Last Name: ..o First Name: ... Grade: oo

Consultation Date: ......c.ooovviiiiiiiiiinns Date of Birth:........... Y [ Age: ... SOX: i
AAreSS: ot City: oo Postal Code: .....ovovvivviiniinnn Phone # ..o,
Referred by: ..o Dentist: oo Physician: .....coooiii
Name of Other family MEMIDErS TrEat e . i e e et e et et e ettt aae s

PARENT / GUARDIAN INFORMATION

Person Responsible for account: ......cccooiiiiiiiiiiii Address (If different thanabove) : ...,
Do you have Orthodontic Insurance? [ 1YES [ 1NO Do you have General Dentistry Insurance? [ 1YES [ 1NO
PNt T i NI L e e
Employed by: .o Occupation: ..o Email: o
Work Phone #....o.ooviviiiiiiiiiiien CellPhone # .o May we contact you there? [ 1YES [ 1 NO
L= 1= 1) 7 =T o =
Employed by: ..o Occupation: ... Email: o
Work Phone #.......oooviiiiiiiiiiin CellPhone # .o May we contact you there? [ 1YES [ 1NO

Are the parents: [ IMarried [ 1Separated [ ldivorced [ 1common-law
Who does the child live with? [ 1Parent 1 [ JParent2 [ 1Both

MEDICAL HISTORY (Indicate YES or NO)

Heart trouble [ IYES [ 1NO Diabetes [ IYES [ 1NO AIDS or HIV positive [ 1YES [ 1NO
Rheumatic fever [ 1YES [ INO Epilepsy [ 1YES [ INO Hearing problems [ 1YES [ INO
Hepatitis [ IJYES [ INO Pneumonia [ JYES [ INO Ear aches [ IYES [ INO
Anaemia [ JYES [ INO Prolonged bleeding [ 1YES [ 1NO Kidney problems [ JYES [ INO
Headaches [ 1YES [ INO Stomach trouble [ JYES [ I1NO Fainting & dizziness [ 1YES [ 1NO
Eye problems [ 1YES [ INO Asthma [ 1YES [ INO Nervous disorders [ 1YES [ INO
Arthritis [ IYES [ 1NO Cancer [ IYES [ 1NO

Is the patient in good health[ 1YES [ 1NO  List any medications being taken: .........ccoiiiiiiiiiiii

continued...



MEDICAL HISTORY (Indicate YES or NO) ... cont’d

Is there any history of majorillness[ 1YES [ 1NO List any allergies or drug sensitivities: ..........coooiiiiiiiiiiiiiii i
Do they have a tendency towards ....colds [ TYES [ 1NO ....sore throats [ 1YES [ 1NO ....ear infections [ 1YES [ 1NO

Have they reached puberty? Have tonsils and adenoids been removed? [ 1YES [ 1NO
Girls (menstruation) [ 1YES [ 1NO
Boys (voice change) [ 1YES [ 1NO

DENTAL HISTORY (Indicate YES or NO)

Are you a mouth breather .......... while awake [ 1YES [ 1NO Any injuries to the face, mouth or teeth [ 1YES [ 1NO
Are you a mouth breather ....... while sleeping [ 1YES [ 1NO Do you have any speech problems [ JYES [ INO
Are you aware of ................... grinding teeth [ 1YES [ 1NO Have any teeth been extracted [ 1YES [ INO
Are you aware of ................... jaw joint noise [ 1YES [ 1NO Frequent colds or canker sores [ JYES [ INO
Are you aware of ............... painin earregion [ 1YES [ 1NO Previously seen by an orthodontist [ 1YES [ INO
Are there any missing or extra permanent teeth [ 1YES [ 1NO Do you want orthodontic treatment [1YES [ INO
Do you play any musical instruments ............... [ IYES [ INO

When did the patient last have @ dental CRECK-UD 2 ... i e e e
DO he/she Play SO ? HODDIES? ..

[ el al felgiel g aleYe lo) Y u Tl el a T U1 L =1 o oY o [

Signature of Parent or Guardian Signature of Orthodontist Date

DR. ZIA BEG ORTHODONTIST ¢ 100 Edinburgh Rd. South, Guelph, ON N1H 5P4 < Tel: (519) 821.5090 -« fax: (519) 767.0935
- |

www.guelphorthodontist.com



