmark: Text27][bookmark: Text28][bookmark: Text29][bookmark: Text30][bookmark: Text31][bookmark: Text32][bookmark: Text33][bookmark: Text34][bookmark: Text35]Home Phone No. (     )      -        Cell Phone No. (     )      -       Work Phone: (     )      -     
Financial Responsibility
[bookmark: Check19][bookmark: Check20]|_| Same as above	|_| Other (Please provide information)
[bookmark: Text44][bookmark: Text45][bookmark: Text46]Name         Address         City, State, Zip Code      
[bookmark: Text63]Employer        Social Security No.      -     -     
Home Phone No. (     )      -       Cell Phone No. (     )      -       
Work Phone No.  (     )      -       Email Address      



Dentist
[bookmark: Text36][bookmark: Text37]Your dentist        City, State      
[bookmark: Text38][bookmark: Check9][bookmark: Check10][bookmark: Text39]Last Seen        for |_| Routine Exam, Cleaning |_| Specific Reason      
[bookmark: Check25][bookmark: Check26][bookmark: Text61]Are you seeing any other dental specialists? |_| No   |_| Yes       
General Dental Information
[bookmark: Text40]What concerns you about your teeth?      
[bookmark: Text41]Who suggested that you might need orthodontic care?      
[bookmark: Check59][bookmark: Check60]Has an orthodontist been consulted before? |_| Yes  |_| No
[bookmark: Check21][bookmark: Check22][bookmark: Check23][bookmark: Check24]How would you rate the condition of your teeth? |_| Excellent  |_| Good  |_| Fair  |_| Poor
How did you hear about our office?   Please indicate all that apply
[bookmark: Check13][bookmark: Check14][bookmark: Check15][bookmark: Check16][bookmark: Check17]   |_| Dentist  |_| Friend/Relative |_| Family Member in Treatment |_| Internet   |_| Sponsorships
[bookmark: Check18][bookmark: Text43]   |_| Other      
[bookmark: Text48]Whom may we thank for referring you?      
[bookmark: Check11][bookmark: Check12][bookmark: Text42]Have you had previous orthodontic treatment? |_| No |_| Yes  If yes, please describe      

Dental History
|_| No significant dental problems
If there are dental issues, please check all that apply and elaborate at the end
[bookmark: Check51][bookmark: Check52]|_| Missing permanent teeth 			|_| Wisdom teeth present
[bookmark: Check53][bookmark: Check54]|_| Chipped or injured teeth			|_| Periodontal (gum) problems
[bookmark: Check55][bookmark: Check56]|_| Clench or grind				|_| Sucks finger or thumb
[bookmark: Check57][bookmark: Check58]|_| Jaw pain					|_| Jaw click or pop
[bookmark: Check64][bookmark: Check65][bookmark: Text67]|_| Mouthbreather				|_| Other       

Medical History 
[bookmark: Check32]|_| No significant medical problems
If there are medical issues, please check all that apply and elaborate at the end
[bookmark: Check30][bookmark: Check31]|_| Birth defects or hereditary problems		|_| Facial injuries
[bookmark: Check33][bookmark: Check34]|_| Cancer, tumor, radiation or chemotherapy	|_| Endocrine or thyroid problems
[bookmark: Check35][bookmark: Check36]|_| Diabetes, type I or II				|_| Immune system problems
[bookmark: Check37][bookmark: Check38]|_| Osteoporosis				|_| Sexually transmitted disease
[bookmark: Check39][bookmark: Check40]|_| Seizures, fainting				|_| Mental disturbance, depression
[bookmark: Check41][bookmark: Check42]|_| Eating disorder				|_| Liver problems, hepatitis
[bookmark: Check43][bookmark: Check44]|_| Excessive bleeding, bruising, anemia		|_| Heart problems, murmur, mitral valve prolapse, etc.
[bookmark: Check66][bookmark: Text68]|_| Other      
Allergies
[bookmark: Check45][bookmark: Check46]|_| Latex					|_| Local anesthetics (novacaine, lidocaine, xylocaine)
[bookmark: Check47][bookmark: Check48]|_| Antibiotics					|_| Metals
[bookmark: Check49][bookmark: Check50][bookmark: Text69]|_| Acrylics					|_|Other      
[bookmark: Text70]Medications      
[bookmark: Check61][bookmark: Check62][bookmark: Text64]Currently taking medications |_| No   |_| Yes   Please list      
[bookmark: Text62]Please elaborate on any checked items above      



RELEASE AND WAIVER
I authorize release of any information regarding my orthodontic treatment to my dental and/or medical insurance company.
I have read, understand and truthfully answered the above items as well as disclosed all other information.  I will not hold William E. Crutchfield or his staff responsible for any errors or omissions that I have made in the completion of this form.  I will also notify Dr. Crutchfield of any changes to my medical or dental health.
I acknowledge the Notice of Privacy Practices and am aware that I may obtain a copy at www.orthodonticsbycrutchfield.com or from the office of William E. Crutchfield, II, D.D.S. directly.  I am aware that Dr. Crutchfield practices in an open environment and that my orthodontic treatment will be discussed in this environment.
[bookmark: Check63]|_| Information sent electronically
[bookmark: Text66]     				     
Electronic signature		  Date

Signature			           Please Print Name				Date






	OrthodonticsbyCrutchfield.com
