Walker Family Dentistry
    9709 Florida Blvd

    Walker, LA 70785

Patient’s Full Name:  




         I preferred to be called:
Age                  Birth Date                                             Sex  □ M  □ F          
Address                                                                                          City                             State               Zip
School                                            Grade                    Hobbies/Sports/Instruments
Specific reason for today’s visit  
Who referred you to our office/ how did you hear about us?
Do you know anyone in our practice?
Names of other family members treated in this office
	Siblings  □ Yes  □ No         
	Name                                          Age
	Name                                         Age

	
	Name                                          Age
	Name                                         Age


Patient resides with     □ Father    □ Mother    □ Both    □ Other                             Adopted  □ Y  □ N

Person responsible for Account  □ Father    □ Mother    □ Both    □ Other           Orthodontic Insurance  □ Y  □ N

PARENT INFORMATION
	FATHER

	Full Name  (   Mr.,   Dr.   )                                                                        I preferred to be called

	Street Address    □ Same as above    

	City, State, Zip

	Cell Number                                                                       Home Number                               

	Email Address

	SS#                                                                                       

	Employer                                                                             Work Number

	Marital Status     □ Married    □ Single    □ Divorced    □ Remarried    □ Other                                   

	MOTHER

	Full Name  (   Mrs.,   Ms.,   Dr.   )                                                              I preferred to be called

	Street Address    □ Same as above    

	City, State, Zip

	Cell Number                                                                       Home Number                               

	Email Address

	SS#                                                                                      

	Employer                                                                             Work Number

	Marital Status     □ Married    □ Single    □ Divorced    □ Remarried    □ Other                                   

	PERSON RESPONSIBLE IF OTHER THAN PARENT

	Full Name  (   Mr.,   Dr.   )                                                                        I preferred to be called

	Relationship to patient                                                                           SS#                                                  

	Street Address    □ Same as above    

	City, State, Zip

	Cell Number                                                                       Home Number                               

	Email Address

	Employer                                                                             Work Number

	Marital Status     □ Married    □ Single    □ Divorced    □ Remarried    □ Other                                   


Past Orthodontic treatment   □ YES   □ NO             Orthodontist
	Do you have any oral habits
	□ YES   □ NO     Stopped at age ______   Still occurring  □
□ Finger/thumb sucking  

□ Tongue thrust    

□ Grind teeth     24Hours  □     Night only  □
□ Clenching       24Hours  □     Night only  □
□ Other          

	Do you have TMJ pain  


	□ YES   □ NO      
Pain:     □ Head    □ Ears    □ Neck     □  Back     □ Other       

	Have you had past TMJ treatment
	□ YES   □ NO  Describe

	Have you had any dental trauma  
	□ YES   □ NO  Describe    

	Do you have chipped or fractured teeth  
	□ YES   □ NO      

	Are your teeth sensitive to hot/cold; tooth throb or ache  
	□ YES   □ NO


MEDICAL HISTORY
Patient’s Medical Doctor                                           City                         State

Presently under Physician’s care    □ YES   □ NO      Treatment:                                    
Current Medications:  List

Allergies & Drug Reactions:  List                                        


 
	Do you have a Latex Allergy   
	□ YES   □ NO      

	Are your adenoids present
	□ YES   □ NO    

	Are your tonsils present
	□ YES   □ NO    

	Are you a mouth breather  
	□ YES   □ NO    

	Do you have sleep apnea
	□ YES   □ NO      

	Do you have heart problems  


	□ YES   □ NO  

What type?

	Do you have a chronic disease  


	□ YES   □ NO    

What type?  

	Have you ever had Hepatitis  


	□ YES   □ NO  

What type?       

	Are you in a risk group for Aids    
	□ YES   □ NO  


Are there any medical problems or conditions not noted that we should be aware of?    □ YES   □ NO
Please describe:

I, the undersigned, have given the above dental and medical information, have reviewed it and find it accurate.  If there are any later changes to the history record, I will so inform this practice.  I hereby authorize the taking of x-rays and other records for an initial diagnosis if needed.
Signature (Responsible Party)                                                                                Date
Date: _____________________________





        Patient History Form








