EDWARD J. SHAHEEN, JR., D.D.S., M.S.

Shaheen Orthodontics, Inc.

9216 Clayton Road, Suite 130
Ladue, MO 63124
314-991-0697

MEDICAL DENTAL HISTORY FORWM - ADULT

Date

Patient Name Age___ Birthdate /1 / Sex__
Res. Address City St.__ Zp Telaphone
Occupation Employed By

Bus. Address Clty St Zip Telephone
Spouse’s Name

Occupation Employed By

Bus. Address City St Zip Telephone
Person Responsible for this account Soc, Sec. #

Address if different from above

Referred by

Name of Dentist

Address Phone No.

Name of Physician(s)

Address Phone No.

Other family members treated

Orthodontics Insurance coverage yes ___ _ no

Primary [nsurance Co. Policy No.,

Secondary Insurance Co. Pollcy No.

In case we cannot reach you:

Person to contact Phone No.

Present Weight Helght Musical Instrument Played

Favorite Sporis, Hobbles & Avocations

If credit arrangements are requested, a credit check may be necessaty.

For the following questions circle yes, no, don't know/understand (dk/u). The answers ars for offica records only and will be considered
confidantial. A thoraugh and complete history Is vital %o a proper orthodontic evaluation.

MEDICAL HISTORY

yes no di/u Birthdelects or hereditary problems? yes no dk/u Hepatills, jaundice or llver problem?
yes no difu Bone fractures, any major accidents? yes no di/u AIDS or HIV positive?
yes no d¥u HRheumatold or asthritlic conditions? yes no di/u Sexually transmiited disease?
yes no dkfu Endocrine orthyrold problems? yes no dk/u Falnting spelis, selzures, epilepsy or naurclogic problam?
yes fno difu Kidney problems? yes no difu Mental health or behavioral problems?
yes no difu Diabetes? yes no di/u Vision, hearing, tasting or spesch diificulties?
yes no di/u Gancer orbeen treated for a tumar? yes no dk/u Lossofwelghtrecently, poor appetite?
yes no dkfu Stomach ulcar or hyperactivity? yes no diu Excesslve bleeding, black and hiue tendency, anemia or
yes no dk/u Pollo, mononucleosls, tuberculosls, bleeding disordar?

pneumonia? yes no diu Highorlow blood pressure?
yes no di/u Problems of the immune system? yes no dit/u Easily lired?

FORMUSB14 1243 (TEX 8501



yes

yas

yoB
yes
yes
yes
yes
yes
yas

yes

yes

yes
yes
yes
yes

yes

no

no

no

no

no

na

no

no

no

no

no

no

no

na

dlefu
didu

di/u
dkfu
dk/u
difu
dkfu
dk/u
dkiu
didu

difu

dkfu
dkiu
dkfu
dkiu

ditfu

Chest paln, shortness of hrealh or swalling ankles?

Cardlovaseular prablems (heart trouble, heart attack,
anglna, coronary insufficlency, artarloscleroels,
stroke, inborn heart defects or rheumatic heart?

Skin disorder?

Do you have a normal and good diet?
Frequent headachas, colds or sare throat?
Eys, ear, noss, throat condition?

Hayfaver, asthma, sinus troubls, hives?
Tonsll or adenold conditions?

Allergles or drug reactions?

Are you taking medicallon, nutrlent supplaments or
nan prescription medicine? Please name them.

Do you curently hava or ever had a
substance abuss problem?

Cperations?
Hospltalized for

yes no dk/u History of supernumerary (extra) or congenitally

missing testh?
di/u
di/u
dis/u
dkfu

yes no Have any permanent ieeth been removed?

yes no Aware of looss, broken or missing rastorations (fillings)?

¥es no Any tasth Irritating cheek, lip, tongue, patate?

yas no Have you evar had Orthodontlc freatment or

wom a "retainer® or “bite plate™?

yos no dk/u Have you recenlly bsen under another dentist's care?

Speclalist

dkfu
dkfu
di/u
dis/u
dk/u
dk/u

yes no Hava yau ever had Parlodontal (gum) treatment?

¥es no Concamed about spaced, crookaed, pretruding testh?

yes no Aware or concerned about under or over davaloped faw?

yes no Any relative with simllar tooth or Jaw relationships?

yes no Any wisdom tooth prohlems?

yes no Have you had any serlous trouble associated wilh

any pravious dental ireatment?

What is your primary concem? - Why are you hera?

Other physteal problams or symptoms?
Being treated by anolher health care professional?

For

Are yau In good health? Date of most recent
physical exam?

Female Patient
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Aro you pregnant?
Are you taking birth contral pills?
Are you antlcipating becoming pregnant?

DENTAL HISTORY
Chipped or olherwlse injured parmanent tasth?
Teeth sensitive to hot or cold; teath throb ar acha?
Jaw fraciuras, cysts, mouth infections?
*Dead Teeth', root canals treated?
Bleeding gums, bad taste, mouth odor?
Periodontal *Gum Problems"?
Food Impaction between tealh?
“Gium Bolls®, frequent canker scras, cold sores?
Thumb, fingar, sucking habit? Until
Abnarmal swallowing habit (tongue 1hrushing)?
Mouth breathing hablt, snoring, difficulty In breathing?
Tooth grinding, [aw clenching, clicking, locking?
Do you experlsnca any paln or sareness In the
muscles of your face, or around the ears?
Any paln in Jaw or ringing In: the ears?
Have you ever been treated for *TMJ” problems
{Your jaw |oint and faclal muscle paln?)

Difficulty sncounterad In chewling or jaw opening?

Date of most recant dental examination

How often does patient brush floss

Reallzing that successiu! treatment greatly depends upon tha patient's
complete cooperation in following Instruetions, keeping appolntments,
and malntalning oral hygiene, are thare any restrictions, handicaps, or
problems that might ba encauntared during treatmant?

| have read and understand the above questions. | will not hold my
orthodontist or any member of his/her staff rasponsible for any emors or
otnisslons that [ have mads In the completion af this form.

If there are any changes later to this history record or medicalfdantal
status, | will so Inform this practice,

Signature of patlent Date

Medical Histary Update or Changes:  Date: Comments:  Signature:






