Date:

American Association of

Orthodontists

American Association of Orthodontists
MEDICAL DENTAL HISTORY FORM — ADULT
Middle Name/Initial

CONFIDENTIAL

Patient’s Last Name: First Name:
Birth Date: Age: Sex: Male [] Female [] I Prefer To Be Called:
S.S.N/S.LN.: Home Phone No.: E-mail address:
Cell phone number: Pager number:
Patient’s Address:
City: State/Province: Zip/Postal Code:
Years at above address:
If less than 5 years at current address, previous address: :
Years at previous address: Patient is: Single [] Married [] Widowed [] Separated [] Divorced []
Occupation: Employer: Years with Employer:
Business Phone No.:
Name Of Spouse/Closest Relative: Phone No.: (if different than yours)
Relationship To You:
Address (if different than yours):
City: State/Province: Zip/Postal Code:
Name Of Patient’s Dentist:
Phone No.:
Dentist’s Address:
City: State/Province: Zip/Postal Code:
Date Last Seen: Reason:
Name Of Patient’s Physician(s):
Phone No(s).:
Physician's Address:
City: State/Province: Zip/Postal Code:
Date Last Seen: Reason:
Who suggested that you might need orthodontic treatment?
Why did you select our office?
Who Is Financially Responsible For This Account?
Last Name: First Name: Middle Name/Initial:
Address (if different than patient’s)
State/Province: Zip/Postal Code:
1 History Form — Adult 6/03

Phone No.:
City:







