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RONALD C. PERKINS, DDS, MSD
ORTHODONTIC ACQUAINTANCE

Date ’ Pate of Birth
Patient's Name ) Age _Sex
Last First initial
Res. Address_ -
) Clty State Zipcode
Phone, Directions (1f P.0. Box or Rural Route)
Schoo! ' Grade Interests
How did you flrst hear about our office?
Patient's Dentist Physician
Patient's Oral Surgeon
Father's Name ' Occupation
Married Separated Divorced
Employed By : Business Phone,
0.K. to contact at work? OYes @©No . .
Bus. Address , Soc. Sec. No.
_ Home Address
Does Father Have Orfhodonﬂc Insurance? DYes ONo Group # Group Name A
Mother's Name Occupation
Married Separated Divorced
Employed By i Business Phone
0.K. to contact at work? OYes ONo
Business Address Soc. Sec. No.
Home Address :
Does Mother Have Orthodontic Insurance? DYes ©ONo Group #____ Group Name
Person flnancially responsible for fees: Name
Address/tiione Relationship
Names and ages of other children In femlly :
Do you anticlpate a move or transfer in the near future? OYes ONo-
MEDICAL EISTORY
) {Check any of the Sollowing for which patient has been frcafed}
Dlabe‘fes............ﬂ« Aneﬂﬂa............uuﬂ Prolonged Bleed'ng---.-'-vu
Pneumoni®eeecescessd Epllepsyecececcscacsesd Fainting or Dlzziness.e...O0
Heart Trouble..ess. D Asthmaicecccssssesnessl Nervous disorders.ececees. 0
Rheumatic Fever.....D Kldney Involvement....0 HepatitiSiecscescesscsees
Bone Disorders......o TuberculosiS.ceceecessd Endocrine ProbiemSceeecess O
mmrs.l...l..‘......"..."u
Does the patient have any disesses we should be aware of? Yes o No D
Is patlent in good health? YesO NoO
Does patient have any history of major 1llness? Yes O No®
Please ll1st

Does patient have tendency to colds? © Sore throats? 0 Ear infections? ©

Have tonslis and adenolds been removed? What age? : Yes© NooD

List any drugs or medications now belng taken. Glve reasons:

List any allergles or drug 5ens|1'lva

Date of last visit to the M.D, Physical Exam

Helght Welght Contact Lenses Yas @ No ©

Problems of the Jaw -~ Have you ever experienced: L
a) Cllcking of the jaw? - YesD No D
b) Paln (Joint, ear, slde of tace)? j Yesp NoO
c) Difficulty in opening and closing? Yes 8 No O
d) Difflculty in chewing? Yes O No D
@) Ringing In the ears? : Yes O No D
f) Jaw locking? - Yes B jo O

continued on back




Habits ~ Do you:

2) Blte your fingernalls? i Yes © No O
b) Cilench or grind your teeth whlle awake or asleep? ’ Yes O No DO
c) Bite your lips or cheeks regularly? Yes O No O
d) - Hold foreign objects with the teeth (such as pencils, pipe, nalls) Yes O No D
Do you have headaches? : : Yes @ No O

How frequent? : __Location

. DENTAL HISTORY

.Has there been any Injurles to the face, mouth or teeth? Yeso Noo
Has the patient ever sucked a thumb or fingers? Until what age? YesD NoD
Does the patient have any speech problems? YesO NobD
I.s the patient a mouth breather? While awake YesD NoO
While asleep? YesD NoD
Have you been Informed of any mlssing or extra permanent teeth? YesO NoD
Has an Orthodontist been consulted previously? Yes© NoOD
Has elther parent had orthodontic treatment? " YesO NoD

What Is the patient's maln concern for today's visit?

Has the patlent reached puberty = Girls -~ has she started menstruation? Yes 8 No
- Boys - has his volce changed? Yes @ No

Is patient adopted? Yes © No D Does patlent know? Yes o No O

Are there any learning disablllties? Yes D No o If yes, explaln

Has the patient ever been exposed to any of the fol lowing:

Herpes.....Yes 0 No O; Ailds.....Yes 0 No D; Venereal Diseases.....Yes O No O
| authorize Dr. Perkins to use Nitrous Oxide If necessary ‘o ald with dlscomfort...Yes © No ©

I the undersigned have glven the above dental and medical Information, have reviewed It
and flnd It accurate. |f there are any iater changes 1o the history record, | will so
inform this practice. | also authorize Dr. Ronald C. Perkins to perform an orthodontlc:
examination.

Signature (Patient/Responsible Adult) ' Date

'Th!s information has been reviewed with the above named individual.

Signature Position Date




