ORTHODONTIC ACQUAINTANCE CARD					Date:______________________________
										
Patient’s DOB:______________________

Patient’s Name:_________________________________________________ Age:________________ Sex:_________________

Patient’s Address:_______________________________________________________Phone:____________________________

If Patient is over 18:
	Employer:____________________________________Work and/or Cell Phone:_______________________________

If Patient is under 18:
	Mother’s Name:_______________________________Address (if different):__________________________________
	             Employer:_______________________________Work and/or Cell Phone:______________________________
	                     Email:_______________________________
	Father’s Name:________________________________Address (if different):_________________________________
	              Emploer:________________________________Work and/or Cell Phone:______________________________
		     Email:_______________________________

Family Dentist:________________________________________Referred by:_________________________________________

Names and Ages of other Children:__________________________________________________________________________

Patient’s Preferred Name:_______________________Patient’s Hobbies/Interests:_________________________________

Medical History 

Is the patient in good health?      ____Yes    ____No         If no, please give details:__________________________________
Doest the patient have any:         ____History of major illness/hospitalization?____________________________________
				  ____Allergies or drug sensitivities?_____________________________________________
Is the patient taking any medications currently? ____Yes ______________________________________________________
Is the patient being treated by a physician for any condition ____Yes____________________________________________
Has the patient (if female and under 16) started menstruation ____No  ____Yes  When?___________________________

Please check any of the following for which the patient has been treated:

Diabetes……………………………☐	Anemia…………………………..☐		ADD……………………………………..☐
Pneumonia………………………..☐	Epilepsy………………………….☐		Fainting or Dizziness……………….☐
Heart Trouble……………………..☐	Asthma…………………………..☐		Liver Involvement……………………☐
Rheumatic Fever…………………☐	Kidney Involvement…………..☐		Hepatitis………………………………..☐
Tuberculosis………………………☐	Endocrine Problems………….☐		Blood Disorder…………………………☐
AIDS………………………………….☐	Prolonged Bleeding………….☐		Nervous Disorders……………………☐
Bone Disorder…………………….☐

Dental History

Has the patient had any injury to the face, jaws or teeth?  ____Yes______________________________________________
Does the patient suck their thumb? ____Yes    ____No    If they have stopped, at what age?________________________
Has the patient had regular dental visits in the past (every 6-12 months)? ____Yes  ____No
Have you consulted with an orthodontist previously?  ____Yes  ____No
What is your (and the patient’s) primary reason for today’s consultation? _______________________________________


