WESTON ORTHODONTIC ASSOCIATES, INC.

ADULT PATIENT REGISTRATION & HISTORY

Patient’s Name (Print).........oooouiiiiiiiiii e Today’s Date.........covviiiiniiiiiiiee
(First) (Middle Initial) (Last) (Month) (Day) (Year)
AT . - et
(Street) (City) (State) (Zip Code)
Home Phone # ..., E-mail address........ccccooevenieiinieeieeeeee Male ................ Female...............
N (< Birthdate. ... ...
(Yrs. & Mos.) (Month) (Day) (Year)
2SS 157 0 (T B
OCCUPALION. ..ttt ete et ettt et e et te e e e erreeneseeesaeeeas EmplOyer....o.oeiii i
WOPK PRONE ... Cell PRONE # .o.oveeiiii e
Patient’s Marital Status........................ Dental Insurance Company, If Covered ............c.ooiiiiiiiiiiii e
Spouse’s Name..........cccovviieeiiennnnnn. OcCCupation.......o.vueeueieiiiiieiiaenee Employer........coooiiiiiiiii
Dentist’s NAME ....uenieiiiiii e OF
(City) (State)
Physician’s Name ...........oooiiiiiiiiii e OF
(City) (State)

MEDICAL AND DENTAL HISTORY (A)

Are you under medical treatment NOW? (SPECIEY) ... ..uinuiniit e e
Are you presently taking any mediCationS? (SPeCify) ......oiiriririi e
Have you had any major operations? (SPECITY). .. ..uiiei ittt e e e et et e e et e e e et et ne e
Have you ever had a serious accident involving head injuries? (SPeCify) ......voviiriiiiii i e e
Have you ever had any allergic reaction to drugs including penicillin? (SpPecify) .......o.ouiiiiiiiii e

Is there now or was there ever a history of:

Allergies .......c...co.euee Convulsions.................. Epilepsy......cccocovieinni. Anemia...........coeennnn.
Diabetes............cceneen Excessive Bleeding.......... Asthma ...................... Ear or Hearing Problem...
Heart Disease............... Rheumatic fever............. Hepatitis..................... HIV/AIDS..................
Female: ATe YOU PrEGNANE? ... ...ttt ittt ettt ettt ettt ettt et et e et et ettt et e e et e e e e e e eae e et e e e e e et e e e e ae e e e e eeeeaas
What prompted you to seek orthodontic treatMent? ...........oiuititt ettt et et et et et e e et e et et et e et etenaenteenens

Do you breathe through YOUr MOUh OF NOSE? ....c.uiuetii e e e ettt et
Did you ever have previous orthodontic treatMent? .............iiiuiuitit e et

Date of the last dental exam ...................c.oeeent. Do you require antibiotics for dental procedures? .............cccooeiiiniiiiiniiienens



