ORTHODONTIC ASSOCIATES, INC.




260 South Eastown Road
724 East Wayne Street

1020 North Perry Street

Thomas L. Ahman DDS, MS
Lima, Ohio 45807

P.O. Box 514

Ottawa, Ohio 45875

Joseph L. Janowski DDS, MS
419- 229-8771

Celina, Ohio 45822

419- 523-4014

Matthew C. Mayers DDS, MS
 Fax: 419-224-2514

419- 586-6195

Fax: 419-523-3058








Fax: 419-586-2875

MEDICAL HISTORY
Patient Name (Please Print) ________________________________________________________________
Please answer all questions by circling ‘Yes’ or ‘No”.
Good Health

Yes
No


Bleeding disorder


Yes
No

Recent illness

Yes
No


Prolonged bleeding

Yes
No

Recent cold, cough
Yes
No


Leukemia


Yes
No

Heart or chest pain
Yes
No


Sickle cell anemia

Yes
No

Heart murmur

Yes
No


Anemia



Yes
No

High blood pressure
Yes
No


Joint replacement


Yes
No


Rheumatic fever

Yes
No


Arthritis



Yes
No

Kidney disease

Yes
No


Asthma



Yes
No

Lung disease

Yes
No


Sinus problems


Yes
No

Diabetes


Yes
No


Hay fever, seasonal allergies
Yes
No
Hepatitis

Yes
No


Nasal obstruction


Yes
No

Herpes (cold sores)
Yes
No


Severe headaches


Yes
No

AIDS or HIV positive
Yes
No


Bone disorder


Yes
No

Endocrine disorder
Yes
No


Epilepsy



Yes
No

Growth disorder

Yes
No


Canker Sores


Yes
No

Females, menstruation
Yes
No


Females, pregnant

Yes
No
Males, voice changed
Yes
No


Tonsils/Adenoids removed
Yes
No


Allergic to latex

Yes
No


Minors, patient still growing
Yes
No

Patient adopted

Yes
No


Antibiotics required for







          dental appointments

Yes
No

Allergic to any medication
Yes
No
(list all)
_____________________________________________






_____________________________________________







_____________________________________________

Taking prescriptions
Yes
No
(list all)
_____________________________________________







_____________________________________________







_____________________________________________

Name of family dentist ________________________________________ Last visit ___________________

Any previous orthodontic treatment
Yes
No


(What, when and where) ___________________________________________________________





___________________________________________________________

Face, mouth or tooth injuries


Yes
No

Clicking or pain when opening jaws

Yes
No

Has jaw ever locked open



Yes
No

Difficulty chewing or eating


Yes
No

Teeth grinding or clenching


Yes
No

Has dentist removed primary (baby) teeth

Yes
No

Has dentist removed permanent teeth

Yes
No

Thumb sucking or finger habits


Yes
No

Frequent mouth sores



Yes
No

Is patient a mouth breather



Yes
No

High intake of sweets (candy, pop, gum)

Yes
No

Any traumatic dental experiences


Yes
No

Anyone else in family worn braces


Yes
No

List sports and musical instruments play ________________________________________________________

School attending ___________________________________________ Grade __________________________

Signature of Patient or Parent if Minor ____________________________________________ Date__________

7/29/04
(form must be signed)
