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NAHAS AND DONAHUE

‘w W ORTHODONTICS

CHILDREN AND ADOLESCENTS

GEORGE H. NAHAS, D.D.S.

THOMAS J. DONAHUE, D.M.D.
ORTHODONTIC SPECIALISTS

PATIENT INFORMATION - Please Print (Confidential) Date
First Middle Last Nickname
Age Date of Birth / / Gender _ M__ F HomePhone( )

Full Home Address

Patient’s School

Person to Contact in Case >f Emergency
(Not Living at Same Address)

Name of Family Dentist

Relationship

Date of Last Dental Check-up

Phone( )

Who can we thank for referring patient to our office?

Musical Instruments/Hobbies/Sports

Has patient had any Previous Orthodontic Treatment or Orthodontic Consultations? QO Yes U No

if so, when and where?

What are your main concerns about the patients teeth?

FAMILY INFORMATION

Father’s Name Full Address

Father’s Employer Occupation H Phone ( ) W Phone ( )
Cell Phone ( ) Social Security Number

Mother’s Name ‘ Full Address

Mother’s Employer Occupation H Phone ( ) W Phone ()

Celi Phone ( )

Social Security Number

Grade

Have any of your family members been previously treated at our offices? O Yes 0O No Names




Patient Medical History

Authorization and Release

Physician Phone ( ) Date of Last Exam
9. Is patient allergic to or
; : YES'NO haere had any ?eactlans to the following? YES NO
1. Is patient under medical treatment now?.......cccconuuuee a a Fetal h N a o
2. Has patient ever been hospitalized for any surgical oca .aflest etics (e_g' ?vocalne) ...............................
operation or serious illness within the last 5years?.. 0 Q Penicillin or any Antibiotics O
If yes, please explain: Sulfa Drugs o o
Barbiturates ........c.coounnnne o Q
3. Is patient taking any medication(s) Sedalives .....isiinene, o 0O
including non-prescription medicing?........ccoovvuueensuneens Q Q lodine ......... a a
If yes, what medication(s) is patient taking? Aspirin ..... a a
Any Metals (e.g. nickel, mercury, -1 (30 a =30
‘4. Has patient ever taken Phen-Fen/Redux?.........cccorvuunee a a Latex Rubber g Q
5. Does patient use tobacco? a a Other (please list) g Qa
6. Does patient use controlled substances?.. . a a 10. Women Only
;: mtg:ev::ra‘:g :rolfn‘:szttlilil;s:asd nnyoﬂhefollowlng? e als patient pregnant or thinking ghe may be pregnant?...... a o
b. Is patient taking oral contraceptives2umcmerssmnersisissnsas Q
YES NO YES NO N
High Blood Pressure .......oeceeerrereeeceennnns sein Q Heart Disease .. =) o Chest Pains Do
Heart Attack : O O Cardiac Pacemaker ............ccewmmemenns o Q Easily Irritated Q
* Rheumatic Fever .......ccovnmnmvenniessnsnsnsansnnns a a Heart Murmur a o B o
Sv.:ol!'en An!(les ............................................. a Q ANGUNE i iciisinsivivseisssncaissssiasissmissbesssssion ] 8] Hay Fever.’Allergies.... Q
Fainting/Seizures -Jd 9 Frequently Tired .0 0 Tuberculosis ; Q
ASHIMA crrrrsrsrmsmssissrssssssssssssssssssins O 0 ANEMIa e ssssssasmsmmssssasssssseneenees o a Radiation TRETaPY ....usrressssusrersessasnres a
Low Blood Pressure .. -0 9 Emphysema.. o o Glaucoma Q
L T R o7 SO, Q Q Recent Weight LOSS w.uwiveeressererssssssess Q
Leukemia a Q Arthritis a o LIVEr DISEASE ....eerrreureessessesssessssesssneees a
Diabetes . Q@ O Joint Replacement or Implant .............. o Q Heart Trouble o
Kidney Disease ...... O O Hepatitis/Jaundice ........... .0 0 Respiratory Problems ... - Q
Aids or HIV INfECHONS ..oovoervvrrsrssoverreseene O O gexually Transmitted Disease .0 0 Mitral Valve Problem ... Q
Thyroid Problem......... -9 O stomach Troubles/Ulcers ... e Other Medical Problems:
B'Eedlng D.lsorders [, Q Q Autoimmune Disease ....... ..a [m) 1.
Nervous DiSorders .................... o o Artificial Prosthesis ....oeeesiessneens o o 2,
Patient Dental History
DOES THE PATIENT REQUIRE ANTIBIOTICS FOR DENTAL TREATMENT? O YES QO NO
YES NO YES NO
1. Do patients gum bleed while brushing or flossing?............... we Q3 Q 8. Does patient have frequent headaches?........cceeevuuiene a Q
2. Are teeth sensitive to hot or cold liquids/foods? .... -G 9. Does patient clench or grind teeth? . Q 0
3. Are teeth sensitive to sweet or sour liquids/foods? ... a a 10. Does patient bit lips or cheeks frequently?........ccccun. Q aQ
4. Does patient feel pain in any teeth? a..:0 11. Has patient ever had difficult extractions? .........cueunee o Q
5. Has patient any sores or lumps in or near mouth? .........cccvuunee a a 12. Has patient ever had prolong bleeding? a a
6. Has patient had any head, neck or jaw injuries? ......cccuveivennen a a 13. Has patient ever had any orthodontic treatment?....... g a
7. Has patient ever experienced any of the following problems in 14. Has patient ever received oral hygiene instructions
his/her jaw? regarding care of teeth/gums? a a
CHICKING ©uverurmeenrsemsessssssessssssssssissssssssssessssssssssssesssssssssasanes Q o 15. Does patient like their smile'{ Qa aQ
Pain (joint, ear, side of face) ...........ooooeerressuu o o 16. What is your chief orthodontic (dental) concern(s)? 3
Difficulty in opening or closing ....... o Q
Difficulty in chewing ... a a

| certify that | have read and understand the above information to the best of my knowledge. The above questions have been accurately answered. | understand that
providing incorrect information can be dangerous to patient’s health. | authorize Nahas & Donahue Orthodontics to release any information including the diagnosis
and the records of any treatment or examination rendered to the patient during the period of such orthodontic care to third party payers and/or health practitioners.
| authorize and request my insurance company to pay directly to Nahas & Donahue Orthodontics any insurance benefits otherwise payable to me. | understand that
my dental insurance carrier may pay less than the actual bill for services. | agree to be responsible for payment of all services rendered on behalf of the patient.

X

Signature of Parent or Guardian

Relationship to Patient

Date

Doctors Comments

Signature

Date




